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In our own daily occupations, we have many people who teach us about life, health,
wellbeing, and what it is to be a productive member of society. This book is dedicated
to those who have taught us, and continue to teach us, to believe in the limitless power
of occupational engagement to promote health and wellbeing and prevent and reduce
disability. It is our fervent hope that this book will inspire and instruct us all to live
full, productive, and healthy lives.

Marjorie dedicates this book to the memory of her mother, Doris R. Scaffa, and grand-
mother, Marjorie M. Scaffa, who lived lives of love, laughter, and commitment, and
inspired her to do the same.

Maggie dedicates this book to her parents, Mr. William Ross & Mrs. Patricia
Thomson; sister, Heather L. Gratton; daughter, Jessica L. Reitz; and last but not
least, her life partner Fred, for their efforts to facilitate her development as an in-
dividual committed to social and occupational justice.

Michael dedicates this book to the memory of his parents, who, despite chronic illness
and disenfranchisement, taught him the lesson of being fully human and fully alive
and to face life’s obstacles with great compassion, understanding, and dignity. Michael
also dedicates this book to his partner and legal spouse, Kenneth Brickman, who 
provides a nurturing, loving, and supportive environment in which he can create.
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Preface
The three of us have known each other for over 20 years, first as practitioners and then
as educators. In 2002, over dinner during the American Occupational Therapy Asso-
ciation conference, Michael suggested that the foundation for wellness and health 
promotion in occupational therapy was finally solidifying but that there were no sig-
nificant occupational therapy textbooks specifically committed to the subject. Thus, a
project that held great importance to the three of us was born!

We, the editors and chapter authors, share a strong commitment, passion, and ur-
gency to further the profession and strengthen the groundwork that was laid decades
ago but was never properly acknowledged or fully developed. Wilma West, Geraldine
Finn, and Ruth Brunyate Wiemer are three of the prominent pioneers on whose shoul-
ders we stand.

In order for a profession to maintain its relevancy it must be responsive 
to the trends of the times. The trend today in health services is toward the
prevention of disability. Occupational therapists are being asked to move
beyond the role of the therapist to that of health agent. This expansion 
in role identity will require a reinterpretation of current knowledge, the 
addition of new knowledge and skills, and the revision of the educational
process.1(p59)

Finn made that prophetic statement in 1972. What happened? An attachment to medical-
izing what we do transformed our profession for decades. Health care has undergone 
major shifts and continues to dramatically change. It is time to reclaim our rightful place
in prevention of disability and the promotion of health and healthy lifestyles. As a profes-
sion, we risk losing an opportunity to be world leaders as the health agents about which
Finn spoke so eloquently. The shift to health agent takes little effort—it does, however,
take tremendous dedication, passion, and commitment to the values of occupational ther-
apy and to the power of occupation in daily life. Wellness and health promotion, com-
bined with occupation, can expand the scope and impact of occupational therapy in the
future. 

We are grateful for this opportunity to share our vision for the future of occupa-
tional therapy. We welcome our colleagues, students, and friends to share their own 
visions of wellbeing, health promotion, and prevention; to build bridges between those
visions and current practice; and to create new and insightful strategies that support
productivity and wellbeing for individuals, families, communities, and society. 
Together we can become leading health agents of the 21st century!

Marjorie E. Scaffa, PhD, OTR/L, FAOTA
S. Maggie Reitz, PhD, OTR/L, FAOTA

Michael A. Pizzi, PhD, OTR/L, FAOTA

1Finn, G. (1972). The occupational therapist in prevention programs.
American Journal of Occupational Therapy, 26(2), 59–66.
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1

SECTION I Foundations and Key Concepts

Chapter 1

Historical and Philosophical Perspectives
of Occupational Therapy’s Role in Health
Promotion
S. Maggie Reitz

In 1991, occupational therapy was identified as “the only health profession that had fully
embraced the concepts of: health promotion and prevention, community-based care and the
individual as centre to the process”

by Steven Lewis, former leader of the national New Democratic Party in Canada as part of his

remarks as the keynote speaker at the 1991 Canadian Association of Occupational Therapist

(CAOT) Conference (as cited by Green, Lertvilai, & Bribrieso 2001, ¶ 2).

Learning Object ives

This chapter is designed to enable the reader to:

• Articulate humans’ evolutionary, cross-cultural
use of occupations to promote healing and 
prevent disease and disability.

• Discuss the historical development of occupa-
tional therapy as a caring health profession that
has emphasized prevention, health promotion,
and wellbeing since its inception.

• Describe the historical roots, documents, and 
literature of occupational therapy’s role in health
promotion and their potential use to support 
and enhance current health promotion inter-
ventions and innovative evidenced-based health
promotion practice.

Key Terms

Client
Disability prevention
Health promotion

Moral treatment
Prevention

Shell shock
Wellness

Introduction

After a brief review of early historical views on heal-

ing, health, and the use of occupations, this chapter

traces the profession’s roots in the philosophy and 

delivery of preventive and health promotion services.

Official documents and activities within the American

Occupational Therapy Association (AOTA) related to

health promotion and prevention will be presented.

This review focuses on health-promotion activities

within the United States as influenced by both 

domestic and international activities. This historical

perspective will enable the reader to link current

practice with philosophical tenets and historical 

interventions and policies to establish a foundation

for today’s health promotion interventions.

Historical and Cultural Views 
of Health and Healing

Many cultures around the world have developed similar

beliefs regarding health, wellbeing, and occupational

engagement. While historical reviews often focus on
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Greek and Roman contributions, other civilizations

have contributed to the development and evolution of

the medical and healing arts. Travel and exploration, as

well as war, have facilitated the sharing of this knowl-

edge between cultures. Ancient beliefs have influenced

health-care practices through the years and continue to

inform current developments. Tai chi is an excellent 

example of this type of continued impact. Being knowl-

edgeable about healing and health beliefs that span time

and cultures is important as the profession of occupa-

tional therapy seeks to provide culturally competent

care. The following brief review provides a glimpse into

humans’ rich history of engaging in healing and health-

promotion occupations.

Greek mythology provides an early view of the Greeks’

beliefs regarding health and healing. Asclepius, the son of

Apollo, was the god of medicine (Anderson, Anderson, &

Glanze, 1998). According to mythology, Asclepius was the

father of Panacea, the goddess of healing, and Hygeia, the

goddess of health (Lasker & The Committee on Medicine

and Public Health 1997). Hygeia is depicted with her 

father in Figure 1-1. It is now believed the myth of Aescu-

lapius may have arisen as a result of the efforts of one 

or more individuals with exceptional healing abilities. 

Humans attributed divine status to those abilities and 

the legendary Aesculapius was then worshipped through-

out the ancient Mediterranean area (National Library of

Medicine [NLM], 2004a).

Throughout human history, healers have been 

afforded a special place in society. However, in some 

societies those who practiced medicine were more

highly respected than those interested in prevention and

health promotion. This division between health promo-

tion and healing and the overshadowing of prevention

and maintenance by medicine was described by Plato

(Friedland, 1998, p. 374):

In the . . . therapeutic arts, the corrective portion is

more apparent but less important, while the regulative

portion is largely hidden, but far more essential. . . .

[Hence] there is grave danger lest “prevention” and

“maintenance,” the real work of the art, be overlooked,

and attention exclusively be devoted to the correction

of the diseases already there.

While this division was aptly described by Plato

in his world, a slightly different view was held by

the indigenous people of the Americas. They had an

appreciation of the link between rubbish and illness

and believed prevention was of great value. The

medicine of the South American Indian primarily

focused on hygiene, “as such medicine ought to be,

it being of greater daily importance to preserve

health than to cure disease” (Spruce as cited by 

Vogel, 1970, p. 261).

The dichotomy between healing and prevention

does not appear in early writings from Persia, China,

and India. According to early Islamic writings:

Medicine is a science from which one learns the states of

the human body with respect to what is healthy and what

is not, in order to preserve good health when it exists and

restore it when it is lacking. (Ibn Sina, the opening to the

Qanun fi al-tibb, cited by Savage-Smith, 1994)

In the famous Chinese medical text Nei Chang
(Canon of Medicine), which dates back to 2600 BC, the

Yellow Emperor, Yu Hsiung, describes both prevention

and treatment (Lyons & Petrucelli, 1987). The impor-

tance of balance and the connection of humans to 

the physical and spiritual world were at the center of

Chinese healing and prevention activities “in the last

three centuries B.C.” (Sivin, 1995, p. 5):

Since ancient times [it has been understood that] pen-

etration by [the ch’i of] heaven is the basis of life,

2 SECTION I Foundations and Key Concepts

Figure 1-1 Asclepius and Hygeia in allegorical setting.

Courtesy of the National Library of Medicine.
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which depends on [the universal ch’i of] yin and yang.

The ch’i [of everything] in the midst of heaven and

earth and in the six directions, from the nine provinces

and nine body orifices to the five visceral systems and

the twelve joints, is penetrated by the ch’i of heaven.

(Huang-ti nei ching t’ai su, cited by Sivin, 1995, p. 15)

The Chinese people and government are proud of

their historical contributions to medicine and health.

According to the Wudang Taoist Internal Alchemy

(2005), recent additions to a famous temple complex

that dates back to AD 140 include sculptures represent-

ing historical figures in Chinese medicine (Fig. 1-2). 

Further evidence of the importance of understanding

and offering acute and preventive care is found in 

examining long-held practices in India. Ayurveda, the

science of life, originated in India about 5000 BC and

was later documented by Charak: 

Ayurveda has been reported as one of the oldest sys-

tems of health care dealing with both the preventive and

curative aspects of life in a most comprehensive way

and presents a close similarity to the WHO’s [World

Health Organization] concept of health propounded in

the modern era. (Department of Ayurveda, 2004, ¶ 1).

This historical review of examples supports the con-

tinued development and evolution of health promotion

as well as the need to study the effectiveness of blend-

ing preventive care with medical and rehabilitative 

approaches. Knowledge of history also helps practi-

tioners better understand potential areas of tension 

between disciplines, as well as cultural differences in

approaches to health and wellbeing. 

Historical Use of Occupation 
to Heal and Promote Wellbeing

The historical actions, beliefs, and practices of humans

through the ages also provide an important backdrop

from which to view the potential to enhance health and

wellbeing through engagement in occupation. The use

of occupation to promote health and wellbeing through

prevention of disease, injury, and social injustice has

been substantially documented. Examining lessons

from the past is time well spent when crafting solutions

for the present, since “we cannot accurately and profes-

sionally comprehend the present or look at the future 

intelligently until we become acquainted with and study

the past” (Stattel, 1977, p. 650). Content Box 1-1 out-

lines other benefits of knowing the history of one’s 

Chapter 1 Historical and Philosophical Perspectives of Occupational Therapy’s Role in Health Promotion 3

Figure 1-2 Sculpture of ancient Chinese physicians from the
Taiqing Temple Complex, Laoshan Mountain, People’s Republic
of China.

Photography by S. Maggie Reitz.

Content Box 1-1

Practical Benefits of an Awareness 
of Historical Influences on the 
Practice of Occupational Therapy 
in Health Promotion
• Supports the role of occupational therapy in health

promotion through the realization that foundational
philosophical beliefs and principles can be traced
to the early 1900s. 

• Enhances awareness of the unique history of 
occupation-based interventions for prevention 
and health promotion, which increases the com-
fort level of occupational therapists and occupa-
tional therapy assistants in this role.

• Encourages the examination of the historical 
influence of sociopolitical factors on the evolution 
of the profession and its ongoing contributions to
provide solutions to societal problems.

• Strengthens society’s view of occupational thera-
pists as educated professionals through demonstra-
tion of an appreciation and synthesis of the liberal
arts aspect of occupational therapy education.

• Fosters competence to facilitate interdisciplinary
cooperation and respect via increased ability to 
articulate an understanding of the rich traditions 
of occupation-based service delivery.
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profession and the political and sociocultural influences

on that history through time.

History provides a rich description of humans’ engage-

ment in occupation for subsistence, self-expression, heal-

ing, and aesthetics (AOTA, 1979d; MacDonald, 1976;

Pizzi, Scaffa, & Reitz 2006). Through the ages, many

cultures have used occupations to promote healing. A 

variety of early philosopher-scientists as well as healers

in Egypt, Rome, Greece, and Persia promoted the use of

occupation as a healing agent. Pythagoras and Thales,

both early Greek philosopher-scientists, used music as a

treatment modality (MacDonald, 1976), as did Ibn Sina,

a Persian physician, known in the west as Avicenna

(Ahmed, 1990; Licht, 1948). Aristotle, the pupil of Plato,

viewed praxis or “desirable and satisfying activity or 

action” as leading to eudaimonia, the “well-being of the

soul” (Friedland, 1998, p. 374). 

Physical occupations were often prescribed. The

Egyptians recommended physical activity and boat

trips on the Nile (Punwar, 2000) as well as music and

games (Dunton, 1954). The Chinese prescribed exer-

cise to restore wellbeing (Lyons & Petrucelli, 1987)

and promote health (Levin, 1937). Gymnastics were

described by Zhuangzi in fourth-century BC China as a

preventive technique to ensure successful aging and

longevity and became “well established as a form of

therapy around the third and second centuries B.C.”

(Despeux, 1989, p. 241). Hippocrates recommended

other physically challenging occupations, such as

wrestling and riding that required linking the mind and

body during treatment (MacDonald, 1976). 

In addition to the use of occupations, early public

health actions and the importance of occupational bal-

ance were appreciated as being linked to health and

wellbeing. Hippocrates encouraged physicians to con-

sider the influence of air and water quality in a specific

geographical area as well as the occupations of the

population—both healthy and unhealthy. He encour-

aged an examination of “the mode of life of the inhab-

itants, whether they were heavy drinkers, taking lunch,

and inactive, or athletic, industrious, eating much, and

drinking” (cited by Lasker & the Committee on Medi-

cine and Public Health, 1997, p. 12). Pythagoras was

thought to have “promoted health through a special

vegetarian diet” (NLM, 2004b, ¶ 1). Other historical

figures were proponents of a balanced lifestyle, includ-

ing the 13th-century Byzantine writer Actuarius, also

known as John the Actuary (Licht, 1948). In addition,

in the fifth century, a neurologist named Caelius Aure-

lianus encouraged patients to become involved in their

rehabilitation efforts (MacDonald, 1976). 

Australian aborigines have long recognized the 

interdependence of human health and welfare with that

of the land (Chambers, 2002). Prior to the arrival of 

European colonists, this society understood the impor-

tance of a lifestyle that balanced the needs of the 

human and nonhuman worlds. This lifestyle included a

respect for earth, animals, and humans as well as a

deep sense of responsibility for self and others. Ancient

sacred sites, often including cave paintings and rock

engravings, represent beliefs regarding origin, attach-

ment to the land, and personal and group identity

(Barunga, 1975; Edwards, 1975; Peterson, 1975). The

aboriginal view of social responsibility encompassed

the health and welfare of humans and animals in both

the present and the future. The active process of aborig-

inal “Dreaming” embodies values such as prudence

and social responsibility, which were practiced through

spiritual, learning, and teaching occupations:

Dreaming is the tracks you are responsible for. You

grow up, then you have to maintain it spiritually. You’ve

got to maintain it through not over-using it; you’ve got

to do ceremonies for the different animals; you’ve got to

do ceremonies for human beings; and as you grow 

and as you get older you learn your responsibilities to

that area. As you grow older still, and as you marry 

into different families, to take on the responsibility of

other people, and as your children have children you

take on the responsibilities of other Dreamings—their

Dreamings, the children’s Dreamings, which might go

on a different way from yours. (Bowden & Bunbury,

1990, p. 33)

Dreaming is consistent with the aboriginal descrip-

tion of knowledge as the true aboriginal currency and

the belief that learning is a lifelong process (Bowden &

Bunbury, 1990). To learn more about the ancient and

modern culture of the Australian aboriginal people, 

including symbolism in aboriginal art (see Fig. 1-3),

visit http://www.aboriginalart.com.au.

Indigenous people of North America share this 

appreciation for nature, the land, and a desire to live in

harmony with the physical world (Kavasch & Baar,

1999; National Museum of American Indians [NMAI],

2005). They also have long shared a belief in the con-

nection of dreams, visions, and rituals to health

(Kavasch & Baar, 1999). Some healing practices have

involved occupations such as music, drumming, and,

for the Navajo, sand painting. However, sand painting

that can now be purchased as art is not the same in 

either form or function as the sand painting that is cre-

ated for healing purposes. Physically active occupa-

tions such as endurance games and footraces were 

believed to enhance the power of other healing prac-

tices (Kavasch & Baar, 1999). 

The Wampanoag Indians have lived in eastern 

Massachusetts and the surrounding islands for over

12,000 years (Kavasch & Baar, 1999). This group

4 SECTION I Foundations and Key Concepts
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shared food-gathering and cultivation knowledge with

the Pilgrims, thus helping the Pilgrims survive. For

several hundred years, this group has played Wamp-

anoag Fireball, a dangerous medicine game that resem-

bles soccer with a flaming ball. In this game, men—

usually young men—channel their strength to enhance

the healing of a friend or a loved one. The passion and

energy expended and the wounds sustained in this

game are believed to minimize the impact of one’s 

illness (Kavasch & Baar, 1999). 

Other early medical writers and educators consid-

ered less dangerous occupations to be useful for both

the maintenance of health and illness prevention. 

Cornelius Celsus, who lived from 25 BC to AD 50

(University of Texas Medical Branch, 2005), encour-

aged the use of occupations such as “sailing, hunting,

handling of arms, ball games, running, and walking” to

maintain health (MacDonald, 1976, p. 4). He also

encouraged matching occupations to the needs and

temperament of each person. 

Bernardino Ramazzini, an 18th-century Italian phy-

sician (NLM, 2005) and a professor at Padua, “stressed

the importance of prevention rather than treatment”

(MacDonald, 1976, p. 5). These early proponents of 

occupation, the importance of client-centered care, and

the influence of context planted seeds that would later

take root in the era of moral treatment and the philosophy

of the new discipline of occupational therapy.

Select Historical Milestones in
Health Promotion and Prevention
Within Occupational Therapy 
in the United States

The Birth of the Profession
The era of moral treatment established the foundat-

ion of ideas that would later be embraced by the

founders of occupational therapy. Moral treatment is

Chapter 1 Historical and Philosophical Perspectives of Occupational Therapy’s Role in Health Promotion 5

Figure 1-3 Dreamtime symbols used in aboriginal art.

Courtesy of Aboriginal Australia Art & Culture Centre, http://www.aboriginalart.com.au/site_map.html.
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a “nineteenth-century humanitarian approach to treat-

ment for individuals with mental illness that centered

around productive, creative, and recreational occupa-

tions” (Spear & Crepeau, 2003, p. 1031; the history of

this approach is discussed in more detail in Chapter 4,

which addresses public health). The beliefs and suc-

cesses of moral treatment were compatible with the 

visions and optimism of the leaders of various social

reform movements in the United States and became the

catalyst for the profession’s development in the early

1900s. Educational reformers, mental hygienists, and

leaders in the arts-and-crafts movement shared a phi-

losophy stressing the importance and meaning of work

and occupation and the resultant potential impact on

learning and health (Breines, 1986). Harold Bell

Wright eloquently described the importance of occupa-

tion by stating, “Occupation is the very life of life”

(cited by Dunton, 1915, title page).

These ideas and values have supported occupa-

tional therapy practitioners’ engagement in health

promotion activities through the years, both with 

individuals and with populations. Those committed to

the arts-and-crafts movement “saw activity as a means 

to improve society—‘to socialize less accepted mem-

bers of society such as the disabled, mentally ill, 

impoverished’ ” (Schemm, 1964, p. 639, as cited by

Friedland, 1998, p. 375). While occupation was pre-

scribed to ill individuals, the power of occupation 

to promote the overall wellbeing of society was also

recognized early in the profession’s development:

“Although they spoke of occupation as curative, it was

not in relation to medical or psychiatric conditions but

rather to the human condition” and to use it as a tool

to maximize human potential for the good of society

(Friedland, 1998, p. 375). 

In addition to those who advocated occupation to

address societal problems, others wrote about the 

preventive qualities of occupation. Dunton proposed

that occupation could be used as a preventive agent:

“Another purpose of occupation may be to give the 

patient a hobby which may serve as a safety valve and

render the recurrence of an attack less likely” (Dunton,

1915, p. 25). In addition, Dunton also believed that 

occupation could be a powerful tool for well individu-

als, and his work supports the profession’s use of occu-

pation for health maintenance (Peloquin, 1991b). 

Self-Inoculation Through Occupation
MacDonald noted that “the occupational therapist of

early history was the ‘doctor’ himself” (1976, p. 2).

However, through time, it appears that individuals and

communities have self-prescribed occupation both to

heal and prevent illness. Sir Winston Churchill, Clifford

Beers, and George Barton are examples of individuals

performing self-inoculation through occupation. The case

of Barton, one of the founders of occupational therapy in

the United States, is perhaps the most familiar example

for occupational therapy practitioners. Isabel Newton,

also a founder of occupational therapy in the United

States (Licht, 1967; Neuhas, 1968) and who later 

became Barton’s wife, described Barton’s use of occupa-

tion to heal his paralysis. Physicians were so impressed

with his results that referrals soon followed (Peloquin,

1991a). Beers, who was hospitalized in several mental 

institutions over a 5-year period at the beginning of the

20th century, credits his self-selected engagement in the

occupations of drawing, writing, and reading as con-

tributing to his recovery (Peloquin, 1991a). Dunton 

believed patients such as Barton and Beers, who success-

fully used occupations to aid in their recovery, should be

acknowledged as contributing to the development of the

profession (Dunton, 1915; Peloquin, 1991a).

Sir Winston Churchill, prime minister of Great

Britain during World War II, began painting at the age

of 40, providing another example of self-inoculation: 

Winston found hours of pleasure and occupation in

painting—where problems of perspective and colour,

light and shade, gave him respite from dark worries,

heavy burdens, and the clatter of political strife. And 

I believe this compelling occupation played a part in

renewing the source of the great inner strength that

was his, enabling him to confront storms, ride out 

depression, and rise above the rough passages of his

political life. (Mary Soames, Winston Churchill’s

daughter, Foreword, 2002, pp. vii–viii)

Pursuing a variety of occupations provided balance

and perspective to his complex life of military, politi-

cal, and public service. Churchill’s leadership during

World War II was instrumental in preventing the inva-

sion of Britain and the expansion of Hitler’s Germany,

which were critical in turning the tide of the war. In

recognition of his efforts, Churchill received honorary

U.S. citizenship (Frenz, 1969) and was identified as

one of the 100 most important people of the century

(Keegan, 2003). He also received a Nobel Prize for 

Literature (British Broadcasting Corporation [BBC],

2005; Frenz, 1969). An excellent resource summariz-

ing his contributions is listed in the table of website 

resources at the end of this chapter.

The Military and the Use of Occupation
Military leaders have long recognized the benefits

of using occupation to improve their armies. These

occupations primarily included physical activities for

conditioning and prevention of injury (Kavasch &

Baar, 1999; Levin, 1937) and included entertainment

to prevent boredom and maintain morale such as has

6 SECTION I Foundations and Key Concepts
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been provided by the United Service Organizations

[USO] since 1941 (USO, 2005). 

However, occupation does not appear to have been

used for rehabilitation of soldiers until World Wars 

I and II. Rehabilitation is not primary prevention; it

falls under the categories of secondary and tertiary pre-

vention. The rehabilitation efforts described below

were aimed at the individual needs of soldiers but were

also part of a broader societal intervention through gov-

ernmental policy and programs, which can be consid-

ered a form of population-based health promotion.

“During World War I, it was found in Germany,

France, and England that much could be done to recon-

dition the wounded by means of occupation” (Dunton,

1954, p. 5). Early in World War I, before the United

States entered the conflict, leaders in countries already

involved were concerned about the prospect of large

numbers of wounded and their need for rehabilitation

(Willard & Cox, 1979). The previous system of pension-

ing injured veterans for life was not going to be econom-

ically feasible. Thus, there was great interest in ensuring

the self-sufficiency of these soldiers (Christensen, 1991). 

At the onset of World War I, British physicians began

to see a cluster of symptoms that became known as shell
shock. These symptoms included “partial paralysis,

convulsive movements, blindness, terrifying dreams

and flashbacks, and amnesia” (NLM, 2004c, ¶ 1). At

first, these symptoms were blamed on exposure to the

deafening sound of shells and grenades exploding. Later

it was understood that the symptoms were caused by the

horrific living conditions endured during trench warfare,

which included spending weeks at a time in rat-infested,

corpse-laden, and flooded trenches. These conditions are

detailed in an exhibit at the NLM (2004c). 

In 1918, Dunton became president of the National

Society for the Promotion of Occupational Therapy at

the group’s second annual meeting. At that meeting, he

shared the Europeans’ success in using occupation to

treat shell shock and stressed the need for the United

States to prepare well-trained occupational workers 

for the eventual war effort (Peloquin, 1991b). Within

months, the United States entered World War I, and 

recruitment and education for reconstruction aids began

(Dunton, 1954; Peloquin, 1991b; Willard & Cox, 1979).

Recovering soldiers in World Wars I and II received 

instructions in basket weaving, woodwork, and other

occupations to facilitate their recovery from physical in-

juries and from psychosocial dysfunction caused by the

horrors of war (McDaniel, 1968). Figures 1-4 and 1-5

show examples of occupational therapy workshops in a

U.S. Army hospital in France during World War I.

The exhibit at the NLM mentioned earlier traces

shell shock from World War I to the Vietnam War,

when the syndrome was “labeled Post-Traumatic

Stress Disorder, a disorder now recognized by the

American Psychiatric Association” (NLM, 2004c). 

Chapter 1 Historical and Philosophical Perspectives of Occupational Therapy’s Role in Health Promotion 7

Figure 1-4 Service 
provision at U.S. Army
Base Hospital No. 9,
Chateauroux, France.

Courtesy of the National Library
of Medicine (A02826).
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As often happens, knowledge gained in war can later

be used to favorably affect the health and wellbeing of

nonmilitary populations. 

Early Community and Prevention Practice
Barton’s establishment of Consolation House in 1914 is

the earliest example of community-based occupational

therapy practice within the United States (Scaffa, 2001;

Scaffa & Brownson, 2005). The doors of Consolation

House opened on March 7, 1914, after extensive alter-

ations. In an article commemorating AOTA’s 50th anniver-

sary, Barton’s wife, Isabel, described the alterations and

the dedication of the Consolation House (Barton, 1968).

The alterations included a 6-foot tub, which Barton 

installed against the advice of the plumber. After many

months at a sanatorium, Barton desired the opportunity

to “stretch out” while bathing. The parlor of the house

was turned into an office that housed books related to 

occupational therapy as well as a glass case exhibiting

patients’ craft work. The décor of Consolation House

was heavily influenced by the arts-and-crafts movement

of the early 1900s (Krieger, 2001). 

The first floor of an old red barn on the property was

converted into a workshop, and the second floor 

became a studio. Barton acquired a vacant lot adjacent

to the house and subdivided it into three sections: a

vegetable garden, a grass lawn, and an area containing

flowering shrubbery and a hammock. The house pro-

vided tools for engaging in a variety of occupations,

and “experimental projects were carried out in the

quest for new occupations to be offered to incapaci-

tated individuals” (Barton, 1968, p. 342). An example

of one of the many “experiments” conducted in the gar-

den area was growing calabash with the expectation

that patients could turn them into pipes. The philoso-

phy of George Barton and Consolation House can best

be expressed through his words:

I am going to raise the cry that it is time for humanity

to cease regarding the hospital as a door closing upon

a life which is past, and to regard it henceforth as a

door opening upon a life which is to come. I do not

mean heaven. I mean a job, as better job, or a job done

better than it was before. (Barton, 1968, pp. 342–43)

Consolation House was the model for the present-day

University of Southern California (USC), Department of

Occupational Science and Occupational Therapy’s Cen-

ter for Occupation and Lifestyle Redesign (Gourley,

2000; Krieger, 2001). The center was established in

1999 (USC, 2004) in a renovated 1894 Victorian man-

sion (Krieger, 2001) and is used for community-based

practice, education, and research. Workshops modeled

after Barton’s program and the Hull House’s work with

immigrants are geared primarily for the local Latino

community (Krieger, 2001).

In the United States, occupational therapy’s early

work in prevention focused on the prevention of infec-

tious disease such as tuberculosis (TB). Diaz (1932)

8 SECTION I Foundations and Key Concepts

Figure 1-5 Base Hospital
No. 9. Chateauroux, France,
woodwork.

Courtesy of National Library of
Medicine Collection. Appears as
Figure 24 in “Occupational 
therapists before World War II
(1917–40)” by M. L. McDaniel 
in Army Medical Specialist

Corps (pp. 69–97). Washington,
DC: Office of Surgeon General,
Department of the Army.
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described her efforts to organize a preventorium in

Puerto Rico for children of parents with TB, with the

goal of decreasing the children’s risk of contracting the

disease. The board of directors of an association to pre-

vent TB among children contacted Diaz to organize 

a new facility to house and care for 50 children 

between the ages of 2 and 10. Diaz performed a variety

of administrative functions, including the development

of a daily regimen of habit training and occupations

that included “marching, sun-baths, singing, folk danc-

ing, rest in bed, story telling, calisthenics, outdoor

games, daily prayers, personal habits . . . academic

classes, and some craft work” (Diaz, 1932, p. 200).

Within a 1-year period, the progress of the children was

reported as “remarkable. They entered the institution in

very bad condition: undernourished, unhealthy, and

with little or no discipline. They were returned quite

different” (Diaz, 1932, p. 201).

Shaffer, a psychologist, presented a paper at the 21st

annual meeting of the AOTA on recreation for preven-

tion and therapy for social maladjustments. He argued

that access to healthy play would facilitate children’s

development and prevent criminal habits and mental

illness. He was concerned about the then-current prac-

tice of sheltering children from vigorous activity. Play,

he believed, “properly engaged in, is habit training for

the more serious problems of adult living” (Shaffer,

1938, p. 98). Team play was also viewed as beneficial,

with the child learning how to “subordinate his desires

to the common good and to develop loyalty to a 

purpose or a task undertaken. Thus he is learning 

the important secrets of a good adjustment to life”

(Shaffer, 1938, p. 98).

Prevention was mentioned intermittently in the

literature in the 1940s both within Canada and the

United States. Dr. Howland, the first president of 

the Canadian Association of Occupational Therapists,

identified prevention as one of five forms of occupa-

tional therapy (Friedland, 1998). In 1947, the director

of the Philadelphia Committee for the Prevention of

Blindness discussed the need for interdisciplinary col-

laboration to prevent blindness through combating its

three primary causes: venereal disease, now referred to

as sexually transmitted infection; glaucoma; and acci-

dents (Carpenter, 1947). Carpenter believed occupa-

tional therapists, due to their interactions with families,

had a key role in the early screening of visual problems

in children and their parents (Reitz, 1992). Specifically,

occupational therapists were encouraged to look for

and intervene when symptoms of congenital syphilis or

ineffective home remedies for injured eyes were pre-

sent, or if they heard reports of family members or

neighbors seeing colored rings around lights at night.

Occupational therapists were also encouraged to take

advantage of being in the community as an opportunity

to minimize adverse health conditions and prevent 

future illness in other family or community members,

thereby joining the public health team.

The use of occupation to promote normal develop-

ment was also recognized early in the profession’s evo-

lution. Manual, recreational, and musical occupations

were recommended for use with children in the 1940s:

Activities used with children should be chosen primar-

ily for their therapeutic value, but at the same time the

possibilities for a normal development of the child

should be considered and activities of positive value

should be chosen to encourage this development.

(Gleave, 1954, p. 163)

Visionary Leaders and Modern Milestones
in Health Promotion
Occupation was also seen as a preventive tool for the

hospitalized patient. Fay and Kellogg (1954) described

one of the roles of occupational therapy as “the pre-

vention of the establishment of invalid habits by giving

opportunity for establishing or maintaining good 

work habits.” The benefits of engaging occupational

therapy were identified as improvement in circulation,

decrease in fatigue, “good sleep, good appetite, and

good posture” (p. 118). 

Although these were important efforts, they were

falling short of the full potential that the profession 

of occupational therapy had to offer. This was readily 

apparent to visionaries such as Wiemer. Wiemer repeat-

edly stressed her concern (1972) that the profession was

viewing its role in prevention in a too limited, “elemen-

tary” manner and that the description of the role appeared

to be mere technical responses rather than professional-

level problem-solving. Wiemer encouraged the profession

to expand efforts across the preventive-health continuum.

Figure 1-6 displays Wiemer’s Preventive Health Contin-

uum functions matched to the three levels of prevention—

primary, secondary, and tertiary. 

In Wiemer’s view, the appropriate role of occupa-

tional therapy should encompass

the clear exercise of that expertise unique to occupational
therapy, needed by society, and unavailable from other
sources, exerting all components of occupational ther-
apy’s armamentarium impinging upon prevention rather
than selected options from it, with imaginative action to

supplement and complement efforts of other disciplines

[italics are original author’s]. (Wiemer, 1972, p. 5)

Wiemer also noted that this role would require a

change in philosophy. Occupational therapists would

need to broaden their perspective regarding who they

were responsible for—switching their focus from 
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assuming responsibility for patients treated to persons

they do not treat (Wiemer, 1972). This statement also

holds true for current practice, as the profession largely

remains reimbursement driven. The profession has 

renewed its commitment to improve the health and

wellbeing of society, which will be demonstrated

through examples and discussions of official docu-

ments in the next section of this chapter.

The 1980s saw the publication of numerous articles

regarding prevention and health promotion. The director

of AOTA’s Practice Division presented current trends that

were impacting the practice of the profession. Woven

through this discussion was support for the prediction

that “wellness and prevention concepts will become 

increasingly accepted for philosophical and economical

reasons” (Bair, 1982, p. 704). Articles describing pro-

gram outcome studies were published, providing data for

evidence-based practice and ideas for future research.

Two of these studies were conducted with children—

one with preschoolers in the United States (George,

Braun, & Walker, 1982) and one with infants in Israel

(Parush, Lapidot, Edelstein, & Tamir, 1987). Both studies 

concluded that structured occupation-based programs 

developed by occupational therapists can enhance the 

development of age-appropriate skills. In addition, a

study was conducted with healthy older adults to deter-

mine the effectiveness of occupational therapy interven-

tion on self-care independence and quality of life 

(Kirchman, Reichenbach, & Giambalvo, 1982). Results

suggest that the intervention had a positive impact on 

social resources, life satisfaction, and general affect.

Also in the 1980s, articles appeared in the occupa-

tional therapy literature regarding the potential role of

occupational therapy in workplace injury prevention.

Allen (1986) reviewed two programs addressing the

impact of repetitive work injury on workers and 

employers. The first was a seven-session program deliv-

ered to bank employees and consisting of recommen-

dations to modify the work environment and work

habits for efficiency and effectiveness. The second was

a luncheon lecture program for university employees

and addressed “modifying life-style, posture, equip-

ment, desk arrangement, and work organization”

(Allen, 1986, p. 766). 

Schwartz (1989) described the role of occupational

therapy in industrial accident and injury prevention.

Many areas of expertise required for competence in this

role were identified, including knowledge of the business

world (i.e., labor relations, corporate and industrial man-

agement, economics), biological science (i.e., neuro-

sciences, kinesiology, pathology), social science, and 

education. Schwartz predicted “an explosive demand for

prevention services. Whether called ‘wellness, risk man-

agement, and cost containment,’ or something else, it is

going to become economically and legally imperative

that employees act to prevent accidents and injuries”

(1989, p. 6). This prediction was partially realized within

the following decade, as the author increasingly saw 

retail employees wearing protective gear, though often

incorrectly and inconsistently. 

The AOTA’s backpack awareness campaign (AOTA,

2004; Gourley, 2001a, 2001b) is another example of

10 SECTION I Foundations and Key Concepts

Secondary Prevention 

Prevention/Health Promotion 

Identification 

Locating illness,
preventing
advancement
of disease
• Multiphasic
  screening
• Consultancy
  evaluations
• Physical exams
• Diagnostic
  workups

Treatment of 
illness and 
disability 
• Treatment and 
  rehabilitation 
  of acute, 
  chronic, or 
  degenerative 
  disease 

Correction 

Tertiary Prevention 

Accommodation 

Adaptation of 
person with illness 
• Changing 
  environment 
• Altering 
  customs 
• Interpreting 
  medical facts 
• Counseling 
  families 
 

Primary Prevention 

Promotion 

Education in 
support of 
good health 
• Health 
  education 
• Eradication of 
  taboos and 
  cultural habits 
• Training in 
  hygiene and 
  activities to 
  promote health 

Interception 
of agents and 
conditions 
• Isolation 
• Immunization 
• Accident 
  prevention 

Protection 

Figure 1-6 Wiemer’s Preventive Health Continuum matched to the three levels of prevention.

Developed from Wiemer (1972), by Reitz (1984, 2004) with permission.
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occupational therapy’s potential for preventing injury.

These preventive initiatives demonstrate the potential

for occupational therapy to be involved in primary pre-

vention at the level of the individual, the classroom, or

the educational institution. 

In the late 1990s, Wilcock and Townsend, as was

earlier the case for Wiemer, articulated a vision for 

occupational therapy to contribute to the health and

wellbeing at a societal level (Townsend, 1999; Wilcock,

1998; Wilcock & Townsend, 2000). In 2000, Wilcock

described the impact of occupational science on her

philosophy and work (Wilcock, 2000). The interna-

tional team of Townsend and Wilcock introduced the

constructs of occupational justice, occupational injus-

tice, and other terminology to provide a language for

occupational therapy assistants and occupational thera-

pists to use as they examined broader societal and

global issues through the lens of occupation. These

ideas are introduced and defined in the context of pop-

ulation health in Chapter 6 and are also addressed dur-

ing a discussion of occupational justice in Chapter 8.

Toward the end of the 1990s, a milestone in the pro-

fession’s history was reached with the publication of

the USC Well Elderly Study in the prestigious Journal
of the American Medical Association (Clark et al.,

1997). This study investigated the effectiveness of the

USC Well Elderly program. Results indicated that

“preventive occupational therapy greatly enhances the

health and quality of life of independent-living adults.

This landmark study reaffirmed foundational principles

of occupational science and occupational therapy”

(Mandel, Jackson, Nelson, & Clark, 1999, p. xi). The

program was based on fundamental beliefs of the occu-

pational therapy profession (see Content Box 1-2) as

well as theoretical perspectives from the academic 

discipline of occupational science. A complete descrip-

tion is available through an AOTA publication (Mandel

et al., 1999).

Official Documents and Activities
of AOTA Related to Health 
Promotion and Prevention

Examples of practitioners’ use of occupation in 

community-based practice and prevention from the

profession’s inception through the mid-20th century in

the United States were provided above. The ability of

humans to maximize their health through engagement

in occupations was discussed repeatedly in the litera-

ture during this time period (Brunyate, 1967; Finn,

1972, 1977; Jaffe, 1986; Johnson, 1986a, 1986b; Reilly,

1962; West, 1967, 1969; Wiemer, 1972), including in

several Eleanor Clarke Slagle lectures (Table 1-1). The

discussion will now turn to an examination of official

AOTA documents and activities, including the vision-

ary leadership of Brunyate (née Wiemer) and others. A

timeline of these key events appears in Table 1-2.

Report of the Task Force on Social Issues
In the 1970s, the AOTA established a task force “to iden-

tify major changes occurring within the social system

and the health care systems in order to evaluate the 

directions and contributions of occupational therapy”

(AOTA, 1972, p. 332). Ten trends (shown in Content

Box 1-3) were identified as possible influencing factors

on changes in health care in the next decade. Two of

these trends included

1. national health insurance and legislation, and 

2. new attitudes toward health care.  

Echoing Plato, the task force stressed that preventive

approaches were as necessary as medical approaches.

The task force also described alternatives for the future of

occupational therapy. Occupational therapy services

were described using the five functions identified in

Wiemer’s (1972) preventive health care continuum (i.e.,

promotion, protection, identification, correction, and 

accommodation). 

In 1979, Wiemer criticized the simplistic nature 

of the services described in the task force report, 

believing they fell short of the true potential of occu-

pational therapy:

My prior plea for attention to occupation regrettably

resulted in action tangential to my point. In quoting my

thoughts, the Task Force on Social Issues suggested:

“for example, 

a. One of the highest accident rates occur in the home,

therefore occupational therapists might participate

in public education programs to help people become

aware of the dangers of slippery rugs, slippery

floors, and other hazards.

Chapter 1 Historical and Philosophical Perspectives of Occupational Therapy’s Role in Health Promotion 11

Content Box 1-2

Core Ideas From Occupational Ther-
apy That Framed Lifestyle Redesign
• Occupation is life itself.
• Occupation can create new visions of possible

selves.
• Occupation has a curative effect on physical and

mental health and on a sense of order and routine.
• Occupation has a place in prevention.

From Lifestyle redesign: Implementing the well elderly study (p. 13) by

D. R. Mandel, J. M. Jackson, R. Zemke, L. Nelson, & F. A. Clark,

1999, Bethesda, MD: American Occupational Therapy Association.

With permission. Copyright © 1999 by American Occupational 

Therapy Association.
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Table 1–1 Eleanor Clarke Slagle Lectures With Health Promotion Themes and Constructs

Year Lecturer Title Themes 

1961 Mary Reilly Occupational Therapy Can Be Humans can impact their own health and wellbe-
One of the Greatest Ideas of ing through engagement in meaningful occupations.
20th-Century Medicine

1967 Wilma L. West Professional Responsibility The role of current occupational therapy should 
in Time of Change be broadened from the medical model by prepar-

ing practitioners to serve society by being health
agents.

1969 Lela A. Llorens Facilitating Growth &  Occupational therapy can promote healthy growth 
Development: and development.
The Promise of Occupational 
Therapy

1971 Geraldine L. Finn The Occupational Therapist The need for and issues that must be addressed 
in Prevention Programs to develop occupational therapy’s role in preven-

tion programs.

1972 Jerry A. Johnson Occupational Therapy: Occupation can be used to impact individual and 
A Model for the Future society’s need for health. Profession needs to

predict changes in society so its practitioners can
be prepared to make contributions to the ever-
changing world.

1980 Carolyn Manville Occupational Therapists Practitioners need to be prepared to enter different 
Baum Put Care in the Health arenas in health care, other than acute care. 

System Examples include public health, hospital-based 
community outreach, and embedding prevention
within curative programs.

1984 Elnora M. Gilfoyle Transformation of a A paradigm shift is occurring with the society and
Profession the profession. The profession needs to continue

to decrease its reliance on the patriarchal medical
model and develop its potential to impact the
wellbeing of individuals and society.

1990 Susan B. Fine Resilience and Human Occupation can be used as a tool to facilitate 
Adaptability: Who Rises resilience and wellbeing in the face of traumatic
Above Adversity? life events.

1994 Ann P. Grady Building Inclusive Community: Promoting inclusion in communities of choice for 
A Challenge for Occupational individuals at the local and global level promotes 
Therapy adaptation, participation, and wellbeing for indi-

viduals with and without disabilities.

1996 David L. Nelson Why the Profession of Engaging in meaningful occupation can promote 
Occupational Therapy health and quality of life.
Will Flourish in the 
21st Century

2004 Ruth Zemke Time, Space, and the Importance of temporal rhythms, and their
Kaleidoscopes  of Occupation interactions with space, place, and culture to 

human health. 

2006 Betty R. Hasselkus The World of Everyday Engagement in everyday occupations can promote
Occupation: Real People, health and wellbeing. The detrimental impact 
Real Lives of limits to occupational engagement. 
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Table 1–2 Selection of Key Highlights in AOTA’s Historical Involvement in Health Promotion
and Disease Prevention

Year Event Reference 

1915 Dunton proposes that occupation can be a preventative agent. (Dunton, 1915)

1932 American Journal of Occupational Therapy (AJOT) publishes (Diaz, 1932)
an article titled “Organizing a Preventorium for Children.” 

1947 AJOT publishes an article on prevention of blindness. (Carpenter, 1947)

1961 Reilly proposes that humans can impact their health through (Reilly, 1962, p. 1)
occupation: “Man, through the use of his hands as they are 
energized by mind and will, can influence the state of his 
own health.” 

1968 Revised AOTA definition includes the phrase “to promote (Willard & Spackman, 1971, p. 1)
and maintain health, to prevent disability.”

1972 AOTA Task Force established “to delineate a model of practice (Jaffe, 1986, p. 11)
for prevention and health maintenance programs.” 

1977 AOTA Representative Assembly (RA) passed Resolution (Jaffe, 1986)
No. 521-77, Preventive Health Care Services. 

1978 AOTA RA approved “the Philosophical Base of Occupational (AOTA, 1979c, p. 785)
Therapy,” which included the phrase (occupation) “may be 
used to prevent and mediate dysfunction.”

1978 AOTA RA convened a special session; the result was the (AOTA, 1979b)
monograph Occupational Therapy 2001: AD.

1986 First AJOT special issue on health promotion. (AOTA, 1986)

1988 AOTA appoints first health promotion/wellness program (A. Morris, personal communication, 
manager. July 1989)

1989 AOTA RA approved the position paper “Occupational Therapy (AOTA, 1989a) 
in the Promotion of Health and Prevention of Disease 
and Disability.”

1989 AOTA representatives participate in the meeting of the U.S. (AOTA, 1989b)
“Year 2000 Health Objectives Consortium.”

2000 AOTA RA approved “Occupational Therapy in the Promotion (Brownson Scaffa, 2001)
of Health and the Prevention of Disease and Disability.”

2007 AOTA RA approved AOTA’s Statement on Stress and Stress (Stallings-Sahler, 2007)
Disorders.

2007 AOTA RA approved “Occupational Therapy Services in the (Scaffa et al., 2008)
Promotion of Health and the Prevention of Disease and 
Disability.”

Modified from The historical and philosophical bases for occupational therapy’s role in health promotion, presentation by S. M. 

Reitz at the 10th International Congress of the World Federation of Occupational Therapists, Melbourne, Australia, April 3, 1990.

b. Adolescents have a high accident rate, and parents

and adolescents might be warned of the dangers of

permitting or encouraging adolescents to drive high

speed cars, . . .”

Any parent, spouse, sibling, or TV commercial can do

that! We need to show causal relationships between 

various types of occupation, or lack of it, and the fact of

the fall or driving accident; facts indicating, for exam-

ple, the relationship between boredom, carelessness,

and falling, or between fast driving and the nature of the 

occupational experiences of teenagers. (Wiemer, 1979,

pp. 44–45)  
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The profession has begun to answer Wiemer’s chal-

lenge with a return to occupation-based practice and

the implementation of broader initiatives such as the

USC Well Elderly program, which provides evidence

for practice. Continued progress is needed in idea 

formation and interventions at the broader policy and

population levels. 

American Journal of Occupational Therapy
Special Issue
This first-ever special issue on health promotion of the

American Journal of Occupational Therapy included

articles on a variety of subjects related to health pro-

motion (AOTA, 1986). Topics included educational

needs, potential role, cost and benefits of program-

ming, and the best practice examples of that time. 

The guest editor of the issue defined terminology, the 

need for outcome measures, and other issues in health

promotion. 

2000 Health Consortium
In 1989, two AOTA representatives (Anne Long Morris

and Evelyn Jaffe) participated in a meeting of the 2000

Health Objectives Consortium sponsored by the Insti-

tute of Medicine and U.S. Public Health Service

(AOTA, 1989b). This meeting was one of many activi-

ties in the development of the health objectives for

Healthy People 2000: National Health Promotion and
Disease Prevention Objectives (U.S. Department of

Health and Human Services [USDHHS], 1990). More

details regarding other U.S. governmental health-

promotion initiatives, including Healthy People 2010:
Understanding and Improving Health (USDHHS,

2000), appear in Chapter 4.

AOTA Official Statements on Prevention
and Health Promotion
The AOTA has published four statements on the profes-

sion’s role in health promotion. The first was titled

“Role of the Occupational Therapist in the Promotion

of Health and Prevention of Disabilities” (AOTA,

1979a). The second, “Occupational Therapy in the 

Promotion of Health Care and the Prevention of Dis-

ease and Disability,” followed 10 years later (AOTA,

1989a). The next most recent version was titled “Occu-

pational Therapy in the Promotion of Health and the

Prevention of Disease and Disability Statement”

(Brownson & Scaffa, 2001). The most recent version is

titled “Occupational Therapy Services in the Promo-

tion of Health and the Prevention of Disease and Dis-

ability” (Scaffa, Van Slyke, Brownson, & American

Occupational Therapy Association, 2008).  

An evolution in the profession’s knowledge and 

application of prevention and health promotion can be

traced by reviewing the aforementioned documents.

The introductory section of the first document (AOTA,

1979a) included two significant quotations. The first of

these was the oft-quoted World Health Organization

(WHO) definition of health, which is “the complete

state of physical, mental, and social wellbeing, and not

just the absence of disease or infirmity” (WHO, 1947,

p. 29). The second is Reilly’s famous statement that

“man, through the use of his hands as they are ener-

gized by mind and will, can influence the state of his

own health” (Reilly, 1962, p. 1). This two-page role

statement was the first AOTA document to be adopted

by the Representative Assembly on prevention and

health promotion and thus institutionalized the vision

of its leadership (Brunyate, 1967; Finn, 1972, 1977;

Reilly 1962; West, 1967, 1969; Wiemer, 1972). The

second version of the document was reduced to a one-

page, five-paragraph document that focused on defin-

ing and differentiating between the terms health 
promotion and wellness (AOTA, 1989a). The term

wellness was increasingly being used by both lay and

health professionals during this time. 

The third version (Brownson & Scaffa, 2001) contin-

ued to define wellness, health promotion, and three levels

of prevention (i.e., primary, secondary, and tertiary), and

the WHO definition of health. New terms that have

emerged within the discipline, such as lifestyle redesign,
also were defined. Readers were introduced to the U.S.

national health agenda through a description of Healthy
People 2000 and Healthy People 2010. In addition, this

version provides examples of individual-level, group-

level, organizational-level, community/societal-level, and

governmental/policy-level occupation-based interven-

tions. This list of interventions was a resource for occu-

pational therapists and occupational therapy assistants

considering such work.

14 SECTION I Foundations and Key Concepts

Content Box 1-3

Ten Trends Identified by AOTA Task
Force That May Have an Impact on
Health Care in the 1970s
• National health insurance and legislation
• Changing attitudes toward health care
• Changing educational patterns
• Change in educational consumer
• Changing patterns of work-leisure
• Changes in housing and living patterns, styles of

life, and living conditions 
• Technology and daily living
• The feminist movement
• Technology changes affecting career patterns and

places of living
• Transmission of knowledge

From “Report of the task force on social issues,” by J. A. Johnson,

Chairman, Task Force, 1972, American Journal of Occupational 
Therapy, 26, pp. 333–37. With permission. Copyright © 1972 by

American Occupational Therapy Association.
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The current 10-page statement (Scaffa et al., 2008)

continues to define health promotion and the three levels

of prevention and builds on the foundation of the earlier

works. The new version provides detailed examples of

occupational therapy strategies at each level of preven-

tion.  In addition, it expands the discussion of the role of

occupational therapy practitioners at the level of the in-

dividual, community, population, and organization as

well as at the governmental and policy levels. A new fea-

ture, case studies, is used to provide details regarding the

assessment and intervention process in occupational

therapy health promotion practice. The current statement

includes a discussion of the profession’s unique contri-

bution in this area (see Content Box 1-4).

Occupational Therapy Practice Framework:
Domain and Process (Framework)
The capacity for the profession to contribute to health

promotion and to disease and disability prevention is

supported by the document Framework (AOTA, 2008).

The Framework was developed in order to “more clearly

articulate occupational therapy’s unique focus on occu-

pation and daily life activities and the application of an

intervention process that facilitates engagement in occu-

pation to support participation in life” (AOTA, 2002, 

p. 609). This document provides the structure to support

health promotion interventions at multiple levels, includ-

ing context, performance patterns, and performance 

areas (i.e., education, work, play, leisure, and social par-

ticipation). Although individuals are the focus of inter-

vention approaches outlined in the tables located in the

Framework’s appendix, the document defines the terms

client and prevention more broadly than the individual

level. See Table 1-3 for these and related definitions

(i.e., health promotion, disability prevention, and

wellness). The use of these definitions and language

that is consistent with the World Health Organization’s

International Classification of Functioning, Disability
and Health (ICF) (WHO, 2001) helps the profession

make the shift to the new health system paradigm as

described by Baum and Law (1997) in Table 1-4.

Centennial Vision
In 2003, the AOTA board of directors “endorsed the 

development of a Centennial Vision to act as a road

map for the future of the profession” (Christiansen,

2004, p. 10). This effort is reminiscent of the work of

the 1970 Task Force on Social Issues (AOTA, 1972), 

discussed earlier in this chapter and the long-range

planning as advocated by Bair (1982). The goal of this

2-year process was to develop a plan that would

ensure that individuals, policymakers, populations,

and society value and promote occupational therapy’s

practice of enabling people to prevent and overcome

obstacles to participation in the activities they value, to

prevent health related issues, improve their physical

and mental health, secure well-being, and enjoy a

higher quality of life. (Christiansen, 2004, p. 10)

The first step in the development of the Centennial 

Vision was a scenario-building process that took place in

October 2004 (Brachtesende, 2004). Various AOTA lead-

ers and a small number of international representatives

were invited to participate in this early stage of the Cen-

tennial Vision development. From this process, four pos-

sible scenarios were developed. Details regarding each

scenario and the anticipated trends impacting the profes-

sion are available on the AOTA website. It is expected

that the Centennial Vision effort will expand the current

view of the profession’s role in fostering healthier indi-

viduals, families, communities, and society. 

Conclusion

The historical use of occupation by many cultures to

heal, promote health, and prevent injury and disease has

been well chronicled. Occupational therapy’s many and

varied contributions to health promotion and disease
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Content Box 1-4

Occupational Therapy’s Unique 
Contribution to Health Promotion 
and Disease/Disability Prevention
• Evaluate occupational capabilities, values, and 

performance
• Provide education regarding occupational role 

performance and balance
• Reduce risk factors and symptoms through 

engagement in occupation 
• Provide skill development training in the context of

everyday occupations
• Provide self-management training to prevent 

illness and manage health
• Modify environments for healthy and safe occupa-

tional performance
• Consult and collaborate with health care profession-

als, organizations, communities, and policymakers
regarding the occupational perspective of health
promotion and disease or disability prevention

• Promote the development and maintenance of
mental functioning abilities through engagement
in productive and meaningful activities and rela-
tionships (adapted from USDHHS, 1999, p. 4)

• Provide training in adaptation to change and in
coping with adversity to promote mental health
(adapted from USDHHS, 1999, p. 4)

From “Occupational therapy in the promotion of health and the preven-

tion of disease and disability statement,” by C. A. Brownson & M. E.

Scaffa, 2001, American Journal of Occupational Therapy, 55, pp.

656–60. With permission. Copyright © 2001 by American Occupational

Therapy Association.
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Table 1–3 Select Health Promotion Terms and Definitions From the AOTA Frameworks

Term Definition 

Client The entity that receives occupational therapy services. Clients may include (1) individu-
als and other persons relevant to the individual’s life, including family, caregivers, teach-
ers, employers and others who also may help or be served indirectly; (2) organizations
such as business, industries, or agencies; and (3) populations within a community 
(Moyers & Dale, 2007 cited by AOTA, 2008, p. 669).

Disability prevention An intervention approach designed to address clients with or without a disability who
are at risk for occupational performance problems. This approach is designed to prevent
the occurrence or evolution of barriers to performance in context. Interventions may be
directed at client, context, or activity variables (adapted from Dunn et al., 1998 cited by
AOTA, 2008, p. 659).

Health promotion Creating the conditions necessary for health at individual, structural, social, and environ-
mental levels through an understanding of the determinants of health: peace, shelter,
education, food, income, a stable ecosystem, sustainable resources, social justice, and
equity (Trentham & Cockburn 2005, cited by AOTA, 2008, p. 671).

Prevention Promoting a healthy lifestyle at the individual, group, organizational, community 
(societal), governmental/policy level (adapted from Brownson & Scaffa, 2001 AOTA,
2002, p. 633 and AOTA, 2008, p.674).

Wellness Wellness is more than a lack of disease symptoms. It is a state of mental and physical
balance and fitness (adapted from Taber’s Cyclopedic Medical Dictionary, 1997, in AOTA,
2002, p. 628 and AOTA, 2008, p. 676). 

Compiled from Occupational therapy practice framework: Domain and process, by the American Occupational Therapy Association,

2002, Bethesda, MD: Author; Occupational therapy practice framework: Domain and process (2d ed.), by the American Occupational

Therapy Association, 2008, Bethesda, MD: Author. Copyright © 2002, 2008 by American Occupational Therapy Association.

Table 1–4 A Changing Health System Paradigm

Area Old Medical Model  

The Model Sociopolitical (community) model Planned or managed health

The Focus Focus on illness Focus on wellness
Acute care outcomes Wellbeing, function, and life satisfaction
Individual Individual within the environment
Deficiency Capability
Survival Functional ability, quality of life
Professionally controlled Personal responsibility, flexible choice 
Dependence Interdependence, participation
Treatment Treatment, prevention

The System  Institution centered Community centered
Single facility Network system
Competitive focus Collaborative focus
Fragmented service Coordinated service 

From Table 1 in “Occupational therapy practice: Focusing on occupational performance,” by C. M. Baum and M. Law, 1997, 

American Journal of Occupational Therapy, 51, p. 281. Copyright © 1997 by American Occupational Therapy Association.
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and disability prevention are extensively documented.

This historical information was reviewed as a founda-

tion for future efforts in health promotion and preven-

tion of disease and disability.

Interdisciplinary efforts are essential to maximize

the benefits of occupational therapists and occupa-

tional therapy assistants on the health of individuals,

families, communities, and populations. Health pro-

motion is performed by a variety of trained individu-

als; it is not unique to a specific profession. The need

for the profession to work collaboratively with other

disciplines was recognized decades ago. It was 

believed the profession’s expertise and historical con-

cerns for health and service can best be actualized

through interdisciplinary collaboration (MacDonald,

1976). These collaborative efforts can result in more

efficacious outcomes that include occupation as a rec-

ognized, legitimate tool. 

There is much for U.S. occupational therapy practi-

tioners to learn through involvement with the interna-

tional occupational therapy community. Knowledge can

be gained through exposure to international literature

(e.g., Occupational Therapy without Borders: Learning
from the Spirit of Survivors [Kronenberg, Algado, & 

Pollard, 2005], British Journal of Occupational Therapy, 

Israeli Journal of Occupational Therapy, Journal of 
Occupational Science, South African Journal of Occupa-
tional Therapy), websites (e.g., Australian Association of

Occupational Therapists, Canadian Association of Occu-

pational Therapists, European Network of Occupational

Therapy in Higher Education, World Federation of Occu-

pational Therapists), and by attending international con-

ferences. Although countries have differing political and

economic ideologies, they share many common health

promotion and prevention concerns. As a profession, occu-

pational therapy has much to contribute to the global health

and wellbeing of citizens and populations through kno

wledge of the healing and preventive qualities of occupa-

tion. Innovative health-promoting strategies are likely to

emerge through international and interdisciplinary collab-

oration, maximizing the contributions of all involved. 

◗ For Discussion and Review

1. As discussed in this chapter, Greek mythology had

separate goddesses for healing (Panacea) and for

health (Hygeia). Does this division—symbolized in

ancient Greek myth—continue in occupational

therapy practice today? 

2. As quoted earlier, “the occupational therapist of early

history was the ‘doctor’ himself” (MacDonald, 1976,

p. 2). Will the advent of clinical doctorates enable 

occupational therapy to return to the role of

“prescribing” occupations for healing and health? Or

might it result in further separation from the potential

to serve society and eradicate occupational injustices?

3. Review AOTA’s Centennial Vision home page

(http://www.aota.org/nonmembers/area16/index.asp)

and the four possible future scenarios. What do you

see as occupational therapy’s possible contributions

to society’s wellbeing for one of these four scenarios?  

◗ Research Questions

1. By way of a document analysis, how does the 

frequency of articles on issues of occupational 

and social justice in the American Journal of 
Occupational Therapy compare to other interna-

tional journals?

2. How does the development of interest in the pre-

ventive aspects of occupation in the United States

compare to other countries in South America,

Southeast Asia, and Europe?

◗ Occupational Engagement
Assignments to Enhance 
Appreciation of the Historical
Role of Occupational Therapy
in Health Promotion

1. Select five objects that you would put in a time

capsule (to be opened in 50 years) to capture the

current state of occupational therapy health

promotion practice. Explain your selections.

2. Develop a 15-minute skit that depicts time travel-

ers’ observations and reflections of occupational

therapy interventions directed toward health and

wellbeing in at least two different time periods.

3. Develop a presentation that portrays the leaders in

occupational therapy from any period in time and

highlights the impact of then-current political and

social contexts on their professional activities.
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Chapter 2

Occupational Therapy Conceptual 
Models for Health Promotion Practice
S. Maggie Reitz, Marjorie E. Scaffa, and Michael A. Pizzi

Science is facts; just as houses are made of stones, so is science made of facts; but a pile

of stones is not a house and a collection of facts is not necessarily science.

—Henri Poincare (1854–1912)

Learning Object ives

This chapter is designed to enable the reader to:

• Describe a variety of models from within the pro-
fession of occupational therapy that could possi-
bly support health promotion programs.

• Evaluate the advantages and disadvantages 
of the various models for use in occupational
therapy health promotion interventions in 
different contexts.

• Integrate language of the American Occupational
Therapy Association’s (AOTA) Occupational Ther-
apy Practice Framework (Framework [AOTA, 

2008]) and the World Health Organization’s
(WHO) International Classification of Functioning,
Disability and Health (ICF [WHO, 2001]) with 
the application of a theory or conceptual 
practice model.

• Select appropriate models that support occupa-
tional therapy health promotion intervention tar-
geted to a specific population, health problem, or
incidence of occupational apartheid.

Key Terms  

Environment
Environmental fit 
Feedback 
Habituation
Health promotion
Human agency

Input 
Interests
Occupational adaptation
Occupational apartheid
Occupational 

competence

Occupational identity
Output
Performance capacity
Personal causation
Primary energy
Secondary energy

Throughput
Values
Volition

Introduction

Theorists organize the building blocks of science—

constructs and principles—into an organized pattern,

or theory, that explains natural events. This theory con-

struction can be guided by philosophical assumptions

as depicted in Figure 2-1. The theories used by occu-

pational therapists explain and predict human behavior

in relation to health and occupational performance.

This chapter reviews a selection of theories and mod-

els from occupational therapy to provide a framework

for health promotion practice. 

The authors believe the selected occupational ther-

apy models are sufficiently broad to apply to the 

variety of populations and health behaviors addressed

in this text. In addition, they are particularly well suited

for use in combination with selected models from other

health disciplines. Examples of models from related

disciplines are presented in Chapter 3 of this text,

which also provides guidance for selecting and possi-

bly combining occupational therapy models and those

from other disciplines to enhance theoretical support

for health promotion programs. 
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Many occupational therapy models exist that may

be combined or used independently to support efforts

in community-based health promotion interventions.

Readers are encouraged to examine the literature 

for additional models—those developed within the

United States and those developed in other countries—

to find the model that best fits the community or

health behavior of interest. This chapter reviews 

five recognized and widely used models, including

the following:

• Ecology of Human Performance (EHP) Framework

• Model of Human Occupation (MOHO)

• Occupational Adaptation (OA) Theory 

• Person-Environment-Occupation (PEO) Model 

• Person-Environment-Occupation-Performance

(PEOP) Model

In addition, the chapter also describes a newer

model that is growing in popularity and has the poten-

tial to contribute to health promotion initiatives. Devel-

oped from an Asian perspective, this model is known as

the Kawa (“river” in Japanese) Model (Iwama, 2005a,

2005b, 2006a; Iwama, Odawara, & Asaba, 2006; Lim

& Iwama, 2006).  

Prior to discussing the models, terminology used to

describe the components of theory is reviewed to aid in

the description of each model. In addition, schematics

and health promotion practice examples are provided

for each model. Through an understanding of the pro-

fession’s philosophy and theories, interventions can be

optimally designed. These interventions can facilitate

the efforts of individuals, families, and communities as

they seek to improve their health, their participation in

society, and their overall quality of life through engage-

ment in occupation.

Importance of Theory 
to Health Promotion Practice

Models and theories provide the foundational context

for program design, implementation, and evaluation

(Scaffa, 1992). However, “research and theory have lit-

tle to offer society unless they are applied and used”

(Royeen, 2000, p. v). When used, both occupational

therapy theories and those from related disciplines can

enhance the design and evaluation of health promotion

programming. Thus, it is important for occupational

therapists to be knowledgeable of and proficient in the

use of models and theories. Many reasons exist for the

limited use of theory in practice (Reitz, 1998a), includ-

ing the ever-increasing pace of change, the demands

placed on health-care workers that impact the art of

practice (Peloquin, 1989), and the lack of available

time to explore theoretical ideas in practice (Reitz,

1998a). Occupational therapists and occupational ther-

apy assistants are not immune from significant time

pressures in their work and personal lives. These pres-

sures decrease the available time to be a competent

consumer of available research and theory. Skills 

in time management and priority setting must be honed

to acquire sufficient time to engage in theory and evi-

dence-based practice. In addition, the use of technol-

ogy and such resources as OTseeker (Bennett et al.,

2003) save the occupational therapist and occupational

therapy assistant time and facilitate competent, evidence-

based practice supported by theory.

Additional challenges hinder proficiency in the 

application of theory. Few occupational therapists and 

occupational therapy assistants have had the opportu-

nity to observe theory application during their field-

work experiences. In addition, little emphasis is placed

on theory in continuing-education courses. The use of

inconsistent and sometimes conflicting terminology

can create initial confusion and can lead to subsequent

theory avoidance. However, many important reasons
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“Humans are occupational creatures who cannot be
healthy in the absence of meaningful occupation”
Assumption from the Model of Human Occupation
(Scott, Miller, & Walker, 2004, p. 288)

Environment Development Performance

Health Strength Human Person

Occupation Participation

Theory/Framework/Model

Well-Being

Philosophical Assumptions

“Ecology, or the interaction between person and
the environment, affects human behavior and
performance, and that performance cannot be
understood out of context”
Postulate from The Ecology of Human Performance
(Dunn, Brown, & McGuigan, 1994, p. 598)

Principles/Postulates

Concepts/Constructs

Figure 2-1 Theory construction process.

Developed by S. Maggie Reitz.
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exist for bridging the gap between theory and practice.

Miller and Schwartz (2004) identified five reasons to

be knowledgeable of and competent in the use of the-

ory (see Content Box 2-1). All five of these reasons are

consistent with the AOTA Occupational Therapy Code
of Ethics (AOTA, 2005), specifically Principle 4, which

addresses duties and states “occupational therapy per-

sonnel shall achieve and continually maintain high

standards of competence” (p. 3). 

It is imperative that occupational therapy students

and occupational therapists feel comfortable when 

articulating the theory base of occupational therapy

and when applying theory, from both occupational

therapy and other related disciplines to intervention

and program planning. When doing so, they blend the

art of a caring practice (Peloquin, 1989, 2005) with

the science of the discipline, which is supported by

the occupational therapy profession’s core values of

justice, dignity, truth, and prudence (AOTA, 1993).

The next section reviews terminology, the relationship

between philosophy, theory, practice, and research to

foster artful scientific practice.

Terminology and Relationships
Between Philosophy, Theory,
Practice, and Research

The terminology used in the discussion of theory is

complex and often used in conflicting ways by theorists

and writers (Miller & Schwartz, 2004). Table 2-1 was

developed to help decrease confusion in this area. Fre-

quently used terms, including paradigm, frame of refer-
ence/conceptual model of practice, postulate/principle,
concept/construct, and philosophical assumptions are

defined within this table. With an understanding of the

“stones” that build theories and of the building blocks of

knowledge, the reader is ready to organize these ideas

and systems into broader schemas that explain how the

profession makes, uses, and discards ideas about people

and their occupations. Reviewing Figure 2-1 will assist

the reader in understanding this theory construction

process.

Knowledge can be organized into systems in order

to facilitate discussion of ideas and foster develop-

ment of theories. These systems seek to explain the

relationships between philosophy, theory, practice,

and research and have been visualized and described

in different ways. Disciplines organize knowledge for

practical use into theories and models, and, within 

occupational therapy, frames of reference. These 

organizational structures can be viewed as parts of

larger, more complex organizational systems that con-

tain and support the knowledge used by a profession

(Reitz & Scaffa, 2001). 

Many schematics exist that visually represent dif-

ferent methods of organizing occupational therapy

knowledge. Two of these methods are included for 

review and consideration; in one, Kielhofner employs

a series of concentric circles (Fig. 2-2), while in the

other, Reitz uses a comet metaphor (Fig. 2-3). These

organizational schemes can be helpful tools in the

study of occupational therapy knowledge. The links

between the “science” of occupation and health, both

within and external to the profession, and the links 

between theory and practice are delineated. There are

similarities and differences in the way these links are

displayed in the two schematics.  

For example, in Figure 2-2, the paradigm is located in

the center and represents Kielhofner’s view that “it most

directly addresses the identity and outlook of the field”

(Kielhofner, 2004, p. 15). In Figure 2-3 Reitz (1998b,

2000) provides an alternate representation, which 

includes the recipient of care. In this view, the recipient

of services appears at the comet’s core in order to 

emphasize the importance of client-centered care. The

service recipient can be an individual, family, commu-

nity, or population. The paradigm is depicted as the

comet’s body and uses the symbolism of the comet mov-

ing through space and time to represent how the profes-

sion’s past influences its current viewpoint and how the

current view impacts its future trajectory. Occupational

science is not included in Kielhofner’s schematic. In the

comet metaphor, Reitz portrays occupational science as

an attractor and mediator of knowledge from other disci-

plines that can support the theoretical basis of occupa-

tional therapy practice. This view is consistent with the

description of occupational science as “a human science

that is concerned with the systematic study of the form,

function, and meaning of human occupation in all con-

texts, including the therapeutic context” (Clark, as cited

in Crist, Royeen, & Schkade, 2000, p. 49).
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Content Box 2-1 

Reasons for Advocating Knowledge
and Competency in Theory
• To validate and guide practice
• To justify reimbursement
• To clarify specialization items
• To enhance the growth of the profession 

and the professionalism of its members
• To educate competent practitioners

Content from “What is theory, and why does it matter?” by R. J. Miller

and K. Schwartz, 2004, in K. F. Walker and F. M. Ludwig (Eds.), Per-
spectives on theory for the practice of occupational therapy (3d ed.,

pp. 1–26). Austin, TX: Pro-ED. 
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Table 2–1 Common Theoretical Terms and Definitions  

Term Definition Definition Example(s) 

Developed by S. Maggie Reitz.

Paradigm

Frame of Reference/ 
Conceptual Practice
Model 

Principle/Postulate

Concept/Construct

Philosophical Assumptions

Compilation of a unique
set of shared ideas, val-
ues, and beliefs about a
discipline, which create
the foundation and vision
of the profession (Kiel-
hofner, 2004 based on
the work of Kuhn, 1970).  

Fundamental components
of practice consisting of
beliefs and scientific theo-
ries that are thought to be
expert opinions in a disci-
pline. Professions consist
of one model and many
frames of reference which
are more limited and 
focused on one particular
aspect of the profession’s
theory. Frames of refer-
ence include concepts,
terms, and postulates 
that are related to specific
areas of practice (Mosey, 
1981). 

Postulates describe rela-
tionships “between two
or more concepts” 
(Mosey, 1981, p. 36).

Concepts are observable
characteristics of the en-
vironment; constructs are
intangible characteristics
(Mosey, 1981).

“Basic beliefs about the
nature of human life, the
individual, society, the
universe, and the rela-
tionships among these
various phenomena”
(Mosey, 1981, p. 17).

“Typical way in which an
academic discipline defines
its current theoretical sys-
tem, field of study, meth-
ods of research, and stan-
dards for acceptable
solutions at any given time”
(Mosey, 1981, p. 123).

“Presents and organizes
theory used by therapists
in their work . . . 
addresses some specific
phenomena or area of 
human function” (Kielhofner,
2004, p. 20). Conceptual
practice models give justi-
fication for specific prac-
tice methods and provide
therapists with a way to
understand clients’ unique
perspectives, occupations,
experiences, and prob-
lems (Kielhofner, 2004).

Principles describe the 
relationship between phe-
nomena of interest (i.e.,
concepts/constructs).

Concepts identify struc-
tural features or objects
(e.g., table, chair); con-
structs characterize 
observations (e.g., 
patience, wellbeing).

Beliefs that are the 
essence of a culture, soci-
ety, discipline, or move-
ment and which support
its decision-making.

Figures 2-2 and 2-3

Sensory Integration (Miller
& Schwartz, 2004) 
Model of Human 
Occupation
(Kielhofner, 2004)

Figure 2-1

Figure 2-1

“Man is . . . an organism
that maintains and balances
itself in the world of reality
and actuality by being in
active life and active use,
i.e., using and living and
acting its time in harmony
with its own nature and
the nature about it”
(Meyer, 1922/1977, p. 641).
“Man through the use of his
hands as they are energized
by mind and will, can influ-
ence the state of his own
health” (Reilly, 1962, p. 2).
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Occupational Therapy 
Theories/Models

As stated above, a sampling of the occupational ther-

apy theories and models available for use in health pro-

motion will be described in this chapter. Determining

which theories to include was a challenging task, with

selection based on potential for use in support of

health promotion programming. The reader is encour-

aged to reflect on how the presented models may be

used in health promotion and to use these and other

models in day-to-day practice. Of primary importance,

however, is the application of the theory that best

matches the population or context, rather than trying to

fit the population or program to a specific model.

Although the presentation order was chosen solely

on placing the selected models in alphabetical order,

this sequence also has a logical flow. 

• Ecology of Human Performance (EHP) Framework

• Model of Human Occupation (MOHO)

• Occupational Adaptation (OA)  Theory

• Person-Environment-Occupation (PEO) Model 

• Person-Environment-Occupation-Performance

(PEOP) Model

The discussion starts with two of the discipline’s first

models to examine the human and environment 

interaction—the EHP Framework and the MOHO.

These models are followed by the OA theory (Schultz

& Schkade, 2003), which focuses on the internal process

of adaptation to maximize health and participation. The

discussion ends with two models having similar termi-

nology and primary constructs, the PEO and the PEOP. 

An overview of the basic assumptions and con-

structs of each model will be presented. This overview

is followed by a discussion of the model’s applicability

to health promotion and an example of a theory-based

health promotion intervention. Theorists’ responses to

one or more questions posed by the authors during the

preparation of this chapter appear either embedded in

the text or as Content Boxes. The amount of discussion

varies slightly based on the complexity of the theory or

example. Prior to using any of these models in health-

promotion practice, the reader is strongly encouraged

to read the most recent literature both on testing of the

particular model and on evidenced-based research that

applies the model.

Ecology of Human Performance (EHP):
Overview
The impetus for the development of this framework 

by the faculty at the University of Kansas was to 

express the complexity of context and its impact on oc-

cupational engagement. The development of the frame-

work was influenced by the work of environmental and

developmental psychologists, as well as occupational

therapy theorists and occupational scientists (Dunn,

Brown, & McGuigan, 1994). The primary assumptions

include the following:

• To understand the occupational performance of hu-

mans, and that performance must be studied in con-

text (Dunn, McClain, Brown, & Youngstrom, 2003)

• “People and their contexts are unique and dynamic”

(Dunn et al., 2003, p. 224)
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Related Knowledge 

C
on

ce
ptual Practice Models  

Paradigm

Figure 2-2 Kielhofner’s view of the relationship between re-
lated knowledge, conceptual practice models, and paradigms.

From Conceptual foundations of occupational therapy (3d ed., p. 15), by 
G. Kielhofner, 2004, Philadelphia: F. A. Davis. Copyright © 2004 by F. A. Davis.
Reprinted with permission.

Figure 2-3 Reitz’s view of the relationship between paradigm,
occupational science, theories, and conceptual models of prac-
tice and the recipient of the intervention.

Reproduced and adapted from S. M. Reitz in “Theoretical frameworks for 
community-based practice” (p. 59) by S. M. Reitz & M. Scaffa in Occupational 

therapy in community-based practice settings, M. Scaffa (Ed.), 2001, Philadel-
phia: F. A. Davis. Copyright © 2001 by F. A. Davis. Reprinted with permission.

Paradigm

OT Theories

Comet Analogy Explained

Occupational
Science

Non OT Theories

Recipient

Frames of
Reference/
Conceptual
Models of
Practice
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• “Contrived contexts are different from natural

contexts” (Dunn et al., 2003, p. 224)

The major constructs of this conceptual practice

model—the person and his or her skills, abilities, per-

formance range, context, and habitual tasks—are dis-

played in Figure 2-4. Individuals’ skills and abilities in

combination with a perception of their context support

the selection and performance of specific tasks, which

are defined in the model as “objective sets of behaviors

necessary to accomplish a goal” (Dunn et al., 1994, 

p. 599). The performance range of each individual,

family, or community depends on both past experience

and current resources. Limited access to resources may

impact the performance range of an individual, family,

community, or population, even if they have a wide

repertoire of skills and abilities. 

These diminished resources may be due to a tempo-

rary crisis or a more permanent situation. For example, a

well-functioning community in the Sunbelt may find

their ability to respond to an emergency (i.e., perfor-

mance range) significantly hindered temporarily by a rare

snowfall. If the same community was to experience three

back-to-back hurricanes in successive hurricane seasons,

resources and skills would need to be addressed, or the

performance range of the community would narrow and

remain constrained through the hurricane season. This

situation would impact the productivity and quality of life

of the individuals and the community as a whole. 

The EHP model provides “five alternatives for ther-

apeutic intervention” (Dunn et al., 1994, p. 603): 

1. The Establish/Restore level includes traditional

interventions that seek to restore function via the

improvement of skills and abilities, most often

of individuals but increasingly also in families.

This type of intervention also could be used at

the community level.

2. At the Adapt level, the therapist adapts “the con-

textual features and task demands to support per-

formance” (Dunn et al., 1994, p. 604), again this

could be used with an individual or family in

their contexts or a community. 

3. At the Alter level, the therapist changes the actual

context rather than adapting the current one. An

example of such an intervention would be facilitat-

ing the move of an individual who had a series of

falls in severe winter weather to a retirement com-

munity that has covered walkways so the individ-

ual will not be forced to walk outside. She can use

the covered walkways to engage in occupations

that she enjoys (e.g., having meals with friends)

and other activities of daily living (ADLs) and 

instrumental activities of daily living (IADLs)

such as mail retrieval. 

4. The Prevent level of intervention seeks to 

“prevent the occurrence or evolution of maladap-

tive performance in context” (Dunn et al., 1994,

p. 604). This type of intervention could be at the

individual, family, or community level.

5. At the Create level, the goal is to create “circum-

stances that promote more adaptable or complex

performance in context” (Dunn et al., 1994, p.

604). Policy initiatives, program development,

community development, and community 

empowerment are all activities at this level 

of intervention and are examples of health-

promotion activities.

In the EHP framework, intervention is always

guided by the cultural context of the individual, fam-

ily, community, or population. Tasks that an individ-

ual, family, community, or population pursue are 

influenced by skills and abilities and by personal

choices, priorities, and values that are often guided 

by both life experience and culture. For example, a

community’s decision to adapt a playground to ensure

it is accessible may be initiated by the work of one

young (e.g., middle school) advocate with a younger

disabled sibling. 

Ecology of Human Performance: 
Applicability in Health Promotion
The relationship of the EHP to the promotion of 

health and wellbeing is presented in Content Box 2-2. 

The EHP has been identified as an appropriate frame-

work for health promotion, as described below: 

Interventions are intended to assist individuals in 

recognizing their health needs, acting, and gaining
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competence in the performance of these behaviors. Two

of the EHP’s intervention alternatives relate directly to

preventive health behaviors. The “Prevent” and “Create”

alternatives address how therapists assess an individual’s

context and take steps to avoid the occurrence of nega-

tive outcomes, or formulate a new set of circumstances

to encourage the individual’s success. (Lutz, 1998, p. 17)

These levels of intervention can be easily matched

to levels of prevention and health promotion. An inter-

vention at the Prevent level may, for example, include

the development of an interdisciplinary program to ed-

ucate first-year college students about healthy eating

and cooking techniques that match their limited space

and available funds. This program would address both

the prevention of weight gain and the enhancement of

the students’ performance range. Forming a commu-

nity group to advocate for a walking trail that would

also be accessible to wheelchair users to promote phys-

ical activity, leisure engagement, and a healthy lifestyle

is an example of a Create-level intervention.

Limited EHP-related research is presently available.

In one of the few existing studies, Brown, Cosgrove,

and DeSelm (1997) used the EHP to examine barriers

to recovery and quality of life for clients with severe

and persistent mental illness. Barriers were identified

through the lenses of clients and their case managers.

The EHP was used to classify these barriers as relating

to person or context. The study included 33 participants

(20 clients and 13 case managers; some case managers

were assigned to more than one participant). Results in-

dicated that clients identified more contextual barriers

while case managers most frequently identified barriers

related to the person and their skills. Clients identified

lack of knowledge as a primary barrier versus lack of

ability skill. Examining the potential barriers to quality

of life is important to consider in health promotion 

intervention and program planning. Understanding 

the potential differences between and among commu-

nity, group, family members, and service providers 

is important in order to maximize the intervention’s

overall success.

While a solid base of published research has not

substantiated the EHP model, it shows promise for use

in health promotion programs directed at groups, fam-

ilies, communities, or populations. For example, the

EHP could be used to both structure a transition pro-

gram within the criminal justice system and to set a

direction for developing measurable outcome objec-

tives for the program’s evaluation. As with the Model

of Human Occupation (MOHO), the EHP’s interdisci-

plinary theoretical foundation makes it well suited for

use in interdisciplinary health promotion programs

with populations or communities. This model has been

used in conjunction with a health behavior model,

specifically the Health Belief Model, to design an inter-

disciplinary health promotion program. The Strides for

Life walking program for older adults was conducted at

a nutrition site in western Maryland (Stevenson, 1998)

and was supported by a Health Resources and Services 

Administration grant (Grant #36 AH 10043-4). The 

decision-making or “matching” process of selecting

two complementary models will be described in the

next chapter.

Ecology of Human Performance: 
Health Promotion Example
Cindy is unknowingly used by her boyfriend to drive a

getaway car after he steals a large amount of illicit

drugs from an undercover police officer. After the

boyfriend fires shots, they are both apprehended. She is

sent to a women’s detention center, since she has insuf-

ficient funds to post bail. Her family, who had previ-

ously expressed concern about the boyfriend and his

habits, refuses to assist with bail. She feels betrayed by

her boyfriend, abandoned by her family, and unsure

about her future. Prior to her arrest, she had hoped to

attend the local community college to study informa-

tion technology. 

Cindy requests and secures placement in a transition

program for women at the detention center. This pro-

gram’s overarching goal is to decrease violence within

the detention center through a comprehensive stress-

reduction initiative. The agreement includes a com-

mitment to participate in an 8-week group-structured 

interdisciplinary program. Occupational therapy is

part of this program, together with yoga, physical 

activity, health education, and other activities. The 
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Content Box 2-2  

Dr. Winnie Dunn’s Reflections 
on the EHP

Question:
From your perspective, how do you see the EHP 
relating to the health and wellbeing of people?

Response:
One of our favorite things about the EHP framework
is that it is NOT about disability, disease, or other
“problem” focused issues . . . It is about living, how
ALL of us live and thrive . . . All of us are negotiating
the task, context and our own skills to conduct our
daily lives, and the EHP merely illustrates these rela-
tionships. It levels the playing field, with no one
standing out as the “problem.” . . . We could 
plot anyone’s life on the diagram, and all of us have
challenges and successes in the interaction of task
context and our own skills. 
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occupational therapy portion of the program is devel-

oped and delivered jointly by an occupational therapy

graduate student and an occupational therapy faculty 

member who is also a trained health educator. This

portion of the program focuses on a combination of

self-assessment, occupational engagement, and educa-

tion focused on the domain of occupational therapy

(AOTA, 2008).

Sessions are held weekly for 1 hour (Dailey & Reitz,

2003). At the first session, each woman completes a self-

assessment of occupational needs to determine which

performance skills and patterns could be strengthened

for enhanced ADL and IADL participation. Based on

trends in the group’s needs, the occupations and educa-

tion units provided over the next 7 weeks are adjusted.

The women participate in a variety of occupations 

designed to facilitate an increase in their performance

range. Their performance ranges are increased by either

remediating or enhancing skills through such activities

as résumé writing, job interviewing, healthy low-cost

leisure pursuits, parenting skills, and basic health aware-

ness and self-screening skills. Each session concludes

with a discussion of how the day’s activities would 

enhance role performance and the women’s overall

health and wellbeing.

Model of Human Occupation (MOHO):
Overview
From its inception, the MOHO was influenced by Reilly’s

work on occupational behavior (1962, 1969, 1974) and

theories from other disciplines (Kielhofner, 1985a, 2004).

This interdisciplinary base (Kielhofner, 2004) included the-

ories from anthropology; sociology; psychology, including

environmental and social psychology; and systems theory

as described by von Bertalanffy (1968). The current 

version of the MOHO is based on dynamical systems 

theory and includes four principles upon which the rest 

of the model is built (Kielhofner, 2002). These principles

are displayed in Content Box 2-3. Key assumptions of 

the MOHO that support these principles include the 

following:

• Humans have an innate need for occupation, and

the ability to fulfill this need promotes health and

wellbeing.

• Health and wellbeing depend on a constant inter-

play between the person and the environment.  

These principles and assumptions are important 

to consider when applying the MOHO to health-

promotion interventions. 

According to Kielhofner (2004), the MOHO is a

conceptual practice model. As such, it provides a frame-

work for the therapist to investigate how people are mo-

tivated toward their occupations; how they perceive,

learn, and sustain performance patterns; and how the

environment impacts that performance. The importance

of the environment’s relationship to occupational per-

formance is a major focus (University of Illinois at

Chicago [UIC], 2005a). The MOHO emphasizes that

through therapy, persons are helped to engage in doing

things that maintain, restore, reorganize, or develop

their capacities, motives, and lifestyles. 

The primary original constructs of the MOHO include

feedback, input, throughput, and output. These constructs

are linked in a cycle that describes how humans interact

with the environment (Kielhofner, 1980a, 1980b; Kiel-

hofner & Burke, 1980; Kielhofner & Igi, 1980). This 

interaction is the output of the system, or what was orig-

inally described as occupational behavior. Feedback pro-

duces information to the person regarding current 

behaviors and occupational performance, and the possi-

ble need for adaptation based on the feedback. Input
refers to the information from the environment, which the

person processes via throughput.

Throughput is composed of the subsystems voli-

tion, habituation, and performance capacity. Volition
refers to the process by which persons are motivated to

choose what they do. The volitional subsystem refers to

one’s thoughts and feelings about the process of being

occupationally engaged. These thoughts and feelings

reflect a person’s effectiveness to act in the world 

(i.e., personal causation), what the person holds as

important (i.e., values), and what the person finds 

enjoyable and satisfying (i.e., interests). 

Habituation refers to a process whereby actions are

organized into routines and patterns. This area incorpo-

rates a person’s habits of daily living (i.e., learned ways

of doing things that occur in an automatic way) and
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Content Box 2-3  

Human Order Principles That Support
the MOHO
• Humans are composed of flexible elements

whose interaction with each other and with the
environment depends on the situation.

• Thinking, feeling, and doing emerge out of dy-
namic interactions between elements within the
person and those in the environment.

• Dysfunction is the result of the interaction of con-
ditions internal and external to the person.

• Function can be enhanced through remediation of
a faulty element, compensation by another ele-
ment within the person, and/or by environmental
modification.

Content from A model of human occupation: Theory and application
(3d ed., p. 38), by G. Kielhofner, 2002, Baltimore: Lippincott, Williams

& Wilkins. Copyright 2002 by Lippincott, Williams & Wilkins. 
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roles (i.e., the development of an identity and the 

behaviors that engage the person in that role). 

Performance capacity refers to and includes the

neurophysiological, cardiopulmonary, cognitive, and

mental capacities of individuals that help them carry

out and engage in occupations while interacting with

the environment; it “refers both to the underlying 

objective mental and physical abilities and to the lived 

experience that shapes performance” (Kielhofner,

2004, p. 148). Over time, the construct of performance

capacity has been increasingly viewed as blended 

phenomena of objective and subjective components

(Kielhofner, Tham, Baz, & Hutson, 2008). The impor-

tance of mind-body unity on the lived body experience

is important to truly understand occupation at the per-

formance level. For example, physical performance

and the desire to engage in physical activity  can be 

affected by mood. In addition, the quality of physical

performance can, in turn, impact mood.

The process of occupational adaptation has been

added to the MOHO. The three main constructs of 

volition, habituation, and performance capacity are seen

as continuously interacting with one another. Through

this interaction, a person, family, or community

chooses to engage in meaningful habits and routines

that are supported by their abilities. In addition, they

may choose to engage in occupations that stretch their

capabilities and through the process of occupational

adaptation refine their occupational identity and occu-

pational competence:

Occupational adaptation is dynamic and context 

dependent; therefore what a person does in work, play,

and self-care is a function of the interaction among

person, characteristics of motivation, life patterns, and

performance capacity with the environment. All clients

have the potential for change and to become more oc-

cupationally adaptive through occupational therapy.

(Kielhofner, Forsyth, & Barrett, 2003, p. 213)

Figure 2-5 displays the process of occupational

adaptation within the MOHO. In this process, occu-
pational identity is the sense of self that humans or

communities develop over time through reflection

upon the results of their active selection and engage-

ment in meaningful occupation. The additional con-

struct of occupational competence is viewed as the

sustainability of a pattern of occupation that is con-

gruent with a person’s or community’s occupational

identity (Kielhofner, 2002). 

The environment, which includes both social 

and physical dimensions, is a key construct in the

MOHO. Nelson’s construct of occupational form

(1988) has been incorporated into the language used

to describe the social environment. The social envi-

ronment consists of groupings of humans and the 

expression of occupational forms those humans are

socialized into, based on group membership and set-

ting (Kielhofner, 2004); it determines what behaviors

are appropriate in certain situations. For example, it

may be appropriate for occupational therapy students

to be flirtatious at a wedding, but this same behavior

could be considered sexual harassment within the 

occupational form of the classroom or a fieldwork

site. The physical environment includes the space

(e.g., reception hall, refugee camp, prison, or office

building) where occupational performance takes

place and the objects within that space (e.g., tables,

tents, gravel, or security portals).

The model was originally developed as a hierarchi-

cal system (Kielhofner, 1985b). Current thinking is that

the process of occupational performance more closely

resembles a heterarchy versus a hierarchy and that a

contextually based dynamic resonance exists among

phenomena. “Heterarchy is manifest throughout 

human occupation. When we consider any thought,

emotion, or action, the parts of the human being and

environment cooperate together according to local con-

ditions created by what each element brings to the total

dynamic” (Kielhofner, 2002, p. 35). Kielhofner and

colleagues  continue to refine the model and be influ-

enced by changes in theory development in other disci-

plines and the advent of new theories.

Model of Human Occupation: 
Applicability in Health Promotion
Two of the three originators of the MOHO (Kielhofner,

2002) were contacted to seek their thoughts about 

its application to health promotion. Their responses 

are presented in Content Boxes 2-4 and 2-5. Research
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Volition

Environment

Participation

Habituation Performance

Performance
Capacity

Occupational
Identity

Occupational
Competence

Occupational
Adaptation

Skill

Figure 2-5 The Model of Human Occupation as a framework
for use in community-based practice.

Adapted from A model of human occupation: Theory and application (3d ed.,
p. 121), by G. Kielhofner, 2002, Baltimore: Lippincott, Williams & Wilkins. 
Copyright 2002 by Lippincott, Williams & Wilkins.
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supports the belief of these theorists. For example, a

health promotion study using the MOHO as the guid-

ing theory was conducted by Aubin, Hachey, and

Mercier (1999). Their study examined the relationship

between subjective quality of life and meaningful daily

activity in a population of people with persistent and

severe mental illness. Their findings suggested positive

correlations between perceived competence in daily

tasks and rest, and pleasure in work and rest activities

with subjective quality of life. Occupational interv

entions aimed at enhancing a sense of competence as

defined by the MOHO were also supported.

The MOHO embraces the concept of one’s partici-

pation in society and involvement in a social role.

Levy (1990) suggested that multiple occupational ther-

apy intervention principles can be used by therapists

and caregivers in the physical and cognitive rehabilita-

tion of elders to facilitate participation in valued life

activities and social roles. Maintaining one’s social

role enables continued competence and occupational

adaptation in life, which, in turn, enables optimal par-

ticipation in daily living and enhances wellbeing and

quality of life. 

Dermody, Volkens, and Heater (1996) identified the

MOHO as being compatible with efforts to assist indi-

viduals in changing their health behaviors. Specifically,

they stated that as humans make choices about engaging

in occupations within the environment, they can respond

in a healthy way and make healthy choices, which is

consistent with being in a benign or adaptive cycle. 

Humans also can make unhealthy choices and thus enter

a vicious or maladaptive cycle. These and other research

studies support the constructs of the MOHO and its 

application to health promotion practice.

The preceding examples support the use of the MOHO

in occupational therapy health promotion programming.

The interdisciplinary theoretical foundation of this model

also makes it well suited for use in interdisciplinary

health promotion programs with populations and com-

munities. Those addressing the global health promotion

needs identified by the WHO (1986, 1997) have found

the MOHO to be a useful tool, whether those efforts are

interdisciplinary or solely within occupational therapy.

This model has been introduced and adopted by occu-

pational therapists worldwide, as evidenced by MOHO

assessments being translated into 13 different languages

and by the scholarship cited at the MOHO Clearinghouse

(UIC, 2005a, 2005b, 2005c). The MOHO has been 

identified as a model of choice to both understand and 

assist in combating occupational apartheid (Abelenda,

Kielhofner, Suarez-Balcazar, & Kielhofner, 2005). Occup-
ational apartheid is defined as 

the segregation of groups of people through the restric-

tion or denial of access to dignified and meaningful

participation in occupations of daily life on the basis of

race, color, disability, national origin, age, gender, sex-

ual preference, religion, political beliefs, status in 

society, or other characteristics. Occasioned by politi-

cal forces, its systematic and pervasive social, cultural,

and economic consequences jeopardize health and

wellbeing as experienced by individuals, communities,

and societies. (Kronenberg & Pollard, 2005, p. 67)

The MOHO also has been used as a framework to

facilitate the return of displaced people to their home-

land (Algado & Cardona, 2005; see Content Box 2-6),

to intervene with survivors of war (Algado &

Burgman, 2005), and to work with street children 

in Mexico and Guatemala (Kronenberg, 2005). These
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Content Box 2-4 

Dr. Janice Burke’s Reflections 
on the MOHO

Question:
From your perspective, how do you see the MOHO
relating to the health and wellbeing of people?

Response:
Health and wellbeing is a fundamental core of the
model. The foundation of the model is anchored in
recognition that all humans have a basic need to be
engaged in activities that are meaningful. Engage-
ment in meaningful activities serves as a catalyst to
health and wellbeing in that a sense of competence,
feelings of self efficacy, self-worth, and pleasure are
evoked. Such feelings are hypothesized to evoke
health and wellbeing. 

Content Box 2-5  

Dr. Gary Kielhofner’s Reflections 
on the MOHO

Question:
From your perspective, how do you see the MOHO
relating to the health and wellbeing of people?

Response:
In my view a fundamental aspect of health and well-
being is how one participates in life occupations. This
model is about the key factors that influence one’s
choices about, pattern of, and ability for such partici-
pation, along with the environmental support and
barriers to such participation. . . . We decompose 
occupational health and wellbeing (referred to as oc-
cupational adaptation) into the dual components of 
developing an occupational identity and relying on 
occupational competence. 
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examples highlight the model’s potential cross-cultural

use to promote occupational justice by addressing 

occupational apartheid through enhanced health and

wellbeing.

Model of Human Occupation: 
Health Promotion Example
The MOHO can be used to support health promotion

interventions at the community level. A community

can demonstrate volition through a shared history

and vision expressed in a manner that supports the

wishes and concerns of its members—for example,

an occupational therapist organizing a stroke club

with monthly meetings at a local hospital per the 

request of several families who met during the reha-

bilitation process. 

Each month, the occupational therapist and a volun-

teer leader open a group discussion about health and

wellbeing issues affecting people coping with impair-

ments of daily living secondary to stroke. Volitional 

aspects of occupational performance are raised through

the identification of health and wellbeing issues critical

to the group. Continued member participation is fos-

tered through peer and professional support, as well as

personal interest in discussing occupational perfor-

mance areas associated with living well with stroke. 

The group meets regularly, with a schedule design-

ed to accommodate as many group members as possi-

ble. In addition, the hospital arranged for transportation

in order to accommodate as many individuals 

as possible. With transportation provided and a sched-

ule that fits the group’s needs, there is little room for

developing a maladaptive habit of not attending the

group. The group also discusses the development of

habits and routines that support living longer and im-

proving quality of life, such as smoking cessation,

healthy eating, and regular participation in stress-

reducing occupations.

Performance capacity is addressed via the expres-

sions of what people do in their daily lives to enact

healthy habits. Barriers to health and wellbeing are

discussed, and strategizing occurs through open

group discussion. Group members can then call upon

individual (and group) volition in order to make 

new choices that support health and wellness or com-

mit further to these choices. There is constant multi-

directional interaction between the individual group

members, the occupational therapist, the group as a

whole, and other entities, which promotes growth

and change. Over time, the group and its members

successfully employ strategies, and new occupa-

tional identities evolve through heightened occupa-

tional competence, demonstrating the benefits of 

a heterarchy.

Occupational Adaptation (OA):
Overview  

Occupational adaptation was originally developed as a

frame of reference for linking the two primary con-

structs of occupational therapy: occupation and adapta-

tion (Schkade & Schultz, 1992; Schultz, 2000; Schultz

& Schkade, 1992). In later works, it was referred to as

a theory (Schultz & Schkade, 2003). The philosophical
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Content Box 2-6  

MOHO Influenced Goals 
of a Community-Based Project

• The Volitional Subsystem

The objective was to prevent the loss of goals, 
interests, and values. We assisted community
members in analyzing their new life situation in
Guatemala, looking at their strengths and prob-
lems, identifying new goals, and confronting their
new reality. We encouraged the recovery of the val-
ues inherent in Mayan culture, and in their cosmo-
vision. Finally, we attempted to promote an inner
locus of control through this empowerment, thus
ensuring that the villagers saw themselves as the
main characters in their life stories, and as sur-
vivors. This is an especially important consideration
in humanitarian interventions, since traditionally
such work has adopted a paternalistic position.

• The Habituation Subsystem

The goals were to encourage adolescents in the role
of community promoters and to return the role of
“guardians of ancient wisdom” to the elders. Finally,
we attempted to discourage damaging habits such as
alcoholism and its consequences (such as domestic
violence) by promoting healthier ways of life.

• The Performance Subsystem

The goals were to develop new skills in emotional
expression among the children, in community pro-
motion and carpentry among the adolescents, and
the recovery of the traditional weaving skills among
the adult women.

• The Environment

The goal was to develop income generating pro-
jects in order to address poverty. One of the most
meaningful goals was the recovery of the cultural
cycle of the community. 

Reprinted from Box 25-2 “The return of the corn men: An interven-

tion project with a Mayan community of Guatemalan retornos,” by 

S. Simó-Algado and C. E. Cardona, 2005, in F. Kronenberg, S. S. 

Algado, and N. Pollard (Eds.), Occupational therapy without borders:
Learning from the spirit of survivors (pp. 336–50). New York: 

Elsevier, Churchill Livingstone. Copyright © 2005 by Elsevier,

Churchill Livingstone. With permission.
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assumptions that support this model resonate with

health promotion and include the following:

• Competence in occupation is a lifelong process 

of adaptation to internal and external demands 

to perform.

• Demands to perform occur naturally as part of the

person’s occupational roles and the context 

(person-occupational-environment interactions) 

in which they occur.

• Dysfunction occurs because the person’s ability

to adapt has been challenged to the point 

that the demands for performance are not 

satisfactorily met.

• At any stage of life, the person’s adaptive capac-

ity can be overwhelmed by impairment, physical

or emotional disability, and stressful life events.

• The greater the level of dysfunction, the greater

the demand for changes in the person’s adaptive

processes.

• Success in occupational performance is a direct

result of the person’s ability to adapt with suffi-

cient mastery to satisfy the self and others

(Schultz & Schkade, 2003, p. 220).

The relationships between the constructs are detail-

ed in a diagram that appears in Figure 2-6. Schultz and

Schkade (2003) noted that the diagram represents the

individual at a specific moment in time. The flow and

interactions between the constructs at this point in 

time are displayed. Specifically, the diagram’s left side

represents the individual’s desire for mastery, and the

right side represents the environment’s demand for

mastery, while the middle represents the interplay 

between these forces. The desired outcome of this

process is occupational adaptation:

Occupational adaptation is not about mastery per 

se. Rather, it is the constant presence of the desire, 

demand, and press for mastery in occupational con-

texts that provide the impetus for adaptation. . . . The

person seeking to respond masterfully in occupational

situations will engage in the adaptive processes.

(Schultz & Schkade, 2003, p. 221)

Mastery of one’s health and wellbeing can often be

a difficult factor in a person’s life but can be 

secured through occupational adaptation. For example,

a poor single mother of three who works as a cashier

is having a difficult time securing funds to feed her

children. Based on a collaborative intervention pro-

cess with an occupational therapist, the mother is

able to identify less expensive, healthier, quick meals

compared to the fast food she had previously relied

on to feed her children. The desire to master mother-

hood, together with the press from the environment

to feed her children, resulted in her attending, at 

her place of employment, a free interdisciplinary

workshop on low-cost healthy food and play activi-

ties for young families. 

This client-centered, occupation-focused theory can

assist with organizing evaluation and intervention, where
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Figure 2-6 Schematic of occupational adaptation process.

Reproduced from the presentation “Theory of Occupational Adaptation: Overview” (slide # 2), by S. Schultz, n.d. Retrieved December 11, 2006, from
http://www.twu.edu/ot/post_phd.htm. With permission.
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the desired outcome is the ability to adapt to occupa-

tional challenges and develop occupational competence. 

The theory of occupational adaptation is intended to

be used as a guide for intervention that capitalizes 

on the power of occupation as the primary tool to 

enhance the adaptive capacity of those we serve. We

view the enhancement of adaptive capacity as a 

fundamental tool for engendering competence in oc-

cupational functioning. (S. Schultz, personal commu-

nication, February 2003)

In planning interventions, the OA model also presents

two alternatives: occupational readiness and occupa-

tional activity (Schultz & Schkade, 2003). Occupational

readiness works with facilitating client factors (e.g.,

movement functions, thought functions, mental func-

tions of language) that are barriers to occupational 

performance. Working on increasing endurance through

graded physical activity and instruction in energy con-

servation are examples of occupational readiness. Occu-

pational activity is the use of a client-selected occupation

related to the individual’s occupational roles. For exam-

ple, the client may choose to develop tolerance for walk-

ing in the community to complete instrumental activities

of daily living (IADLs), such as home and health man-

agement and shopping. The client would then develop

and execute a plan to achieve this goal (e.g., starting first

with a walk to the mailbox located at the end of the dri-

veway, increasing to a walk to the corner drugstore for a

prescription, and then a walk to a strip mall that is four

blocks away). In this example, the client uses the capac-

ity and knowledge gained through occupational readi-

ness to independently plan an approach that can lead to

ongoing occupational adaptation.

Occupational Adaptation: 
Applicability in Health Promotion
There appears to be increasing acceptance of and 

research utilizing OA (Honaker, 1999; Reitz & Scaffa,

2001; Schultz & Schkade, 2003) as an occupational

therapy theory. The principles of the theory are sound,

as they are built upon the constructs of occupation and

adaptation, which have been utilized since the profes-

sion’s inception. While other models encourage the devel-

opment of skills to promote adaptation, this approach

supports the development of clients’ adaptiveness so

they can determine which skills are needed and how to

gain the needed skills (Schkade, Schultz, & McClung,

2000). This approach is consistent with the goal of sus-

tainability, which is an essential component for the

long-term success of health promotion interventions.

Using this theory, health promotion programming may

be developed and sustained in a variety of contexts. 

The development of an adaptive response is a positive

way for people to develop healthy habits and promote

wellbeing in their lives and in their communities. The

originators of OA see a clear link between the OA theory

and health promotion, as detailed in Content Box 2-7.

In this theory, the client is the agent of change

(Schkade & McClung, 2001). The desired outcome as

applied to health promotion is for the client to gain suf-

ficient knowledge and skills to be able to engage in the

occupational adaptation process without the presence

of an occupational therapist or occupational therapy 

assistant. According to AOTA’s Framework (2008),

the term client can represent an individual, a group

(e.g., a family), or a population (e.g., an organization, 

a community).

Adaptive energy, which includes both primary and

secondary energy, is an important construct in this

model when used for health promotion interventions

and programming. It is particularly relevant for 

addressing health habits and routines. Primary energy
describes the process of engaged, intentional focus in

an occupation. The term secondary energy describes

the phenomena of creative solutions appearing to a

problem while the individual is engaged in tasks unre-

lated to the current occupational challenge. Schkade

and McClung (2001) used a student’s writer’s block to

describe the two types of adaptive energy. The student

was spending a great deal of primary energy without
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Content Box 2-7  

Dr. Sally Schultz’s Reflections 
on OA Theory

Question:
From your perspective, how do you see OA theory
relating to the health and wellbeing of people?

Response:

• Health and wellbeing are relative. They are relative
to the ability to participate in life.

• Satisfying participation in life in the presence of
both facilitators and inhibitors, constitutes relative
health and wellbeing.

• Satisfying participation in life is a function of com-
petence in occupational functioning.

• Competence in occupational functioning is a func-
tion of adaptive capacity and resulting adaptiveness.

• Adaptiveness in occupational pursuits develops as
a function of the development and maintenance of
an innate occupational adaptation process.

• Therefore, adaptive function or adaptation is the
intervening variable between occupation and 
participation in life or health and wellbeing.
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success (i.e., trying to develop a topic and outline for a

term paper). She took a break to knit a blanket for her

baby, and when she returned to her schoolwork, she

had both an idea and a plan for her paper. This OA

strategy, labeled shunting, enabled her to use secondary

energy to consider the problem while using primary en-

ergy to knit (Schkade & McClung, 2001). Additional

examples of therapists applying this model to practice

were collected and reported by Schkade and McClung.

Although the majority of the examples focus on the 

rehabilitation process, the examples help illustrate the

model’s principles and process.

Research on the OA process supports its use in 

occupational therapy and occupational therapy in

health promotion. Honaker (1999) studied patterns of

adaptation in elders with rheumatoid arthritis (RA) rel-

ative to choices made when presented with occupa-

tional challenges. The author explored how elders with

RA adapted in order to pursue meaningful occupation,

whether a sense of mastery was experienced, and

whether a perceived relationship existed between occu-

pational participation and pain. Results of this study

showed that elders with RA continued to pursue mean-

ingful occupation despite pain but experienced a dimin-

ished sense of efficiency and mastery. 

Through one’s desire for mastery, OA acknowledges

environmental influences on mastery and examines 

demands for mastery. There is a consistency in philos-

ophy between OA and the WHO definition of health
promotion, which is the “process of enabling people to

increase control over, and to improve, their health”

(WHO, 1997, p. 1). This process also can be viewed as

developing mastery over one’s health in order to opti-

mize wellbeing. This theory has excellent potential for

use in the creation of holistic health promotion inter-

ventions and programs, and it matches the philosophy

of the profession and the principles of high-level well-

ness initiated by Dunn (1954), a progressive physician.

Occupational Adaptation: 
Health Promotion Example
Mark is a 45-year-old African American with new-onset

diabetes and beginning visual impairments who was 

recently released from the hospital. He is single and works

in a rehabilitation facility for people with substance-abuse

issues. He is a former substance abuser.

The onset of visual impairments and the health 

issues related to diabetes have affected abilities and

roles important to him as he copes with his new life sit-

uation. He wishes to return to work as soon as possible

to avoid “going on welfare.” He receives occupational

therapy at home, limited to a small number of visits.

The occupational therapy assistant, under indirect 

supervision of an occupational therapist, engages Mark

in learning new home-management techniques to accom-

modate current and probable future visual impairments.

Due to Mark’s new-onset diabetes, the occupational ther-

apy assistant also helps him adapt both his eating and

cooking routines and habits in order to develop a

healthier lifestyle (e.g., decreasing fried foods, increas-

ing vegetable intake), thus meeting the demand for

mastery. The occupational therapy assistant recognizes

that cooking is a meaningful occupation for Mark and

thus helps him find large-print healthful recipes online

that are within his budget to prepare.

Mark begins to develop occupational competence by

meeting the occupational challenge for adaptation. The

press for mastery exists for Mark, and he meets the chal-

lenge with enthusiasm. While Mark learns adaptive

strategies for lifestyle enhancement in home manage-

ment, the occupational therapy assistant also addresses

his work situation. Together, they strategize to adapt both

transportation and work areas in order for Mark to be

safe with community mobility and explore areas of work

in which he can still engage. Mark begins to recognize

that the visual adaptive strategies learned at home can 

be used at work and begins to develop a level of mastery

in occupational adaptation that supports a healthier life-

style on both a physical and psychosocial level.

Person-Environment-Occupation
(PEO): Overview

In the PEO model, individuals are viewed holistically

with their unique combination of physical, cognitive,

and affective characteristics and their life experiences.

The primary assumption of the model is that the person

is intrinsically motivated and continually developing.

The “person” in the model can refer to an individual, a

group, or an organization (Strong et al., 1999). The

model has three main constructs: person, environment,

and occupation.

Environment in the model is defined as the physi-

cal, social, and cultural elements of the context in

which occupational performance takes place. The envi-

ronment provides cues about appropriate and expected

behaviors. The environment’s characteristics can enable

or constrain occupational performance. The environ-

ment is conceptualized on both the micro and macro

levels. A micro level view of the environment focuses

on the individual’s context at home, work, school, and

so on, and how this environment affects the person’s

occupational performance. The macro level view of the

environment has a population-based perspective and

focuses on the environmental variables that affect 

the occupational performance of groups of people. 

Environmental fit refers to the degree of congruence
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among the PEO components. A “good fit” results in

optimal occupational performance for the individual

(Cooper, Letts, Rigby, Stewart, & Strong, 2001), fam-

ily, or community. 

Adaptation is a function of environmental fit. When

a person is functioning well in a new context, they can

be said to have adapted well to that environment. This

implies a positive and supportive relationship between

the person and the environment. However, it is impor-

tant to note that the person and the environment are

constantly changing, and therefore adaptation is a con-

tinual process (Letts et al., 1994). The model also rec-

ognizes that problems associated with disability 

may not be due to the disability itself but rather are the

result of a poor person-environment fit. In cases such

as this, intervention may consist of changing the envi-

ronment to meet the individual’s needs, rather than 

trying to change the person to fit the environment

(Law et al., 1996).

According to the PEO model, occupations are clus-

ters of tasks and include self-care, leisure, and pro-

ductive pursuits. Occupations satisfy an individual’s

needs for self-maintenance, self-expression, and life

satisfaction. Meaningful engagement in occupations

is health promoting and enhances quality of life. The

model conceptualizes activities, tasks, and occupa-

tions as nested concepts. Activities are the basic units

of tasks, and tasks are sets of purposeful activities that

make up meaningful occupations. “Occupations are

groups of self-directed, functional tasks and activities

in which a person engages over a life span” (Stewart

et al., 2003, p. 229). 

Occupational performance is the product of the 

person-environment-occupation transaction. Occupa-

tional performance requires that persons mediate the

sometimes conflicting demands of the environment

with their view of themselves and their ever changing

needs and priorities. Some elements of occupational

performance can be measured objectively through

observation, while subjective experiences are best mea-

sured through self-report (Law et al., 1996).

The PEO model emphasizes the physical, social,

and cultural factors in the environment that hinder or

facilitate occupational performance. It recognizes 

the developmental nature of the person-environment-

occupation interaction and the individual’s changing

needs, roles, expectations, and goals across life stages

(Law & Baum, 2001).

Traditional occupational therapy evaluation mea-

sured aspects of the person, environment, and occupa-

tion as discrete entities. The PEO model advocates

measurement of the various interfaces of the PEO 

relationship in order to provide a more complete 

understanding of the variables that affect occupational

performance. In the PEO model, occupational perfor-

mance is the outcome or product of the dynamic rela-

tionship between the person, the environment, and the

occupation (Law, Baum, & Dunn, 2001). This is rep-

resented in Figure 2-7 as the intersection of the three

spheres. A greater degree of overlap of the three

spheres indicates a better fit between the person, 

the environment, and the occupation. The focus of 

intervention is on improving PEO congruence and

thereby enhancing occupational performance. As a 

result, multiple options for change can be generated

(Strong et al., 1999).

Person-Environment-Occupation: 
Applicability to Health Promotion
Law, one of the originators of the PEO, described the 

relationship between PEO and the facilitation of health

and wellbeing (Content Box 2-8). Occupational therapy

health promotion interventions can facilitate changes in

the person, the environment, or the occupation in order

to enhance occupational performance, health, and well-

being. Interventions that address all three elements—

the person, the environment, and the occupation—are

more likely to be effective (Stewart et al., 2003) and

have greater sustainability. Increasing access to work,

school, and recreational environments and modifying/

adapting occupations can facilitate improved health 

and occupational performance. Improving skills and 
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EnvironmentPerson

Occupation

Key:
A = person-environment interaction
B = person-occupation interaction
C = environment-occupation interaction
D = person-environment-occupation interaction
      (occupational performance)

A

D

B C

Figure 2-7 The person-environment-occupation framework.

Developed from Measuring occupational performance: Supporting best practice

in occupational therapy (p. 41), by M. Law, C. Baum, & W. Dunn, 2001, Thoro-
fare, NJ: SLACK. Courtesy of Jenny Wingrat. Copyright © 2001 by SLACK.
Reprinted with permission.
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capabilities of individuals, families, and groups can 

enhance occupational performance and the health of

communities and populations. 

Applications of the PEO model have been investigated

through both quantitative and qualitative research. Several

studies have tested the effectiveness of the PEO model

with various populations, including older adults (Cooper

& Stewart, 1997) and persons in recovery (Strong, 1998).

The model has been used in Canada, the United States,

Russia, India, and Bosnia (Strong et al., 1999). It also was

used to help create a family-centered framework for ther-

apy with children who have cerebral palsy; although the

model was not identified by name, the influence and 

interplay of the child (i.e., person), tasks (i.e., occupa-

tion), and environment were major components of the

family-centered framework (Law et al., 1998). 

The PEO model is flexible, easily understood, and

can be used with people of all ages in a variety of set-

tings. This model has the potential to facilitate a shift in

practice from a narrow focus on performance compo-

nents to a broader emphasis on occupational perfor-

mance. The model provides occupational therapists with

a framework for analyzing occupational performance

problems, planning interventions, measuring outcomes,

and articulating the uniqueness of occupational therapy

practice (Strong et al., 1999). The model’s only limita-

tion is that it has not been extensively tested, as it is a 

relatively new practice model.

Person-Environment-Occupation: 
Health Promotion Example
An occupational therapist was contracted as a consul-

tant for an existing transitional living program for

homeless women and children. The program was not

meeting its objectives and was in need of expert advice.

The PEO model was used to evaluate the program and

make recommendations for improvement.

The evaluation and intervention took place in a 

15-apartment, transitional-living facility (microenvi-

ronment) in the midtown region of a southern city with

a population of approximately 200,000 (macroenviron-

ment). The “person” in this example refers to a group

of 15 homeless women and their children who are res-

idents of the transitional living apartment complex. The

program’s goal is to enable the 15 families to obtain

and maintain their own housing in the community. Par-

ticipants are allowed to remain in the transitional living

apartments for a maximum of 18 months. The average

length of stay over the past 5 years has been 12 months.

The occupational therapist evaluated the characteris-

tics of the microenvironment and found that, in general,

there was little social support evident among the fami-

lies. They rarely interacted, except when engaged in

structured program activities. All the women and chil-

dren attended the same program activities. Program

staff made no attempt to customize the program to 

individual participant needs or to change program ele-

ments over time. The families rarely participated in

community events, other than to attend program-

required activities in community locations, such as 

12-step meetings. However, the city (macroenviron-

ment) was abundant in resources. A community center

providing after-school activities was within walking

distance of the apartments. The city provided numerous

no-cost or low-cost leisure opportunities, a variety of

levels of educational and vocational training programs,

and a diverse economic base with numerous job oppor-

tunities. However, a major barrier was the limited

transportation options to these community resources. 

A large percentage (70%) of the women and children

were victims of domestic violence, and 50% of the

women had substance-abuse problems. A few were in

legal trouble and were remanded to the program by 

the court. Many of the women had been previously 

employed but had minimal work skills. None of the

women were currently employed. All the women indi-

cated a desire to work, and some wanted to return to

school to further their education. Many of the women

voiced a desire for parenting-skills training and nutrition

education. The children ranged in age from newborn to

adolescence, with most of the children of elementary

school age. All the children received developmental
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Content Box 2-8  

Dr. Mary Law’s Reflections 
on PEO Theory

Question:
From your perspective, how do you see PEO relating
to the health and wellbeing of people?

Response:
Notions included in health and wellness . . . can be
thought of in terms of person, environment and occu-
pation. For example, health and wellness can include
happiness, physical vigor, and personal safety, poten-
tially all elements found within the person. Similarly,
health and wellness can include access to meaningful
activities, work, leisure or school, elements of occu-
pation. Finally, health and wellness can include access
to social networks or financial stability, two of the 
environments mentioned in the PEO. 

The relationship between the PEO model and
health and wellness can be seen throughout daily liv-
ing. For example, a person cannot achieve work satis-
faction if they cannot physically enter the building, nor
can they experience happiness and personal safety if
their environment is full of hazardous elements. 
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screening, and one-third were found to be marginally

delayed. The school system had identified several chil-

dren as having learning disabilities, and some had obvi-

ous mental health needs. Few of the families had 

received any health-care services in the past year.

The range of occupations available in the microenvi-

ronment was limited. Each family had its own apartment,

which facilitated participation in self-care occupations,

both basic and instrumental. There was a coin-operated

laundry on-site, a group meeting room, and a small play-

ground for the children. Facility policies prohibited fam-

ilies from inviting visitors to their apartments. Visitors

were allowed in the group meeting room, which was

equipped with a kitchen, but the kitchen was off limits 

to residents. 

A few of the problems identified by the occupational

therapist included 

• limited social support in both the micro (facility)

and macro (community) environments;

• poor access to community resources (person-

environment transaction);

• minimal opportunities for participation in work

and play/leisure occupations (person-environment-

occupation transactions);

• lack of customization of program activities to

family needs (person-occupation transactions).

The occupational therapist recommended using the

Canadian Occupational Performance Measure (COPM)

to ascertain the families’ occupational needs and 

priorities. The results would be used to customize

program activities to meet the specific needs of 

the women and their children. This necessitated 

developing numerous program activities not currently

provided, including parenting-skills training and 

nutrition education. Another recommendation was to 

allow the women access to the kitchen in the group

meeting room to prepare snacks for visitors and to

prepare food for parties for the apartment complex res-

idents. The families began celebrating birthdays and

holidays together, which facilitated the development

of social-support mechanisms within the microen-

vironment. In addition, computers, table games, and

other leisure resources were added to the group meet-

ing room, and the name of the space was changed to

the “community activities room.”

Addressing the problem of transportation and 

access to community resources was a more challeng-

ing proposition. The bus system in this part of the

city was quite limited, with few routes and minimal

daytime service. The occupational therapist provided 

instruction on using the bus system, but this proved

inadequate for many of the families’ needs. Some of

the women had driver’s licenses, but none of them

owned cars. A local car dealership was contacted, and

a used car was donated for facility use. A local civic

organization provided the funds for insuring the 

donated vehicle, and a sign-up system was initiated

for the women to use the car. After a short time, the

women developed a system that met the needs of all

the families. In addition, a local nonprofit transporta-

tion agency offered 50% discounts on their services

for the women to travel to work, school, or health-

care appointments.

The PEO model continues to inform the evaluat-

ion and intervention process for these families, and 

new program elements are being added on a regular

basis. The participants’ complex needs were readily

addressed by the transactional elements of the model.

The COPM provided the women with a measure of

control and autonomy over the intervention goals and

activities, and it gave them a sense of ownership of the

results. This factor emerged as a particularly impor-

tant aspect of the intervention, as many of these

women had lost motivation and exhibited low levels

of self-efficacy. 

Person-Environment-Occupation-
Performance Model (PEOP):
Overview

The PEOP model was initially referred to as the 

person-environment-performance framework. Originally,

the model was graphically designed as a set of three

nested boxes, with the person represented in the inner-

most box embedded in the performance component 

in turn, embedded in the environment (Christiansen 

& Baum, 1991). The subsequent version of the PEOP

used a triangle, with all subcomponents (i.e., self-

identity, roles, tasks, and actions) feeding into the 

development of occupational performance, which 

then reflected a state of wellbeing (Christiansen &

Baum, 1997). Occupational performance was seen to

be influenced by both intrinsic factors (e, g., psycho-

logical and biological) and extrinsic factors (e.g., 

social and cultural). 

In the latest iteration of the PEOP (Fig. 2-8), the

graphic representation more closely resembles the PEO

model, with the use of overlapping circles, which may

confuse students who are attempting to differentiate 

between the models. However, the PEOP is differenti-

ated from the PEO by the clear depiction of four con-

structs (versus three) and by the projected outcomes. This

latest version more clearly illustrates the interrelationships

between the primary constructs (i.e., occupation, perfor-

mance, person, and environment) and the desired out-

comes of occupational performance and participation,
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wellbeing, and quality of life. Two basic assumptions

support the PEOP:

1. “People are naturally motivated to explore their

world and demonstrate mastery within it.”

2. “Situations in which people experience success

help them feel good about themselves. This 

motivates them to face new challenges with

greater confidence” (Baum & Christiansen,

2005, p. 245).

The PEOP is a client-centered, top-down approach

that focuses on the interaction of environment, person,

and occupation—including the actual performance of

an occupation. 

Occupation is described as part of a hierarchy of 

behaviors having differing levels of “occupational

complexity.” Table 2-2 identifies these levels and pro-

vides examples. The model’s intent is to guide inter-

vention using occupation and to enhance occupational

performance for greater participation in the community

or world of meaning. It considers personal and environ-

mental factors that enable or constrain societal partici-

pation. Baum and Law (1997) discussed the need for

interventions to be contextually based in order to

achieve a state of “occupational competence.” When

intervention is focused on context, as well as on activ-

ities and occupations that have meaning and value 

to the client, then health and wellbeing can be more 

effectively improved.

Person-Environment-Occupational-
Performance Model: Applicability 
to Health Promotion
The PEOP views health as an enabler and not as an out-

come (C. Baum and C. Christiansen, personal commu-

nication, February 2003). Health enables participation

in everyday life. When people are healthy, they can opti-

mally participate in daily occupations that promote life

satisfaction and enhance quality of life. Participation

may also be influenced by external factors, as noted in

the model. These factors may be barriers to the promo-

tion of health and wellbeing, thus occupational therapists

can readily use the PEOP to begin identifying environ-

mental and personal barriers to health and explore, with

the client, strategies to optimize participation.

The PEOP can also be applied to community or 

population-based health promotion initiatives. Alth-

ough the model contains four primary constructs,

many additional constructs are used to describe appli-

cations of this model in the literature. One of these 

constructs, human agency, is of particular relevance in

applying the model to health promotion. Human
agency has been described as the natural tendency of

humans to be “motivated to explore their worlds and

demonstrate mastery within it. To do this, the person

must effectively use the resources (personal, social,

and material) available in his or her environment”

(Baum & Christiansen, 2005, p. 242). This important
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Figure 2-8 The person-environment-occupation-performance framework.

Reproduced from Figure 11-1 in “Person-environment-occupation-performance: An occupation-based framework” (p. 246), by C. M. Baum & C. H. Christiansen, in Occupa-

tional therapy: Performance, participation, and well-being, C. H. Christiansen, C. M. Baum, & J. Bass-Haugen (Eds.), 2005, Thorofare, NJ: SLACK. Copyright © 2005 by
SLACK. Reprinted with permission.
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construct can be broadened by replacing the word per-
son with community or population.

One of the strengths of this model that makes it ideal

for use in health promotion is that it provides a frame-

work, built upon the theory, to guide intervention.

Baum, Bass-Haugen, and Christiansen (2005) des-

cribed a situational analysis process based on the

model to assist occupational therapists in the develop-

ment of theory-driven health promotion programming.

This process appears to be a community version of the

occupational profile described in the profession’s

Framework (AOTA, 2008). After gathering a commu-

nity’s occupational profile data and before initiating an

intervention, it must be determined whether the com-

munity or population’s needs can be best met through

an occupational therapy approach. This is an important

feature and is consistent with the core values of the pro-

fession (AOTA, 1993). If the community could best be

served by another discipline or by working colla-

boratively with another discipline, it is unethical to 

proceed independently. 

Although there has been little research on the use of

the PEOP, it appears to have relevance for occupational

therapy health promotion interventions. These inter-

ventions can lead to positive health behavior changes

when occupational therapists examine the interactive

nature of persons, occupations, environments, and the

resultant occupational performance. Using the PEOP’s

situation analysis process can ensure that the therapist,

in collaboration with the community or population,

correctly and comprehensively identifies the resources

and abilities available to overcome barriers to health

and participation.

Person-Environment-Occupation-
Performance Model:
Health Promotion Example
Billy is a 12-year-old with autism. He lives with both par-

ents and a sister in a close-knit community in a small

town on the East Coast. Billy has been in inclusive school

situations since he began school but has had much diffi-

culty negotiating both the social and physical environ-

ments (contexts) of his occupational role as student. 

The occupational therapist works with Billy twice a

week. She focuses attention on engaging him in occu-

pational experiences that provide the “just right chal-

lenge,” which accounts for the intrinsic factors limiting

participation. Billy’s mother would like him to partici-

pate more actively in a sport to optimize his physical

and mental health. Billy was given several choices and

chose basketball, one of his father’s favorite sports. The

occupational therapist, in collaboration with Billy and

his mother, focus on his physical and cognitive

strengths (intrinsic) in order to help him develop occu-

pational competence. They also work with the school

system (extrinsic) to enable Billy to participate actively

in basketball. This is achieved by exploring the possi-

bilities for his involvement as an active participant and

observer so that Billy maintains a sense of being able

to participate on some level. 
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Table 2–2 A Hierarchy of Occupation-Related Terms and Behaviors 

Term Example 

Roles: Positions in society having expected responsibilities Adult child

Adult grandchild

Full-time employee

Occupations: Goal-directed pursuits that typically extend  Shopping for self, parents, and grandparent
over time, have meaning to the performer, and involve 
multiple tasks

Tasks: Combinations of actions sharing a common purpose Making a grocery list

Managing a grocery cart

Actions: Observable behaviors that are recognizable Lifting

Directing another to lift

Abilities: General traits or individual characteristics that support Attention, motor control, language 
occupational performance

From “Person-environment-occupation-performance: An occupation-based framework for practice” (p. 252), by C. M. Baum & C. H. Christiansen

in C. H. Christiansen, C. M. Baum, and J. Bass-Haugen (Eds.), Occupational therapy: Performance, participation, and well-being, 2005, Thorofare,

NJ: SLACK. Copyright © 2005 by SLACK. Reprinted with permission.  

recognized by the performer
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Billy has the support of his parents and sister at

home, each of whom plays basketball with Billy to fol-

low through with the intervention plan designed with

the occupational therapist. He also plays with team-

mates who, over time, have accommodated for Billy’s

needs to catch the ball and then process which direction

to run and throw the ball. The social support, directly

influenced by his occupational therapy plan, assists in

helping Billy attain a level of wellbeing and optimized

psychosocial and physical health that supports the

growth and development of any 12-year-old.

Recent Advancements 
and Potentially New Models

The definition of occupation, the customary focus of its

use by individuals, and a growing realization that inter-

dependence may be the best outcome of its prescription

and use were discussed at the third annual conference

of the Society for the Study of Occupation: USA (SSO-

USA, 2004). Presentations related to interdependence,

transactional approaches, and complexity science prompt

the following questions: Is a broader definition of 

occupation needed that emphasizes the interdepen-

dence of humans with the environment and each other

in the pursuit of occupation? Is this view of occupation

more compatible with health promotion interventions

and philosophy? 

At first glance, the practice of tai chi displayed in

Figure 2-9 may appear to be individuals independently

engaging in the same occupation, but upon closer obser-

vation, the interdependent nature of the occupation 

becomes apparent. In time, will research find that inter-

dependent occupations promote health and wellbeing

in more powerful ways than occupational engagement

in isolation? A new theoretical model that expresses the

interdependence of humans and nature is the Kawa

(River) Model (Iwama, 2005a, 2005b, 2006a, 2006c;

Iwama et al, 2006; Lim & Iwama, 2006). 

The Kawa (River) Model
A Japanese Canadian occupational therapist worked

with a group of Japanese occupational therapists with

the goal of designing an Eastern-influenced model 

for occupational therapy practice (Iwama, 2005b).

Through this process, the Kawa (River) Model was 

developed. The model’s first version appeared graphi-

cally much like other Western models, with a series of

boxes imbedded in a circle, with arrows between the

boxes to signify the relationships between constructs.

The constructs included environmental factors, life cir-

cumstances and problems, personal assets and liabili-

ties, and life flow and health. However, the Japanese

occupational therapists quickly embraced one mem-

ber’s idea of using a river metaphor to better explain

the overall value of harmony, the goal of enhanced life

flow, and the relationship between the model’s con-

structs (Fig. 2-10). The constructs were reconceptual-

ized to support the representation of a free-flowing

river as the ideal life (i.e., maximal life flow). While the

final version included the original constructs, they were

renamed to better reflect an East Asian philosophical

perspective, including beliefs from Buddhist, Confu-

cian, and Taoist philosophical orientations (Iwama,

2005a, 2006b, 2006c). 

The Kawa Model was developed within a social

structure that values interdependence and the collective

more than independence and the self. Within this con-

text, the notion of self is embedded and interconnected

in a manner that precludes separation of the individual.

This model is best suited for clients, families, or com-

munities with comparable value systems. Since the

model’s development, its application has been primar-

ily through case studies of individuals (Iwama, 2006a,

2006c). The three-dimensional aspects of the model

can assist with visually identifying assets and liabilities

through nontraditional techniques such as drawings

and sculpture. Therefore, it may be particularly well
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Figure 2-9 Tai chi in Qingdao, China.
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suited as a potential tool for community-based health-

promotion programming through identification of assets

and liabilities, including environmental features and

problems, through the use of media or verbal tech-

niques. Future developments of this model can be mon-

itored through the online Kawa Model Discussion

Forum: How Does Your River Flow? (Iwama, 2006b).

Conclusion

Health promotion has historically been a practice area

of occupational therapy (Reitz, 1992), and the authors

wish to facilitate its continued development. Contribu-

tions of occupational therapists and occupational ther-

apy assistants to health promotion interventions have

not realized their full potential. In order to do so, it is

important for both occupational therapy theorists and

therapists to

• reflect on the relationship between health promo-

tion, the Framework (AOTA, 2008), and the core

values and beliefs of the profession (AOTA, 1993),

and on the beliefs of the profession’s founders and

current leaders;

• be knowledgeable of and able to apply theory 

to evidence-based health promotion program 

development; and 

• be knowledgeable of and able to apply theory to

the evaluation of the outcomes of those programs.

The end result of the above work will support the

profession’s continued movement toward providing

health promotion services to individuals, families, groups,

organizations, communities, and populations. To this

end, this chapter has provided a review of several occu-

pational therapy models and examples of their use in

health promotion. In addition to occupational therapy

theories and models, those from other disciplines also

can be useful tools in occupational therapy health pro-

motion. The next chapter will provide an overview of

several models from health psychology, health behavior,

and other areas that can further contribute to the work of

occupational therapy in promoting health and wellbeing

for people and their communities.

◗ For Discussion and Review

1. What are the key similarities and differences 

between the models described in this chapter?

2. Which model might provide guidance for developing

a preventive, occupation-based intervention for mili-

tary families with loved ones deployed overseas?

3. Could the occupation-based intervention for these

military families be further strengthened by adding

constructs from another occupational therapy

model? Why or why not? 

4. Which model would you select to guide an explo-

rative study of the occupational competency of new

mothers? Why did you make this selection? Which

other model may also be appropriate and why?

5. How would you determine which model has been

most effective for studying health and social partic-

ipation of middle-aged adults in the United States?

◗ Research Questions

1. Which has more impact on the health of homeless

women and children, a health promotion interven-

tion based on the MOHO or one based on the 

PEO model?

2. What is the relationship between resilience and

adaptation?  How do these constructs impact men-

tal health?

3. How does the environment impact a person’s per-

ception of his or her health?

4. Which occupational model(s) would support each

of the above potential research questions?
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Figure 2-10 Major components of the Kawa (River) Model. 
Water (mizu) represents the individual’s, family’s, or commu-
nity’s life flow. Driftwood (ryuboku) represents assets and liabili-
ties. Rocks (iwa) represent life circumstances and problems. 
Arrows represent pressures from the environment through the
river’s side (kawa no soku-heki) and the river bottom (kawa no
zoko). Gaps represent spaces (sukima), which are potential 
areas to broaden through occupational therapy intervention and
thus increase space to enhance life flow.

From Kawa River Model website: Concepts and structures, by M. Iwama, 2006.
Retrieved November 29, 2006, from http://www.kawamodel.com/.With permission.
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Chapter 3

Health Behavior Frameworks 
for Health Promotion Practice
S. Maggie Reitz, Marjorie E. Scaffa, Regina Michael Campbell, 

and Patricia Atwell Rhynders

Theory gives planners tools for moving beyond intuition to design and evaluate health

behavior and health promotion interventions based on understanding of behavior. It helps

them to step back and consider the larger picture. Like an artist, a program planner who

grounds health interventions in theory creates innovative ways to address specific cir-

cumstances. He or she does not depend on a “paint-by-numbers” approach, re-hashing

stale ideas, but uses a palette of behavior theories, skillfully applying them to develop

unique, tailored solutions to problems.

—National Cancer Institute [NCI], 2005, pp. 4–5

Learning Object ives

This chapter is designed to enable the reader to:

• Identify theories from other disciplines for poten-
tial application to occupational therapy health
promotion initiatives.

• Evaluate the advantages and disadvantages of
the various models for use in occupational ther-
apy health promotion interventions in a variety 
of contexts.

• Describe the potential application of a variety of
models from other disciplines as theoretical support
for occupation-based health promotion programs.

• Compare and contrast one occupational therapy
model or theory with a model or theory from
another discipline and explain how these might
be combined to better address a health promo-
tion need and develop an effective health 
promotion program.

Key Terms

Action stage
Bifurcations
Contemplation stage
Cues to action
Early adopters
Early majority
Enabling factors
Health-promotive 

environments

Innovation
Innovators 
Laggards
Late majority
Macrosystem
Maintenance stage
Mesosystem 
Microsystem 
Ontosystem

Perceived barriers
Perceived benefits
Perceived severity
Perceived susceptibility
Precontemplation stage
Predisposing factors
Preparation stage
Reinforcing factors
Self-efficacy

Self-organization
Self-similarity
Sensitivity to initial 

conditions 
Social climate
Social ecology
Termination stage
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Introduction

While occupational therapy theories frequently focus on

the adaptation and recovery of individuals, theories from

other disciplines often focus on behavior change and

prevention at the group, population, or societal levels.

Knowledge of occupational therapy theories and those

from other disciplines significantly enhances the reper-

toire of occupational therapists and occupational therapy

assistants involved in health promotion intervention.

Health promotion is described in detail in the American

Occupational Therapy Association’s (AOTA’s) official

statement on health promotion, Occupational Therapy
Services in the Promotion of Health and the Prevention
of Disease and Disability (AOTA, 2008). In this docu-

ment and earlier versions of this document, health pro-

motion is seen as a strategy to address health, wellbeing,

and occupational justice with individuals and groups as

well as other levels of society including, organizations,

communities, and governmental agencies.

Five theories and models from a variety of health

and social sciences are reviewed in this chapter as 

possible frameworks to supplement the use of occu-

pational therapy conceptual practice models in health

promotion practice: 

• Diffusion of Innovations Theory

• Health Belief Model (HBM)

• PRECEDE-PROCEED Model

• Social Ecological Model 

• Transtheoretical Model of Change (TTM) 

These theories are either from or were influenced by

communication studies, health education, health pro-

motion, public health, psychology, or social psychol-

ogy. Schematics and health promotion examples are 

included for each of these theories. 

Discussion length for each theory and example

varies based on the theory’s maturity and complexity.

In addition, the chapter also briefly introduces chaos

theory, which can contribute to the manner in which

occupational therapists and occupational therapy assis-

tants view balance and change in the development of

health promotion initiatives. The chapter ends with a

table that provides guidance in selecting theories

appropriate for supporting health promotion initiatives.

Health Behavior Theories: 
An Overview

The Occupational Therapy Practice Framework (AOTA,

2008) supports engagement in health promotion activi-

ties by occupational therapists and occupational therapy

assistants. Its language and philosophy help students 

and practitioners describe the relationships of health 

promotion initiatives to both the pattern of daily life and

the enhancement of health. The description of the con-

sultation process, education process, and advocacy, as

well as the examples of intervention approaches are par-

ticularly relevant. The Framework is an excellent starting

point but is not entirely sufficient to guide practice in this

area. In addition to the Framework’s language and occu-

pational therapy process description, a theory-based

foundation is also required to support development and

implementation of evidence-based interventions. 

In addition to occupational therapy theories and

conceptual practice models, those from other disci-

plines also can be useful tools in occupational therapy

health promotion. Health behavior theories are particu-

larly relevant and can be divided into two major types:

explanatory and change (NCI, 2005). Figure 3-1 shows

the relationship between these types of health behavior

theories. Explanatory theory, also referred to as theory
of the problem, seeks to discover why a health condi-

tion exists and to identify modifiable factors (e.g.,

access to resources, attitudes, knowledge, self-efficacy).

The Health Belief Model, discussed later in this 

chapter, is an example of explanatory theory. Change

theory, also known as theory of action, is useful to

direct decision-making around program interventions.

Diffusion of Innovation, which is also described in this

chapter, is an example of this type of theory.

Health behavior theories can also be classified

according to their potential target: individuals, groups,

or communities. Table 3-1 identifies and classifies the

most prominent health behavior models currently

applied in the United States (NCI, 2005).  They are cat-

egorized as addressing health issues at the individual

level, the interpersonal level, or the community level. 

A selection of these models will be described in the 

Chapter 3 Health Behavior Frameworks for Health Promotion Practice 47

Figure 3-1 Using explanatory theory and change theory to plan
and evaluate programs.

From Figure 1 in Theory at a glance (2d ed., p. 6), by National Cancer Institute,
2005, Bethesda, MD: U.S. National Institutes of Health.

Explanatory 
Theory

Why?
What can

be changed?

Problem
Behavior

or 
Situation

Evaluation

Planning

Change Theory

Which strategies?
Which messages?
Assumptions about

how a program
should work
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Table 3–1 Summary of Theories

Theory Focus Key Concepts

Individual Level

Interpersonal Level

Community Level

Health Belief Model

Stages of Change Model

Social Cognitive Theory

Community

Organization

Diffusion of Innovations

Communication Theory

Individuals’ perceptions of
the threat posed by a
health problem, the bene-
fits of avoiding the threat,
and factors influencing the
decision to act

Individuals’ motivation and
readiness to change a
problem behavior

Personal factors, environ-
mental factors, and human
behavior exert influence on
each other

Community-driven 
approaches to assessing
and solving health and 
social problems

How new ideas, products,
and practices spread within
a society or from one soci-
ety to another

How different types of
communication affect
health behavior

Perceived susceptibility

Perceived severity

Perceived benefits

Perceived barriers

Cues to action

Self-efficacy

Precontemplation

Contemplation

Decision

Action

Maintenance

Reciprocal determinism

Behavioral capability

Expectations

Self-efficacy

Observational learning

Reinforcements

Empowerment

Community capacity

Participation

Relevance

Issue selection

Critical consciousness

Relative advantage

Compatibility

Complexity

Trialability

Observability

Media agenda setting

Public agenda setting

Policy agenda setting

Problem identification, definition

Framing

From Table 11 in Theory at a glance (2d ed., p. 45), by National Cancer Institute, 2005, Bethesda, MD: U.S. National Institutes of Health.
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following section, which includes those addressing

individual health behavior as well as group and com-

munity models of health behavior change (Glanz,

Rimer, & Lewis, 2005; NCI, 2005). Those not selected

are also potentially useful theories for occupational

therapists. A good initial resource for the reader to

acquaint themselves with these other models is the NCI

publication Theory at a Glance (2005), available at

http://www.cancer.gov/theory.pdf. 

Two of the five models to be described in detail 

are the Health Belief Model (Rosenstock, 1974; Rosen-

stock, Strecher, & Becker, 1994) and Prochaska and

DiClemente’s Transtheoretical Model (1982, 1983, 1992).

Both are examples of widely researched individual or

intrapersonal health behavior models. The Health Belief

Model (HBM) examines the precursors of health behav-

ior. The Transtheoretical Model (TTM), also identified

as the Stages of Change Model by the NCI, explains the

various stages people experience as they seek to change

and maintain behaviors to maximize health and wellbe-

ing (DiClemente et al., 1991; McKenzie, Neiger, &

Smeltzer, 2005). Diffusion of Innovations, identified in

Table 3-1, is a community-level theory.

The remaining theoretical frameworks of health

behavior change to be described include the PRECEDE-

PROCEED Model (designed for program planning 

and evaluation) and the Social Ecology Model. These

models and theories are most applicable to multilevel

health promotion interventions that address the health

needs of communities rather than individuals. In addi-

tion to these theories from the health and social science

literature, a theory from the physical sciences that will

be described, chaos theory, may prove beneficial in 

supporting health promotion practice. To date, this 

theory has not been extensively discussed in the health

promotion literature; however, the authors believe 

it has significant potential for application in health 

promotion. 

Diffusion of Innovations: 
An Overview
The Diffusion of Innovations Theory was originally

developed to describe the manner in which individuals

adopt new products or behaviors. The theory has been

applied extensively to marketing and communications

research, to public health, and to education research.

Diffusion research has been supported by “an invisible

college,” an “informal network of researchers who

form around an intellectual paradigm to study a com-

mon topic” (Rogers, 1995, p. 44). 

Rogers, a communications scholar who has written

a series of books on the subject, defined diffusion as

“the process by which an innovation is communicated

through certain channels over time among members of

a social system” (1995, p. 5). Although some researchers

consider diffusion only as the spontaneous spread of an

idea or product, Rogers used the term to describe both

the planned and unplanned spread of innovations. His

use of the term innovation applies to “an idea, practice,

or object that is perceived as new by an individual or

other unit of adoption” (Rogers, 2003, p. 12). The

actual age of the innovation is irrelevant; it is the per-

ception of newness that characterizes an innovation.

For example, health promotion has been linked with

occupation and occupational therapy from the incep-

tion of the profession (Reitz, 1992) but as of yet has not

been fully diffused into the profession.

Simply introducing a new construct, idea, or prac-

tice does not guarantee change. If that were the case,

clients would make appropriate changes in their lives

by merely being told of the value of healthy behav-

iors. There are characteristics of the innovation, 

the adopter, and the organization that combine to

affect the likelihood and rate of adoption (Rogers,

1995). The four elements of the theory are detailed in

Table 3-2.

Chapter 3 Health Behavior Frameworks for Health Promotion Practice 49

Table 3–2 Concepts in Diffusion of Innovations

Concept Definition

Innovation An idea, object, or practice that is thought to be new by an individual, organization,
or community

Communication channels The means of transmitting the new idea from one person to another

Social system A group of individuals who together adopt the innovation

Time How long it takes to adopt the innovation

From Theory at a glance (2d ed., p. 27), by National Cancer Institute, 2005, Bethesda, MD: National Institutes of Health.
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Individuals, organizations, and social systems can

be categorized according to their openness to adopt

innovations and the communication channels they use

to learn of new ideas. Innovators, the most daring of

all adopters, usually get ideas from sources outside

their communities and put those ideas into use on a

local level. Because they are “ahead of their time,”

they are not considered to be leaders among the major-

ity. The early adopters are more widely known and

respected as opinion leaders. They serve as role mod-

els to those within the community and can influence

adoption by raising awareness and persuading others

to try the innovation. The early majority adopters

value the opinions of the early adopters. They are

likely to have a wide circle of local peers but are not

seen as leaders. Because the early majority adopt just

before the skeptical late majority, they provide an

important connection in the diffusion process. The late

majority are persuaded by system norms and moti-

vated by peer pressure. Laggards are the last members

of the social system to adopt. They are the most tradi-

tional of the adopters and can least afford the risk 

of trying something new (Rogers, 1995). Figure 3-2

displays the typical dispersion of a social system’s

members to these five categories; this dispersion

resembles the normal frequency distribution.

Phases of Diffusion
The action of diffusion is phased over time, first raising

awareness in the knowledge stage, then forming an

opinion in the persuasion stage, moving to the decision

to adopt or reject implementation of the innovation,

and finally confirmation, when reinforcement for the

adoption decision is needed. When enough individuals

have adopted an innovation, its diffusion becomes self-

sustaining (Rogers, 1995). Rogers illustrated this as the

typical S-shaped curve of adoption, which was based
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Figure 3-3 The standard technology adoption S-curve.

From Structured approaches to managing change, by M. C. Paulk, 1999, 
Pittsburgh, PA: Carnegie Mellon University. Copyright © 1999 by Carnegie 
Mellon University. Reprinted with permission.

on the original idea of Tarde, a French social psychol-

ogist in the early 1900s (Rogers, 2003). 

The curve starts slowly as innovative members of

the social system adopt the innovation, then rises

steeply as the early adopters spread news of the inno-

vation’s acceptance through the early majority’s inter-

personal networks. After the innovation has become the

standard practice, the curve tapers off, as there are few

individuals remaining who have not incorporated the

innovation within their practice.

Figure 3-3 displays the standard S-curve of adoption

for a new technology (Paulk, 1999). As mentioned ear-

lier, while health promotion has been associated with

the occupational therapy profession since its inception,

it has only recently approached the level of confirma-

tion. Figure 3-4 depicts the S-curve of adoption for
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health promotion practice within the occupational 

therapy profession. Innovators and early adoptors of

health promotion within the profession are identified.

Ely (1990, p. 298) described eight conditions that

facilitate the adoption, implementation, and institution-

alization of educational innovations: 

• Dissatisfaction with the status quo

• Knowledge and skills

• Resources

• Time

• Rewards

• Participation

• Commitment

• Leadership 

One of the first prompts to change comes from dis-

satisfaction with the current situation or the way in

which things are done. It may result from a problem that

cannot be solved with currently available methods. The

greater the dissatisfaction, the more likely a person or

organization is to implement an innovation or change.

In order for an innovation to be implemented effectively,

the persons involved must possess adequate knowledge

and skills. If there is desire but knowledge and skills are

lacking, then successful implementation is unlikely. 

In-services, tutorials, and formal education are all

strategies that can facilitate proper implementation.

Resources, including time, are essential elements for

implementation. Needed tools and materials should be

readily available, and personnel resources must be ade-

quate. Those responsible for implementing innovations

must have sufficient time “to learn, adapt, integrate, and

reflect on what they are doing” (Ely, 1990, p. 299).

Blocks of time should be set aside and designated

specifically for tasks associated with implementation.

Incentives and rewards for those who adopt an

innovation facilitate successful implementation.

Change is often an uncomfortable prospect, so suffi-

cient cause for change must exist, as well as an

expectation that participation in the implementation

will result in positive outcomes for those involved.

Individuals deem different incentives and rewards

desirable, so it is important to ascertain which incen-

tives/rewards will be most effective. Involving imple-

menters in planning and decision-making facilitates

implementation. Communication is vital to theef-

fort’s success. It is imperative that “each person feels

that he or she has had an opportunity to comment on

innovations that will directly affect his or her work”

(Ely, 1990, p. 300). 

Stakeholder endorsement of the innovation enhances

the likelihood of implementation. Opinion leaders can

have a profound effect on outcomes. Commitment from

superiors indicates support, which promotes confidence

in those who are empowered to incorporate the innova-

tion into practice. Easily identifiable leadership is another

important element. Leaders encourage, inspire, and sup-

port others in their implementation attempts. They must

ensure that the necessary materials and training are pro-

vided and are available for consultation should a problem

occur (Ely, 1990).

Ely (1990) suggested that these conditions be

assessed before implementation is attempted. However,

he cautioned that although “most of the conditions will

apply most of the time” (p. 303), cross-cultural com-

parisons indicate some variations; therefore, adaptation

to specific situations may be necessary. Maximizing as

many conditions as possible before and during the

adoption process will increase implementation effec-

tiveness: “The conditions can be used as a screening
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Figure 3-4 Adoption of health promotion in occupational therapy S-curve.
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tool to identify potential problems, but they cannot be

specific in determining the exact causes of the prob-

lems” (Ely, 1990, p. 303).

Diffusion of Innovations: Applicability to
Health Promotion in Occupational Therapy 
Although a limited amount of literature exists dis-

cussing the use of Rogers’s work in health promotion,

examples are available. Buller and colleagues (2005)

used the Diffusion of Innovations Theory to develop

and disseminate a sun-protection program for outdoor

employees in ski areas. Other researchers compared 

tuberculosis (TB) therapy completion rates among jail

inmates after their release (White et al., 2005). Compli-

ance rates obtained through a clinical trial were com-

pared to those achieved from repeating the innovation

in the real day-to-day world of a county jail. In the clin-

ical trial, the individuals providing the training did not

have additional duties beyond providing the TB educa-

tion and research. However, in the comparison group,

the TB education protocol was added to the routine job

duties performed by jail discharge planners. This

resulted in the training being provided in a shorter

timeframe and in a different setting (i.e., a private quiet

room for the clinical trial versus “talking through the

bars” in the real-world implementation). 

Although this study highlights the difficulties in trans-

lating evidence-based practice from the clinical trial 

environment to the realities of real-time service delivery,

it demonstrated that the Diffusion of Innovations Theory

may be a helpful tool for researching the impact of dis-

semination approaches on health promotion programs.

The literature supports the use of the Diffusion of 

Innovation Theory, which has been identified as one of

the few frequently used theories to support theory-

driven health promotion program initiatives (Kegler,

Crosby, & DiClemente, 2002). By using the character-

istics of innovation, the success of programs aimed at

encouraging the adoption of a new health behavior can

be increased (NCI, 2005). In addition, the Diffusion of

Innovations Theory has been identified as promising for

use in disseminating new health promotion strategies or

programs (NCI, 2005; Oldenburg & Parcel, 2002). 

As with any theory discussed in this chapter, oppor-

tunities exist for further development and research to

enhance strength and applicability. While descriptions

of program development based on this theory are

available, research comparing the efficacy and expense

of various dissemination strategies remains underrep-

resented in the health promotion literature. This situa-

tion may be due to the need for different research

strategies and measurement tools when studying the

dissemination process than those traditionally used in

program effectiveness studies (Oldenburg & Parcel,

2002). Another concern is that the theory provides

minimal guidance on how to accomplish dissemina-

tion of innovative health promotion actions through

such strategies as interpersonal influence at the com-

munity level (Kennedy & Crosby, 2002). The impact

of context on the dissemination process is an addi-

tional challenge and is an area for needed research

(Oldenburg & Parcel, 2002). Occupational therapists

and occupational therapy assistants, with their exper-

tise and knowledge of context and human perfor-

mance, are in a position to enhance research efforts in

this area.

Despite its limitations, the Diffusion of Innovation

Theory has the potential to maximize success in the dis-

semination of broad, multilevel health promotion com-

munitywide programming (Oldenburg & Parcel, 2002).

The ultimate success of these efforts will be demon-

strated in health outcomes that are linked to the

achievement of national health objectives, such as

Healthy People 2010: Understanding and Improving
Health (U.S. Department of Health and Human Ser-

vices [USDHHS], 2000).  The Diffusion of Innovation

Theory exhibits potential for use in implementing or

replicating health promotion programs, including those

that are occupation-based, such as that described in the

following example.

Diffusion of Innovations: 
Health Promotion Example
An occupational therapist wanted to implement a pro-

gram modeled after the Well Elderly Study, developed

by University of Southern California (USC) faculty

(Mandel, Jackson, Zemke, Nelson, & Clark, 1999), in

the assisted-living facility in which she works. She rec-

ognized that the residents’ participation in occupations

was limited. As a result, their occupational perfor-

mance was deteriorating (dissatisfaction with the status

quo). This deterioration has impacted the residents and

the other facility staff, since they are being required to

provide more and more care for the residents as their

abilities decline. The occupational therapist had heard

of the USC program but did not know how to imple-

ment it, so she began by immersing herself in the pro-

fessional literature and contacting therapists who have

implemented the program (knowledge and skills). 

When the occupational therapist felt comfortable

with her knowledge level, she met with the facility

director to present a program proposal. The director

was excited about the idea and gave the occupational

therapist permission to proceed. In addition, the direc-

tor agreed to provide the resources needed to imple-

ment the program (commitment). The occupational

therapist organized an in-service for the staff, provided

information about the program (knowledge and skills),
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and requested input from the staff regarding implemen-

tation. Staff members asked numerous questions and 

provided strategies to overcome barriers to implemen-

tation (participation). 

It became obvious to the occupational therapist that

the staff’s complete cooperation and assistance would be

required. It was decided that the staff needed more train-

ing to increase the likelihood of successful implementa-

tion. The facility director agreed to pay the employees

for participating in the additional training (incentives

and time). The occupational therapist identified “team

leaders” to participate in the training and then train the

staff on their respective teams (leadership). Equipment,

materials, and supplies were acquired, and the environ-

ment was modified to support the program (resources).

Now the conditions are optimized to begin implementing

a program tailored to maximize the wellbeing of the 

facility’s residents.

Health Belief Model: 
An Overview 

The Health Belief Model (HBM) was originally devel-

oped by social psychologists Hochbaum, Kegeles, 

Leventhal, and Rosenstock to explain preventive

health behaviors (Rosenstock, 1974). Within a short

time, it was adapted to study sick role (Becker, 1974)

and illness behavior (Kirscht, 1974). According to

Rosenstock, the model is based on Lewin’s aspiration

model, which is a special case of Lewin’s well-known

field theory (Maiman & Becker, 1974). Lewin’s work

provided two underlying perspectives of the model:

the phenomenological orientation and the ahistorical

perspective. According to Rosenstock, the founders 

of the HBM all agreed upon a phenomenological orien-

tation where the individual’s perceptions of self and 

the environment determine health behavior, not the

actual environment. Their ahistorical perspective

focuses attention on the current dynamics affecting an

individual’s behavior, not on past history or prior

experiences, except if it directly relates to the current

issue (Rosenstock, 1974).

The HBM describes the relationships between a

person’s beliefs about health and his or her health-

specific behaviors. The beliefs that mediate health

behavior, according to the original model, include

perceived susceptibility, perceived severity, per-

ceived benefits, and perceived barriers (Rosenstock,

1966, 1974). Perceived susceptibility is the individ-

ual’s impression of their risk of contracting a disease

or illness. Once a health condition exists, perceived 

susceptibility expands to include perceived resus-

ceptibility, perceptions regarding the belief in diag-

nosis accuracy, and acceptance of the diagnosis

(Becker, 1974; Rosenstock et al., 1994). Perceived
severity refers to a person’s convictions regarding the

degree of seriousness of a given health problem. Per-
ceived benefits are a person’s beliefs regarding the

availability and effectiveness of a variety of possible

actions in reducing the threat of illness. Perceived
barriers are the costs or negative aspects associated

with engaging in a specific health behavior. These bar-

riers can include fear of pain, inconvenience of seeking

care, and expense (Rosenstock, 1966). Content Box 3-1

identifies a variety of barriers to health promotion,

including perceived barriers and systems-level barriers

to care. Cues to action are defined as instigating events

that stimulatethe initiation of behavior. These cues may

be internal, such as perceptions of pain, or external,

such as a famous person beginning an exercise plan or

being diagnosed with breast cancer.

According to the model, in order for a person 

to take action to avoid illness, the positive forces 

must outweigh the negative forces. If an individual 

believes that

1. he or she is personally susceptible to the disease

or illness; 

2. the occurrence of the health problem is severe

enough to negatively impact his or her life; 

3. taking specific actions would have beneficial

effects; 

4. the barriers to such action do not overwhelm

the benefits; and 

5. the individual is exposed to cues for action,

then it is likely that the health behavior will 

occur (Rosenstock, 1974). 

Rosenstock (1966, 1974) hypothesized that the 

required intensity of the cue to action could vary 

depending upon the strength of the perceived threat.

Thus, if someone already felt a high level of perceived

threat when riding a bicycle without a helmet, a bike

safety poster on a passing bus may be a sufficient cue

to purchase and wear a bike helmet. However, for

someone else with a lower degree of perceived threat,

the cue to action may need to be stronger, such as 

their biking buddy taking a spill and receiving a mild

concussion. 

Perceived threat, which encompasses perceived 

susceptibility, has been suggested as an important first

cognitive step in the health-action link described by

this model (Rosenstock et al., 1994). However, in

addition to perceived threat, a person needs to believe

that they have the resources to address that threat 

before they take action. In order to maximize the like-

lihood of one’s engagement in a health behavior, the

individual must simultaneously 
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• achieve a sufficient level of motivation to examine

the health issue; 

• feel enough of a perceived threat to trigger action;

• decide that the health benefits outweigh the cost

and efforts to overcome the perceived barriers,

which can include self-efficacy (McKenzie 

et al., 2005).

Figure 3-5 presents a schematic representation 

of the HBM with a new placement of the perceived

susceptibility construct and the addition of self-

efficacy. Self-efficacy refers to a person’s beliefs

about their “ability to coordinate skills and abilities to

attain desired goals in particular domains and circum-

stances” (Maddux, 2005, p. 278). These beliefs develop

through interaction with the environment during 

one’s lifetime and are specific to particular skill sets

and goals.

Health Belief Model: Applicability to Health
Promotion in Occupational Therapy
The HBM is one of the most widely studied and used

frameworks for health behavior change (McKenzie 

et al., 2005). It has been used to study and address 

a wide array of health topics within varied popula-

tions, including alcoholism (Bardsley & Beckman,

1988), compliance with a diabetes regimen (Becker

& Janz, 1985), exercise participation following

myocardial infarction (Al-Ali & Haddad, 2004),

medication compliance among psychiatric outpa-

tients (Kelly, Mamon, & Scott, 1987), and compli-

ance with home exercise programs (Chen, Neufeld,

Feely, & Skinner, 1999). As the aforementioned

examples indicate, the HBM often focuses on health

behaviors following the onset of a health condition. It

also can be used as a tool for prevention. Examples of

such use include breast self-examination (Champion,

1985), testicular self-examination (Reno, 1988), 

contraceptive behavior (Herold, 1983; Hester & 

Macrina, 1985), and, more recently, the health promo-

tion needs of young families (Roden, 2004a, 2004b),

prostate cancer detection (Kleier, 2004), osteoporosis

prevention (Cline & Worley, 2006; Turner, Hunt,

DiBrezzo, & Jones, 2004), and physical activity 

participation (Centers for Disease Control and Pre-

vention [CDC], 1999; Juniper, Oman, Hamm, &

Kerby, 2004).

Research on the model as a whole has been lim-

ited; more attention has been given to examining its

various constructs in isolation. In addition, the model’s

predictive value is in question (Kegeles & Lund,

1982). Although the constructs are fairly well

defined, the causal associations among the variables

and the reasons why particular factors are more

important in one population than another require fur-

ther study. Also of concern is the limited research

conducted to determine the validity of the HBM for

use with women from nonwhite cultural backgrounds

(McAllister & Farquhar, 1992). 
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Content Box 3-1

Examples of Possible Barriers to
Health Promotion Services or Actions
• System Barriers

• Fragmentation of services
• Complex systems

• Time
• Travel time
• Waiting time at appointment
• Waiting interval for appointment

• Distance
• Transportation
• Cost

• Cost of services
• Inadequate insurance coverage
• Transportation/parking

• Availability of Services
• Limited office hours
• Health-care provider shortages

• Organization of Services
• Lack of primary providers
• Lack of case managers
• Lack of continuum of care

• Discrimination
• Race
• Sex
• Geography (i.e., rural populations)
• Social status
• Age

• Stigma
• Provider-Consumer Relationships

• Lack of expertise
• Short encounters

• Demographic Factors
• Education
• Low income
• Age

• Attitudes
• Lack of interest in health promotion
• Fear or anxiety
• Skepticism

• Knowledge
• Effort
• Cultural Factors

• Preference for folk medicine
• Naiveté
• Language

• Family Characteristics
• Complexity of family
• Family size
• Prior negative experience

Adapted from “Barriers: A critical review of recent literature,” by K. A.

Melnyk, 2005, Nursing Research, 37(4), 196–201. 
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Due to concerns regarding the constructs and their

failure to translate to a wellness approach for use 

with families, Roden revised the HBM (2004a, 2004b).

Two constructs—perceived behavioral control (PBC) and

behavioral intention—were added from Ajzen’s theory of

planned behavior (1985). In addition to including these

constructs, the revised model also diminishes the influ-

ence of perceived threat, perceived seriousness, and 

perceived susceptibility by subsuming these constructs

under PBC and the perceived notion of health. Cues to

action have been reframed to assist in the model’s reori-

entation to a health promotion perspective versus an 

illness-prevention focus; this reframing was accom-

plished through a link to the notion of perceived health

instead of the previous link to the perceived threat of dis-

ease (Roden, 2004b).  

The preceding concerns provide opportunities for

future research. If these concerns are addressed, both

the HBM and Roden’s revised model for families

(2004a, 2004b) have much to offer health promotion

program development and can be used in conjunction

with occupation-based theories. The NCI (2005) rec-

ommended this model for use with health promotion

interventions or research that addresses health motiva-

tion where the individual or group has a sufficient level

of perceived susceptibility. If an individual or group

does not feel they are at risk, this model will not be as

likely to promote health behavior change. Since the

HBM has been both used and published by a variety of

health disciplines (Reitz, 1990), it has good potential

for use by interdisciplinary teams. The following 

example describes such an approach.

Health Belief Model: Health Promotion 
Example
This health promotion example is hypothetical, as 

actual HBM examples within occupational therapy are

limited (Chen et al., 1999; Kielhofner & Nelson, 1983;

Reitz, 1990) and are focused primarily on compliance

with rehabilitation rather than health promotion program

development. In addition to this example, one of the

author’s real-life applications of the HBM’s constructs

and principles is described elsewhere in this text. This

example, although fictitious, is based on knowledge of

rural health issues and culture gained through partici-

pation in a series of federally supported interdiscipli-

nary health promotion activities conducted in western

Maryland (Fertman, Dotson, Mazzocco, & Reitz, 2005).

These activities were part of a project supported by

funds from USDHHS, Health Resources and Services

Administration, Bureau of Health Professions, and 

the Quentin N. Burdick Program for Rural Interdisci-

plinary Training, and were directed by the Western 

Maryland Area Health Education Center in collabora-

tion with various universities.

Recently, the dominant hand of Ashwood County’s

star high school football quarterback was amputated by

a piece of farm machinery. This accident acted as a cue

to action for the county health commissioner and the

football coach (who was also the health educator at the
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Figure 3-5 The Health Belief Model.

From Figure 1 “The Health Belief Model and HIV Risk Behavior Change” (p. 11), by I. M. Rosenstock, V. J. Strecher, & M. H. Becker, in Preventing AIDS: Theories and meth-

ods of behavioral interventions, R. J. DiClemente & J. L. Peterson (Eds.), 1994, New York: Plenum Press. Copyright © 1994 by Plenum Press. Reprinted with permission.

Perceived benefits of 
action (minus) 
Perceived barriers to 
action 
Perceived self-efficacy 
to perform action 

Expectations 

(e.g., education, age, 
sex, race, ethnicity) 

Sociodemographic  
Factors 

Media 
Personal influence 
Reminders 

Behavior to reduce threat 
based on expectations 

Cues to Action 

Perceived susceptibility 
(or acceptance of 
the diagnosis) 
Perceived severity of 
ill-health condition 

Threat 

Background Perceptions Action

1193_Ch03_046-069.qxd  6/8/09  5:39 PM  Page 55



county’s lone high school). The health commissioner

and coach invited various stakeholders, including 

farmers, school board members, and health providers,

to a meeting to design a campaign to address safety on

the farm. Two occupational therapists were invited to

attend; one works in the school system, and the second

works at the local hospital (the next closest hospital is

at least a 2-hour drive). At the first meeting, the county

health commissioner and coach, who are both familiar

with the HBM, suggested this model be used as an 

organizing framework for planning the campaign to

change the individual behaviors of farmers and their

families. The model was reviewed with farm safety

committee members. The occupational therapists, who

were knowledgeable of the model from their occupa-

tional therapy education, contributed to the discussion

of the model. As the meeting ended, the committee was

encouraged to prepare for the following meeting by

considering campaign ideas and specific ways in which

they can contribute. 

The two occupational therapists, both new to the

county, decided they must first seek prevalence data on

farm-related injuries and identify possible resources

prior to the next meeting. They decided to meet in 

2 days to compare notes. When they met, they dis-

cussed how farming has been identified as one of the

most dangerous occupations in a variety of countries,

including the United States, in terms of both death 

and injury (Thurston, Blundell-Gosselin, & Vollman,

2003). They also found that male farmers in Ireland

had poor health-protective behaviors, “with only 18%

reporting regular dental checks, 26% practicing skin

protection, and 29% taking regular exercise” (Hope,

Kelleher, Holmes, & Hennessy, 1999, p. 231). Farmers

in the United States were found to have higher rates 

of suicide than the general U.S. population, whereas

Canadian farmers’ suicide rate, with the exception of

Quebec, was at or below that of Canada’s general 

population. The supportive tradition of farming commu-

nities in Canada was identified as possibly acting as a

protective factor (Pickett et al., 2000). It was also noted

that stress was an ecological problem versus a problem

of individual farmers (Thurston, Blundell-Gosselin, &

Rose, 2003). This supported the occupational thera-

pists’ growing understanding of the need for a compre-

hensive, community-wide, population-based approach

to farmers’ wellbeing, which would be broader than

this particular event.

In addition to examining the literature, the occu-

pational therapists also reviewed Healthy People
2010 (USDHHS, 2000) and developed a list of

health objectives that may relate to farm safety

(Table 3-3). In addition, they located a free resource

from the NCI (2001), Making Health Communica-
tion Programs Work, which they ordered by calling

1-800-4CANCER.
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Data from Healthy People 2010: Understanding an improving health, by U.S. Department of Health and Human Services, 2000,

Washington, DC: Government Printing Office.

Table 3–3 Examples of Healthy People 2010 Objectives Linked to Farm-Related Injuries

Objective Number Objective

15-1 Reduce hospitalization for nonfatal head injuries.

15-2 Reduce hospitalization for nonfatal spinal cord injuries.

20-1 Reduce deaths from work-related injuries.

20-2 Reduce work-related injuries resulting in medical treatment, lost time from work, or 
restricted work injury. 

20-3 Reduce the rate of injury and illness cases involving days away from work due to
overexertion or repetitive motion.

20-8 Reduce occupational skin diseases or disorders among full-time workers.

20-11 (Developmental) Reduce new cases of work-related, noise-induced hearing loss.

24-3 Reduce hospital emergency department visits for asthma.

28-8 (Developmental) Reduce occupational eye injury.

28-16 (Developmental) Increase the use of appropriate ear-protection devices, equipment,
and practices.

28-18 (Developmental) Reduce adult hearing loss in the noise-exposed public.
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In both therapists’ work settings, they have seen 

evidence of farm injuries among parents and children

that mirrored what they found in the literature, even

though some of the data had been collected in Canada

(Thurston, Bundell-Gosselin, & Vollman, 2003). The

top three reasons for male farmers to seek medical care

included eye injuries, back injuries, and skin problems.

For women, the top two reasons to seek medical care

were similar to the men’s, but the third was general

muscle and joint injuries (Thurston, Bundell-Gosselin,

& Vollman, 2003). Results of a survey among Arkansas

farmworkers who were still in high school indicated the

most common injuries were caused by cuts, falling,

lifting, and animal kicks and bites. Potentially danger-

ous activities this group frequently engaged in included

“use of chainsaws and firearms, handling or feeding

large animals, loading equipment, riding on tractors,

and—perhaps most significantly—operating all-terrain

vehicles” (Hogge, 2002, ¶ 10).

Based on the data gathered, the therapists brain-

stormed to help identify their role on the committee

and arrived at three feasible contributions:

1. Create or adapt ready-to-use occupation-based

activities to increase perceived threat, while 

increasing perceived self-efficacy of engage-

ment in farm safety by farm families.

2. Investigate funding sources to provide seed

money for the committee’s work.

3. Develop outcome measures to evaluate the

campaign in collaboration with the university

in the next county.

The occupational therapists suggested a farm safety

rodeo, modeled after bicycle safety rodeos in which

they had participated during their childhood in subur-

ban environments. At first the idea was dismissed, but

after continued discussion and lack of an alternative

idea, the high school coach suggested the farm safety

rodeo to the homecoming parade organizers. Once the

committee members could set the proposed activity

within their cultural context, suggestions and modifi-

cations of the original idea ensued. Through time, the

event evolved into a combined health fair and tractor

rodeo. About 1 year after the original meeting, the

event was kicked off, beginning with the injured foot-

ball player describing his injury and rehabilitation to

the crowd. According to the HBM, this part of the 

program could become a cue to action for the atten-

dees and a means to increase perceived threat. Next,

mini-workshops were held to help the adults address

perceived susceptibility and the seriousness of farm 

injuries, as well as safety features, precautions, 

and equipment. This information was conveyed in a

workshop format to enhance adults’ perceptions of

self-efficacy. The Farm Family Safety and Health
Workshop Leader’s Guide (Indiana Rural Safety &

Health Council, n.d.b) was a helpful resource in the

workshop’s development.

Meanwhile, the children who were engaged in 

occupation-based activities that the occupational ther-

apists designed were assisted by high school students

working as part of their required volunteer hours. 

Previously, barriers to participation in health fairs had

been work commitments (since farming is often a 

7-days-per-week job) and lack of childcare. By linking

the health fair to a popular community event and 

removing the barrier of childcare, attendance was 

increased. The occupational therapists provided a vari-

ety of fun prevention-focused activities for the chil-

dren, including a driving course, complete with orange

cones for tricycles and bicycles, which was a minia-

ture version of the course the adults were using for the

tractors. Other activities included an obstacle course

that encouraged physical activities focusing on bal-

ance and coordination. Modeling the importance of

breaks when engaging in prolonged physical activity, a

quiet-time coloring activity was provided, using a

farm-safety coloring book available in Careful Coun-
try: Teacher’s Kit (Indiana Rural Safety & Health

Council, n.d.a).

Other committee members assisted with the rodeo

and parade activities and coordinated the distribution of

donations from businesses supported by the farmers

and county residents. A farm equipment distributor

provided safety goggles, lightweight sun-blocking

shirts, and hats. Other businesses contributed food or

goods, such as free samples of sunscreen and water

bottles. After the health fair and driving rodeo activi-

ties, everyone participated in the homecoming parade.

One month after the successful event, the commit-

tee reconvened. From discussions with participants,

including farmers, health providers, and other commit-

tee members, it was determined that a recommendation

would be made for an ongoing regional project to 

address health behavior change both at the individual

and community levels. Table 3-4 shows theories that

may be of assistance to the committee as they move

from the goal of changing individual farmers’ health

behaviors to engaging in a multicomponent, multilevel

effort. The next agreed upon step was to invite the 

regional Area Health Education Center (AHEC) staff to

seek their assistance (National AHEC Organization,

2005) in planning and seeking funding to support a

community capacity building initiative (Kretzmann &

McKnight, 1993). This initiative would be designed to

address multiple needs of farmers and their neighbors.

Community capacity building is described in detail

later in this text.

Chapter 3 Health Behavior Frameworks for Health Promotion Practice 57

1193_Ch03_046-069.qxd  6/8/09  5:39 PM  Page 57



PRECEDE-PROCEED Model: 
An Overview

The PRECEDE (predisposing, reinforcing, and enabling

constructs in educational diagnosis and evaluation)

Model was developed by Green, Kreuter, Deeds, and

Partridge (1980) and is a planning model for health 

education and community development. The inclusion

of an additional set of steps, called PROCEED (policy,

regulatory, and organizational constructions in educa-

tional and environmental development), was superim-

posed on the original model (Green & Kreuter, 1991) 

to promote program evaluation. Through the years, 

the originators have modified the model to keep pace

with trends in health promotion and public health. For

example, the language has been changed to better reflect

the collaborative process of working with communities

in order to determine community assets. More recently,

the model has emphasized the importance of genetics by

adding it to Phase 2—epidemiological assessment—and

reconfiguring the phases from nine to eight (Green &

Kreuter, 2005). Table 3-5 identifies the theoretical

underpinnings of this model.

The PRECEDE Model was designed to be readily

applicable across a variety of settings. It was intended

to provide structure and organization to health educa-

tion program planning and evaluation. Application of

this approach occurs in several phases and involves the

assessment of factors in four domains: social, epidemi-

ological, educational and ecological, and administra-

tive and policy (Green & Kreuter, 2005). It is unique in

that it begins with the desired outcome and works back-

ward, taking into account factors that must precede a

certain result.

Phase 1 of this model calls for a social assessment

and situational analysis (Green & Kreuter, 2005). An

analysis of the social problems that exist in a commu-

nity from the inhabitants’ point of view is a necessary

prerequisite when assessing quality of life in a target

population. The purpose of this phase is to ascertain

the relationship between a given health problem 

and the social conditions of the community. Phase 2,

the epidemiological, behavioral, and environmental

assessment, evaluates health problems associated with

the community’s quality of life through objective mea-

sures. The first step in this process is the collection of

data on vital indicators such as morbidity, mortality,

fertility, and disability to determine the greatest health

threats to the community (Green & Kreuter, 1999). 

The second step in Phase 2 is to examine the deter-

minants of health, specifically the genetic, behavioral,

and environmental factors that impact the health prob-

lems of interest to the population or community. The

ability to use genetic factors in health promotion 

planning is expected to improve as the field of applied

genetics evolves. “Behavior” was purposely placed
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Adapted from Theory at a glance (2d ed., p. 46), by National Cancer Institute, 2005, Bethesda, MD: National Institutes of Health.

Note: The last column was added by the authors.

Table 3-4 Using Theory to Plan Multilevel Interventions

Change Examples Ecological Useful Potential Occupational 

Strategies of Strategies Level Theories Therapy Theories

Educational Stages of EHP (Establish,

sessions Change or TTM Prevent, Alter)

Change People’s Interactive kiosks
Individual

Precaution Adoption MOHO
Behavior Process

Print brochures Health Belief Model OA

Social marketing Theory of Planned PEO
campaigns Behavior PEOP

Change the Media advocacy Communication Theory EHP (Prevent, Create)
Environment campaigns

Advocating Diffusion of Innovations MOHO
changes to Community Community Organizing PEO
company policy

PRECEDE-PROCEED PEOP

Social Ecological Theory
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between “genetics” and “environment” in the model,

as behaviors are needed to mitigate the influence of

the other two factors (Green & Kreuter, 2005). Mea-

sures of behavioral factors can include consumption

patterns, utilization rates of services, and self-care

patterns. In addition, environmental factors such as

access, affordability, and equity should be determined

when planning a health promotion initiative. Behav-

ioral and environmental indicators, rated high in 

importance and changeability, are usually selected as

targets for intervention (Green & Kreuter, 1999). 

In Phase 3, educational and ecological assessment,

the health-related behaviors and environmental indica-

tors identified in the previous stage, are differentiated

by three categories of influence: predisposing, reinforc-

ing, and enabling factors. Predisposing factors pro-

vide the motivation or rationale for the behavior—for

example, knowledge, attitudes, values, and beliefs. 

Enabling factors promote motivation and include per-

sonal skills and assets as well as community resources.

Predisposing and enabling factors are antecedent to the

health behavior and allow for the behavior to occur.

Reinforcing factors supply the reward or incentive of

a behavior that contributes to its maintenance. Each

group of factors is analyzed in terms of importance and

changeability, and priorities are established for the 

intervention. Based on the nature of the targets for inter-

vention, educational methodologies are selected (Green

& Kreuter, 1999).

The fourth and final phase of the PRECEDE process

is administrative and policy assessment and intervention

alignment (Green & Kreuter, 2005). This phase involves

an assessment of policies, regulations, and organiza-

tional factors that impact the implementation of health

promotion programs and the development of strategies

to effectively manage these influences. Examples

include assessment of budgetary implications, identifica-

tion and allocation of resources, defining the nature of any

cooperative agreements, and establishing a realistic inter-

vention timetable. Omission of this important step can

doom an otherwise viable intervention to failure. 

The PROCEED portion of the model begins with

Phase 5, implementation, and is followed by three 

additional phases (Green & Kreuter, 1999; 2005) that

focus on evaluation. Phase 6, process evaluation, 

occurs as the program unfolds and allows for changes 

to be made to address problems before they escalate.

Community reaction to the program as well as staff per-

formance would be included in this phase of the evalu-

ation. Impact evaluation is the focus of Phase 7 and

measures the immediate effect of the program on the

designated target behaviors. This includes examining the
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From Theory at a glance (2d ed., p. 42), by National Cancer Institute, 2005, Bethesda, MD: National Institutes of Health.

Table 3–5 Diagnostic Elements of PRECEDE-PROCEED

Planning Step Function Example of Relevent Theory

1. Social Assessment Assesses people’s views of their own Community organization
needs and quality of life Community building

2. Epidemiological Assessment Documents which health problems are Community-level theories (if the
most important for which groups in community helps to choose the
a community health problem that will be

addressed)

3. Behavioral/Environmental Identifies factors that contribute to Interpersonal theories
Assessment the health problem of interest • Social Cognitive Theory

Theories of organizational change
Community organization
Diffusion of innovations

4. Educational/Ecological Assessment Identifies preceding and reinforcing All three levels of change
factors that must be in place to initiate theories:
and sustain change • Individual

• Interpersonal
• Community

5. Administrative/Policy Assessment Identifies policies, resources, and Community-level theories:
circumstances in the program’s context • Community organization
that may help or hinder implementation • Organization change
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factors from Phase 3 (i.e., predisposing, enabling, and

reinforcing factors). Phase 8, the final phase, focuses on

outcome evaluation. In this phase, long-term changes to

health status and quality of life are measured. 

PRECEDE-PROCEED Model: Applicability
to Health Promotion in Occupational 
Therapy
The PRECEDE-PROCEED Model has been used in a

variety of settings with different populations, including 

• planning a pedestrian injury prevention program

for children (Howat, Jones, Hall, Cross, &

Stevenson, 1997);

• promoting bicycle helmet use among children

(Stanken, 2000);

• preventing computer work-related musculoskeletal

disorders (Wilkens, 2003);

• encouraging self-management of asthma among

families in Taiwan (Chiang, Huang, Yeh, & Lu,

2004);

• identifying factors related to repeat engagement

in mammography in underserved women

(Ahmed, Fort, Elzey, & Bailey, 2004);

• assessing fat intake of low-income mothers

(Chang, Brown, Nitzke, & Baumann, 2004);

• investigating physicians’ smoking-cessation coun-

seling (Tremblay et al., 2001); among others.

This list demonstrates use of this model across a 

variety of populations, health problems, and geo-

graphic settings. According to Green and Kreuter

(2005), 950 articles using the PRECEED-PROCEED

Model have been published. The authors believe the

current version of this model, with its educational and

ecological approach, is compatible with the aims of a

recent Institute of Medicine (2002) report on the future

of public health (Green & Kreuter, 2005). Although the

model has many opportunities for application, it is not

theoretical, as it does not describe the relationships

among the identified factors or variables (Parcel,

1984); therefore, it should be used as a planning model

rather than a theory to guide research. Nevertheless, it

is a potential tool for an interdisciplinary or community

team, which may include an occupational therapist or

an occupational therapy assistant, to use in addressing

a community health concern.

PRECEDE-PROCEED Model: 
Health Promotion Example
In order to describe the application of the PRECEDE-

PROCEED Model, we will revisit the story of the two

occupational therapists working in a rural farming

community. Although the health fair and tractor rodeo

were a success, the committee had identified the need

to look beyond their original goal of changing individ-

ual behaviors of farmers to a broader multilevel initia-

tive to include change directed at the environment

through such processes as advocacy and policy devel-

opment. The need to look beyond the individual farm-

ers to the broader ecological system was supported 

by the literature (Thurston, Blundell-Gosselin, &

Rose; 2003; Thurston, Blundell-Gosselin, & Vollman,

2003). After meeting with AHEC representatives, the

committee transformed into a coalition and sought

grant funding to complete a needs assessment using

the PRECEDE-PROCEED framework as a planning

tool. Working with the AHEC’s university partners,

funding was received to initiate the PRECEDE ele-

ments of the framework and then evaluated using the

PROCEED portion. 

Social Ecological Model 
of Health: An Overview

Ecology is a term used in the biological sciences to 

refer to the interrelationships and interactions between

organisms and their environments. Social ecology
refers to the “study of the influence of the social con-

text on behavior, including institutional and cultural

variables” (Sallis & Owen, 2002, p. 462). It “describes

how populations fit into a physical, economical, cul-

tural, and social environment that interacts with bio-

logical substrata” (Lemyre & Orpana, 2002, p. 1350).

Organisms and their environments are made up of

systems, which are organized in levels. The ontosys-
tem consists of the individual with his or her unique

physiological and psychological composition. Humans

develop and are socialized in a microsystem of family

and friends. This microsystem is embedded in a

mesosystem of community, school, work, and reli-

gious organizations. The macrosystem creates social

order through government, law, policy, and public 

services. Social ecology emphasizes the dynamic 

interaction and synergy among the various systems

and their components (Lemyre & Orpana, 2002). 

Ecological models of health propose that human

behavior is influenced by intrapersonal, physical 

environment, and sociocultural factors. Ecological

models focus on environmental causes of behavior

and environmental interventions for health promo-

tion. Environmental interventions occur on several 

levels and address intrapersonal, interpersonal, and

community-level issues. Moos (1980) identified four

categories of health-related environmental factors:

physical settings, organizational, human aggregate, and
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social climate. Physical settings refer to features of

both the natural and constructed environments. Organi-
zational factors refer to the nature, size, and structure

of community entities such as schools, hospitals, work-

sites, and places of worship, among others. The human
aggregate refers to the demographic and sociocultural

characteristics of people living in a particular area. 

Social climate refers to the norms, expectations, and

support of a given social milieu. Moos believed all

these factors impact health and health behaviors of 

individuals, families, and communities.

More recently, Stokols (1992, 1996) described four

social ecological principles related to health:

• Health is influenced by physical and social envi-

ronmental variables.

• Physical and social environments are multidimen-

sional.

• Interactions between humans and their environ-

ments occur at various levels of complexity 

(individuals, families, worksite, community, and

population levels). 

• Feedback is an essential feature of human-

environment interactions, with environments influ-

encing human behavior and humans influencing

the physical and social features of environments.

Stokols (1992) suggested a shift in emphasis from 

a focus exclusively on individual health habits and

lifestyles to a person-environment-interaction (ecologi-

cal) approach, combining both behavioral and environ-

mental strategies for health promotion. He advocated for

the development of health-promotive environments,

which enhance the physical, mental, emotional, and 

social wellbeing of individuals, families, and communi-

ties. A health-promotive environment is a milieu

(Stokols, 1992) that has the following features:

• injury-resistant, ergonomically sound design of

physical spaces; 

• nontoxic physical and social environments; 

• adequate social support networks;

• economic stability; 

• organizational flexibility and responsiveness; 

• balance between environmental controllability

and predictability and novelty and challenge;

• culturally meaningful aesthetic, symbolic, and

spiritual elements.

Environmental influences on health behavior can

occur on a small scale (e.g., in a specific situation) or

a larger scale across multiple life domains. Stokols

(1992) identified situations, settings, life domains, and

overall life situation as four levels of environmental

scale. Situations are “sequences of individual or group

activities occurring at a particular time and place”

(Stokols, 1992, p. 10), such as lunchtime at a middle

school or the impact of food availability on students’

eating patterns. Settings are “geographical locations in

which various personal or interpersonal situations

occur on a regular basis” (p. 10), such as worksites 

with excessive environmental stressors that impact the

workers’ physical and emotional wellbeing. Life

domains are “different spheres of a person’s life, such

as family, education, spiritual activities, recreation,

employment, and commuting” (p. 10). Family life sig-

nificantly impacts health. For example, the presence of

violence in the home has an extremely detrimental

effect on the wellbeing of family members. Finally,

overall life situation refers to “the major life domains

in which a person is involved during a particular

period of his or her life” (p. 10). This is the broadest

and most complex context in which to assess the phys-

ical and social environmental determinants of health

behavior.

Physical and social environments impact health in

several ways. Environments can serve as mediums for

disease transmission; for example, contamination of

food sources, airborne diseases, and the interpersonal

spread of contagions. In addition, the environment 

can act as a stressor; examples include overexposure 

to noise, interpersonal conflict, isolation, abrupt 

economic change, and organizational instability. The

environment is also a source of danger or safety. 

Dangerous environmental conditions include, but are

not limited to, natural disasters, pollution, crime, occu-

pational hazards, and interpersonal violence. The envi-

ronment can also function as an enabler of health

behavior through the installation of safety devices,

availability of health-care services, health education,

and cultural practices that promote health. Finally, the

environment provides health resources, such as clean

air and water, sanitation services, and health insurance

(Stokols, 1992). 

Social Ecological Model: Applicability to
Health Promotion in Occupational Therapy
Social ecological approaches to health promotion 

have been applied successfully to numerous health

problems, including obesity prevention (Egger &

Swinburn, 1997), physical activity (CDC, 1999; Sallis,

Bowman, & Prat, 1998), violence prevention (Riner &

Saywell, 2002), and substance abuse (Kumpfer &

Turner, 1990). Social ecological approaches to health

promotion have several core characteristics. They tar-

get individual and environmental aspects of health

behavior and implement multiple intervention strate-

gies across a variety of settings to address a range of
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community health problems. Health interventions that

neglect social and physical contextual factors tend to

demonstrate high levels of attrition and relapse. Pro-

grams based on social ecological principles promote

healthy lifestyles by creating supportive environments

(Stokols, Allen, & Bellingham, 1996). Table 3-6 iden-

tifies the key concepts of this approach.

Social Ecological Model: Health Promotion
Example
The Child and Adolescent Trial for Cardiovascular

Health (CATCH) project is an excellent example of a

health promotion intervention based on social ecologi-

cal principles. The CATCH project was developed to

address risk factors for cardiovascular disease, includ-

ing serum cholesterol, blood pressure, fat and sodium

intake, physical activity, and tobacco use. Consistent

with the social ecological principle of multilevel inter-

vention strategies, CATCH employs approaches that

target individual behavior, family involvement, class-

room curricula, and school policies. The CATCH project

addresses multiple life contexts and their influence on

health, and it achieves its outcome of individual behavior

change both directly, through increasing children’s and

teens’ health knowledge, and indirectly, through

parental influence and school policies (Grzywacz &

Fuqua, 2000; Luepker et al., 1996).

The intervention was evaluated using a random-

ized controlled trial with 56 intervention and 400

control elementary schools. Over 5000 third graders

from four states participated in the 3-year project.

The CATCH intervention demonstrated efficacy in

reducing fat content of school lunches, increasing 

duration of physical activity in physical education

classes, and improving overall nutritional intake and

physical activity behaviors among children (Luepker

et al., 1996).

Transtheoretical Model: 
An Overview

This model is also referred to as the Stages of Change
Model (NCI, 2001, 2005). The Transtheoretical Model

(TTM) was originated in the late 1970s and early 1980s.

It is a complex model consisting of stages and processes

of change (DiClemente et al., 1991; Prochaska & 

DiClemente, 1982, 1983, 1992). Prochaska, Norcross,

and DiClemente (1994) identify the stages of change as:

precontemplation, contemplation, preparation, action,

maintenance, and termination. The precontemplation
stage refers to the individual’s inability to identify that

they have a problem and as a result, they have no inten-

tion of changing their behavior. In the contemplation
stage, the individual can identify and acknowledge a

problem. They try to understand the problem and are

motivated to do something to remedy the problem. 

The preparation stage is characterized by planning 

for change, acquiring needed resources to facilitate

behavior change, and making public statements about

one’s intention to change. The action stage involves

overtly changing one’s behavior, and modifying the

environment in such a way as to facilitate and maintain

the change. The action stage requires a great deal of
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From Theory at a glance (2d ed., p. 11), by National Cancer Institute, 2005, Bethesda, MD: National Institutes of Health.

Table 3–6 An Ecological Perspective: Levels of Influence

Concept Definition

Intrapersonal Level Individual characteristics that influence behavior, such as knowledge, attitudes,
beliefs, and personality traits

Interpersonal Level Interpersonal processes and primary groups, including family, friends, and peers
that provide social identity, support, and role definition

Community Level

Rules, regulations, policies, and informal structures, which may constrain or pro-
mote recommended behaviors

Community factors Social networks and norms, or standards, which exist as formal or informal among
individuals, groups, and organizations

Public policy Local, state, and federal policies and laws that regulate or support healthy actions
and practices for disease prevention, early detection, control, and management

Institutional factors
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time, energy, and commitment. The maintenance
stage is a long, ongoing process of recommitment to

sustaining the behavior change. It is frequently the

most challenging stage in the change process. The 

termination stage, the ultimate goal of the change 

cycle, occurs when the behavior change is so well 

integrated that there is minimal chance of relapse (Pro-

chaska, Norcross, & DiClemente, 1994). Figure 3-6

displays the relationship between the various stages,

while Figure 3-7 depicts the relationships between the

stages and processes. 

As can be seen from these figures, together with

constructs from the HBM, for a young man to con-

template a testicular self-examination (TSE), he must

first feel threatened by being at risk for or susceptible

to testicular cancer. In addition, he would need to

believe it would be a serious matter to be diagnosed

with testicular cancer. Once this realization occurs,

he moves from the stage of precontemplation of

action to contemplation. Cues to action can be instru-

mental in increasing perceived susceptibility through

raising consciousness. Examples of cues to action

include

• receiving information on the prevalence of testicular

cancer during a health class;

• seeing a poster in the gym locker room; or

• being provided with a shower card depicting TSE.

The continued presence of a cue to action, such as a

shower card, encourages self-reevaluation and facili-

tates movement from contemplation to preparation. In

addition, increased knowledge about the benefits of

early testicular cancer diagnosis through these targeted

behaviors would favorably impact the man’s beliefs 

regarding outcome expectations. More positive beliefs

regarding these practices may, in turn, act as a stimulus

to move from contemplation to preparation. 

Continued movement toward engagement in the 

desired behavior will be influenced by the ongoing

presence of cues to action and self-efficacy (e.g.,

belief in ability to successfully perform TSE) and by

an ability to complete self-liberating tasks by con-

fronting any remaining interpersonal barriers to per-

forming TSE (e.g., dislike of touching his testicles).

As an individual moves from the preparation stage to

action, barriers can have a significant impact on fur-

ther progress. If these barriers are removed, the indi-

vidual can proceed to engagement in the behavior and

realize its benefits (e.g., feeling relief from an absence

of lumps and increased self-esteem for taking care of

his health needs). Continued exposure to social sup-

port (i.e., helping relationships), shower cards, and

mass media campaigns will facilitate maintenance of

this behavior.
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Figure 3-6 A spiral model of the the Stages of Change.

From “In search of how people change: Applications of addictive beaviors” by 
J. O. Prochaska, C. C. DiClemente, & J. C. Norcross, 1992, American 

Psychologist, 47(9), 1102–14.
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Transtheoretical Model: Applicability to
Health Promotion in Occupational Therapy
Although this model has rarely been discussed in 

the occupational therapy health promotion literature, it 

recently has been discussed in terms of applicability 

to chronic pain management (Southam, 2005) and 

substance abuse (Moyers & Stoffel, 1999; Stoffel &

Moyers, 2005). Beyond occupational therapy, it has

been used widely in efforts to encourage and maintain

health behaviors such as smoking cessation (NCI, 2005),

mammography screening, dietary behaviors, medication

compliance, sun exposure avoidance, unplanned preg-

nancy prevention, reduction or elimination of addictive

behaviors (Prochaska, Redding, & Evers, 2002), and

physical activity (CDC, 1999; Griffin-Blake & DeJoy,

2006). According to McKenzie and colleagues (2005),

the TTM has been useful for health promotion develop-

ers in two key ways:

• It emphasizes that not all individuals are ready for

change “right now,” regardless if the program is

available.

• It encourages the development of programs to 

assist individuals to prepare for change.

The NCI (2001, 2005) included this model in a list

of theories to consider when addressing behavioral 

intentions at the individual level. The NCI identified

this model’s circular nature as being its strength,

whereby individuals can enter the change cycle at any

point and repeated attempts to change behavior or 

“recycle” are possible.

Prochaska and colleagues (2002) reported on the

trends in the application of the model. The most 

frequent application is identifying the individual’s

stage and tailoring intervention to facilitate movement

toward or readiness for the next stage: “For example,

individuals in precontemplation could receive feedback

designed to increase their pros of changing to help

them progress to contemplation” (Prochaska et al.,

2002, p. 108).

Transtheoretical Model: Health Promotion
Example
This model may be employed to address the use of pro-

tective gear during leisure activities to reduce injuries

and promote safe participation in physical occupations.

An occupational therapist could use knowledge of this

model to assist an aging female in deciding to use an

assistive device during an upcoming hiking vacation

after a series of falls, the most recent of which occurred

during an ice storm. Movement from precontemplation

to contemplation was facilitated by the granddaughter’s

discussion of “way cool” hiking poles she and her

boyfriend saw people using when they went rock

climbing the previous weekend. The operative process

is one of consciousness-raising. In this case, the move-

ment from precontemplation to contemplation could be

further facilitated by a grandmother-granddaughter

shopping trip to the local outdoor specialty store. (The

grandmother is more willing to take suggestions from

her granddaughter than her daughter.) 

A few weeks later, the grandmother takes her 

bimonthly trip to the mall. The trip is coordinated by

the staff at the retirement community where she has 

recently moved due to her recurring falls. During the

shopping trip, the grandmother visits an outdoor spe-

cialty store and tests hiking poles without pressure

from family members. She determines the poles are

light enough for her to handle and sufficiently sturdy

to be of assistance. Within the next few days, the hik-

ing poles appear on her birthday wish list and are pur-

chased, thus causing the grandmother to enter the

preparation stage. The process in action is one of 

self-reevaluation. Action is achieved when, on her next

hiking vacation, she observes younger adults using

similar poles. She receives positive feedback from her

fellow hikers and found she was better able to keep

pace. She also found her neck to be less sore, as she

felt comfortable returning to her previous hiking pos-

ture, rather than constantly trying to monitor the

ground immediately in front of her feet. This served as

reinforcement and began the movement from action to

maintenance. It is interesting to note that this example

also represents constructs from the Model of Human

Occupation, in terms of volition, habits, and perfor-

mance capacity.

Chaos Theory: A Brief Overview

Constructs from this theory are now used and promoted

by occupational therapy practitioners (Lohman & 

Royeen, 2002; Royeen, 2003; Royeen & Luebben, 2002)

and are considered and debated by other health, social,

and medical sciences (Haigh, 2002; Hudson, 2000; 

Kernick, 2005; Lohman & Royeen, 2002). Particularly

relevant constructs for occupational therapy health 

promotion include self-organization, sensitivity to initial

conditions, self-similarity, bifurcations, and others. 

The ultimate goal of an occupational therapy health

promotion program is self-organization, the ability 

of a person, family, or community to use available 

resources to function independently when confronted

with a challenge or a desire to self-direct evolution.

The goal of self-organization can be facilitated

through interventions that consider additional chaos

theory constructs. Sensitivity to initial conditions
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means that small differences in input can produce

large differences in output. “Small initial errors and

perturbations sometimes endlessly magnify through

positive feedback loops to create major changes”

(Hudson, 2000, p. 218). Therefore, it is important to

never underestimate the power of small inputs. For

example, an appropriately timed encouraging gesture

can have a major therapeutic effect, while a small,

seemingly unnoticed slight can have major negative

repercussions. 

Another construct, self-similarity, is the repeated

appearance of similar physical characteristics, such 

as structures in a snowflake or behavioral patterns

(Hudson, 2000). Occupational roles and habits are

behavioral patterns that evolve but follow a pattern

over the life span of a human or community and are

important considerations in planning health promo-

tion initiatives. Bifurcations are transition points in

the development or change in a system over time. “As

a key parameter is increased, key thresholds are

reached in which a process splits into two sub-

processes or perhaps alternating rhythms” (Hudson,

2000, p. 220). At the point of a phase transition or

bifurcation, the system is functioning on the border

between order and disorder. It is at this “edge of

chaos” where creativity, new business ventures, and

dramatic change can occur (Elliott, O’Neal, & Velde,

2001). Dramatic change is often needed to promote

new habits and routines to facilitate a healthy and

quality life. For those instances, this theory and its con-

structs may provide additional guidance in the philo-

sophical and theoretical approach to programming.

Chaos theory and others discussed in this chapter may

provide helpful philosophical guidance regarding the

change process necessary for successful occupation-

based health promotion initiatives.

Selecting and Matching Theories

Table 3-1 and Table 3-4, which appear earlier in this

chapter, provide guidance in theory selection for health-

promotion efforts. The rightmost column of Table 3-4

has been added to the original version of this table

(NCI, 2005). This additional column includes occupa-

tional therapy theories that may be matched with the

identified health behavior models for use at either the

personal or community level. The five occupational

therapy theories described in Chapter 2 of this text are

included in this column. The intent of this table is to

serve merely as a guide. Other occupational therapy and

health behavior theories also may be applicable for use

in combination or independently. The decision to com-

bine theories or select only an occupational therapy or

health behavior model should be context driven and,

where possible, evidence based.

Conclusion 

Health promotion practice often involves an interdisci-

plinary team approach wherein the team membership

does not conform to that of traditional hospital-based

interdisciplinary teams. Community developers and 

organizers, community activists, spiritual and reli-

gious leaders, politicians, public health experts, nutri-

tionists, occupational therapists, occupational therapy

assistants, physical therapists, art therapists, nurses,

and health educators are all examples of potential team

members who may work together on a health promotion

initiative. Some of the public health professionals in

this group may share a common language that is rep-

resented in the health behavior models that appear in

this chapter. In addition, the emerging theories not

commonly associated with health promotion or occu-

pational therapy introduced in this chapter may also pro-

vide important contributions. Hopefully, exposure to

the language of these models and theories, and expo-

sure to the models and theories themselves, will facil-

itate interdisciplinary work in health promotion by

occupational therapists and occupational therapy

assistants. Working, writing, and sharing ideas across

disciplines will assist occupational therapists and

occupational therapy assistants in gaining the knowl-

edge necessary to reach their potential in the provision

of health promotion services. They must possess 

the knowledge and skill to work together with an inter-

disciplinary group to effectively enhance the health

capacity of diverse individuals, families, organizations,

and communities.

◗ For Discussion and Review

1. What are the key similarities and differences 

between the models described in this chapter?

2. Which model (in conjunction with an occupational

therapy model) might assist in the development of a

preventive, occupation-based intervention for jail or

prison inmates and their families?

3. Which model described in this chapter would you

select to assist and strengthen an exploratory study

of the occupational competency of new parents who

have a history of domestic partner violence? Why

did you make this selection? Which occupational

therapy model would be appropriate to pair with

this model, and why?

4. In what ways do the concepts and constructs of 

occupational therapy theories overlap with the 
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concepts of the health promotion theories described

in this chapter?

5. How do the stages in the transtheoretical model 

impact the design of health promotion interventions?

◗ Research Questions

1. Which has more impact on the health and the

healthy occupational engagement in elderly 

homeless men—an occupation-based health 

promotion intervention built on the Model of 

Human Occupation and HBM or one built on the 

Ecology of Human Performance and the Stages 

of Change Model?

2. What is the relationship between perceived suscep-

tibility and adaptation? How do these constructs

impact an individual’s adoption of joint protection

principles?

3. How does climate change impact a population’s

health, occupational engagement, and social partici-

pation?

4. Which theory or model best explains resiliency in

children who have experienced trauma?
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Chapter 4

Public Health Principles, 
Approaches, and Initiatives
S. Maggie Reitz and Marjorie E. Scaffa

Many of the improvements in personal health over the last century can be directly traced

to public health efforts. While occupational and physical therapists have not traditionally

performed in public health activities, the sedentary nature of American society and the

increasing incidence of chronic disease and disability is challenging them to become

involved in public health efforts.

—Sandstrom, Lohman, & Bramble, 2003, p. 252

Learning Object ives

This chapter is designed to enable the reader to:

• Identify public health constructs and principles,
policies, approaches, and initiatives that support
occupation-based health promotion programs.

• Describe the relationships among U.S. public
health, the new public health, community health,
health promotion, prevention, wellness, and occu-
pational therapy. 

• Discuss the role of occupational therapy in public
health using the language of the Occupational

Key Terms

Community health 
Health
Health-care disparities 
Health promotion

Healthy community
New Freedom Initiative

(NFI)
New public health 

Occupational justice
Prevention
Preventive occupation
Public health 

Wellness
World Health Organiza-

tion (WHO)

Introduction

Public health is what a society does collectively to

facilitate conditions that enable its members to be healthy

(Institute of Medicine [IOM], 1988). “Traditionally, pub-

lic health has been defined as health of populations and

communities“ (Tulchinsky & Varavikova, 2000, p. 2). It

differs from medicine in that it focuses on facilitating

health and wellbeing of populations by 

assessing and monitoring health problems, informing the

public and professionals about health issues, developing

and enforcing health-protecting laws and regulations,

implementing and evaluating population based strate-

gies to promote health and prevent disease, and assur-

ing the provision of essential health services. (Lasker

& the Committee on Medicine and Public Health,

1997, p. 3)

In the United States, the public health system has

been shaped by scientific knowledge and prevailing 

societal values. It also has been greatly influenced by

health initiatives and policy development in Great

Britain and Canada. The United States has been 

Therapy Practice Framework: Domain and Proc-
esses (referred to as the Framework; American
Occupational Therapy Association [AOTA], 2008) 

• Describe key domestic and international govern-
mental and organizational reports and policies
that support national and global health promotion.

• Utilize national and state-level documents and 
objectives to support occupation-based preventive
programming for populations.
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involved in international public health initiatives through

its participation in the World Health Organization
(WHO) since that organization’s inception in 1948

(WHO, 1948). The WHO “is the United Nations’ spe-

cialized agency for health.” It is comprised of 192 mem-

ber states that work toward “the attainment by all peoples

of the highest possible level of health” (WHO, 2005a, ¶ 1).

In 2000, the United Nations set eight broad goals, known

as the Millennium Development Goals (MDGs), to

achieve by 2015. Three of these goals—to reduce child

deaths; improve maternal health; and combat HIV/

AIDS, malaria, and other diseases—are directly related

to health and fall under the purview of the WHO. Two

other MDGs—to eradicate extreme hunger and poverty

and to achieve environmental sustainability—have the

potential to significantly impact health. 

The WHO has four current priorities:

• Ensuring global health security by identifying

emerging threats to health and managing them 

efficiently

• Reducing tobacco use and promoting healthy 

nutrition and physical activity to decrease the 

incidence of chronic diseases

• Increasing efforts to support the achievement of

the MDGs

• Improving health-care services, including fair 

access for all (WHO, 2006a)

After providing a brief history of the public health in

the United States, this chapter will describe the new pub-

lic health; review terminology; and summarize current

governmental documents and initiatives, such as Healthy
People 2010 (U.S. Department of Health and Human

Services [USDHHS], 2000a). The implications of these

reports for occupational therapy practice and the promo-

tion of occupational justice will be detailed in an addi-

tional feature called Implications for Occupational
Therapy that was added especially for this chapter. This

feature was designed to assist the reader in applying 

various documents, principles, and approaches with a

public health focus to occupational therapy interven-

tions. The role of occupational therapy assistants and

occupational therapists within interdisciplinary public

health initiatives and the relationship between public

health, new public health, occupational therapy, health

promotion, and wellness will also be explored.

History of Public Health 
in the United States

“The history of public health has been one of identifying

health problems, developing knowledge and expertise to

solve problems, and rallying political and social support

around the solutions” (IOM, 1988, p. 70). The history of

public health in the United States mirrors this descrip-

tion, beginning with the area’s original inhabitants. The

indigenous peoples of the Americas had an appreciation

for hygiene and sanitation procedures, which helped

maintain health and prevent disease. Early visitors from

Europe noted the frequency of bathing habits and the

cleanliness of homes and public areas among this popu-

lation (Vogel, 1970). Appendix A identifies key histori-

cal events in public health and health care, nationally and

internationally, over the last several hundred years.

In the 18th century, the solution for the public health

problem of infectious disease was the institution of 

isolation techniques and quarantine. Hospitals were 

built to isolate and treat the ill. Voluntary general 

hospitals were established for those with physical 

illnesses, and public institutions for the care of the men-

tally ill were founded (IOM, 1988, p. 57). The first pub-

lic mental health hospital in British North America was

built in Williamsburg, Virginia, in 1773 (IOM, 1988;

Zwelling, 1985). This Public Hospital for Persons of 

Insane and Disordered Minds was built in an underde-

veloped area on the town’s border. Before the hospital

was built, individuals with mental health problems were

housed in the public jail, which was a common practice

in North America at that time (Zwelling, 1985).  

Moral treatment, a new strategy for the care of indi-

viduals with mental illness, was initiated in the United

States in the 19th century, based on the successes of

Pinel in France and Tuke in England (Peloquin, 1989).

In his work Medical Philosophical Treatise on Mental
Alienation (1948), Pinel provided examples of and praise

for the use of moral treatment at an asylum in Saragross,

Spain, and another in Amsterdam, Netherlands. 

In 1817, the Friend’s Asylum, the first hospital

founded in the United States to provide moral treat-

ment, was built in Philadelphia. Peloquin presented a

variety of descriptions and views of moral treatment

and from them distilled an image of moral treatment as

“humane treatment, a routine of work and recreation,

an appeal to reason, and the development of desirable

moral traits” (1989, p. 538). Documented success rates

using this technique at both private asylums and public

hospitals were impressive, with reported recovery rates

of over 70% (Peloquin, 1989). 

The Moral Management Era was eventually embraced

at the Public Hospital for Persons of Insane and Disor-

dered Minds in Williamsburg, where it flourished from

1836 to 1862 (Colonial Williamsburg Foundation, 2004)

under the management of Alexander Galt and then his

son John Galt II (Zwelling, 1985). John Galt instituted an

extensive program of occupations, including a “carpentry

shop, sewing, spinning, and weaving rooms, a shoemak-

ing shop, patient library, a game room,” and a variety of
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occupations performed in the hospital garden and wood

yard (Zwelling, 1985, p. 32). In addition, he supplied 

patients with musical instruments and organized exten-

sive social activities, such as lectures and concerts and

“scheduled carriage rides about town for female

patients” (Zwelling, 1985, pp. 32–33). Galt also worked

to ensure the environment was as comfortable and attrac-

tive as possible. Pleasing furniture, wall hangings, table

settings, and the use of flowers are examples of Galt’s

efforts to make hospital life less Spartan and sterile.

These efforts were consistent with Galt’s overall treat-

ment strategy, which was to “emphasize the patients’ san-

ity rather than their insanity” (Zwelling, 1985, p. 34).

The potential for moral treatment in the United

States was curtailed by the Civil War (Peloquin, 1989;

Zwelling, 1985) and the economic and social crises that

ensued. The success of moral treatment encouraged a

push for equal access to treatment by social reformers.

Although the effort to gain equal access was success-

ful, insufficient planning and funding resulted in severe

overcrowding, which led to custodial care replacing 

curative moral treatment (Kielhofner, 2004; Peloquin,

1989). This, together with the greater emphasis on 

biological causes and cures of disease, reduced interest

in both public health and the behavioral and environ-

mental factors associated with mental illness. Dunton,

one of the founders of occupational therapy, believed

that moral treatment reemerged years later in the form

of occupational therapy (Schwartz, 2003). 

The problems of infectious disease and mental ill-

ness continued as a focus of public health into the 

19th century, with new public health strategies evolving

based on the current science of the period. An emphasis

on sanitation and hygiene developed as a result of

advances in bacteriology. New strategies required labo-

ratories, which provided the impetus for the develop-

ment of local and state health departments (IOM, 1988).

Maps became public health tools as the impact on sani-

tation and public health of the physical structures within

cities (e.g., streets, rivers, drains) was recognized.

The “new public health” emerged in the early 20th

century when public health “increasingly focused its

attention on health education, maternal and child health,

and the detection of unrecognized but treatable impair-

ments” (Lasker & the Committee on Medicine and 

Public Health, 1997, p. 15). The new public health
addressed both interventions and preventive strategies

to promote the health and wellbeing of populations,

communities, and individuals—including equitable

access to services (Goraya & Scambler, 1998; Roemer,

2000; Tulchinsky & Varavikova, 2000). The Ottawa

Conference and the resultant Ottawa Charter for Health 
Promotion (WHO, 1986) have been identified as the

catalyst for a paradigm shift in public health to a focus

on policy (O’Connor-Fleming & Parker, 1995): “Above

all [the new public health] stresses that both society and

the individual have rights and responsibilities in promot-

ing and maintaining health through direct services and

through healthy environmental and community health

promotion” (Tulchinsky & Va avikova, 2000, p. 3).

This new public health paradigm supported the 

continued development of local and state health depart-

ments and increased governmental involvement in pub-

lic and personal health (IOM, 1988). The Centers for

Disease Control and Prevention (1999) identified 

the top 10 achievements in public health in the 20th

century: vaccinations to prevent disease, increased

motor vehicle safety, safer and healthier workplaces,

improved control of infectious diseases, decline in

deaths from stroke and coronary heart disease, safer

and healthier foods, healthier mothers and infants,

advances in family planning, fluoridation of drinking 

water, and recognition of the health hazards of tobacco.

However, near the end of the 20th century, a fiscal crisis

significantly decreased available resources for problem-

solving and implementing public health initiatives.

This financial crisis was one of the factors leading to

the “disarray” of public health and the establishment of

the Committee for the Study of the Future of Public

Health. The committee was charged with developing

recommendations to facilitate the mission of public

health in the United States, thereby “assuring condi-

tions in which people can be healthy” (IOM, 1988, 

p. 140). Although the problems addressed by U.S. pub-

lic health practitioners have changed in volume and

complexity since the 18th century, the focus remains on

finding solutions to current population-based health

problems, identifying interventions to prevent the

development and spread of illness, and addressing

behaviors that impact the health of society. The general

goals of public health in the 21st century are to

• prevent epidemics and minimize the spread of

disease;

• protect against environmental hazards;

• prevent injuries;

• promote health behaviors;

• respond to disasters and assist communities in 

recovery;

• assure access to health services; and

• enhance quality of life (USDHHS, 1994, ¶ 1).

Relationship Between Public Health 
and Medicine
At the inception of the U.S. Public Health Service 

in 1798 (Timmreck, 1995), there was a close relationship

between leaders in public heath and medicine. 

This positive working relationship lasted until the early

20th century (Lasker et al., 1997).  The two disciplines

shared a goal of addressing the most significant health
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threat of the time—infectious disease. Fighting this com-

mon enemy encouraged cooperation between public

health and medicine. However, advances in bacteriology

and other sciences decreased the threat of infectious dis-

eases, and a division between medicine and public heath

emerged. This divide accelerated after World War II due

to differences in funding and training. Limited incentives

existed for collaboration in education, resulting in little to

no cooperative teaching. These factors tended to facilitate

“recurring tensions deriving from overlapping interests”

and “the development of striking cultural differences” 

between the two fields (Lasker et al., 1997, p. 1).

The divide, although narrowed, continues to exist

today. As in the past, opportunities to enhance the 

nation’s health through collaboration have been missed

(Lasker et al., 1997), but examples of cooperation 

remain. The Robert Wood Johnson Foundation com-

missioned a study to determine factors facilitating 

the division between medicine and public health and

what could be done to foster positive collaboration. The

New York Academy of Medicine (NYAM) was respon-

sible for completing this study, whose timing was well

matched to the growing realization of leaders in both

disciplines that each could benefit from a closer work-

ing relationship. The formation of the Medicine/Public

Health Initiative, a joint project between the two disci-

plines in 1996 (Reiser, 1997), had already begun to

pave the way for success. Through the course of the

NYAM’s work, 414 cases of successful collaboration

were gathered and reviewed. 

Another example of the collaboration between pub-

lic health, medicine, and other disciplines is the pro-

duction of governmental reports and policies. Positive

results are obtained when various practitioners, includ-

ing occupational therapists and occupational therapy

assistants, collaborate to provide population-based

health promotion. Several key governmental reports

will be described, which are significant for occupa-

tional therapists and occupational therapy assistants

interested in program development and for those seek-

ing funding and advocating for health policy. These

documents are introduced after presenting relevant ter-

minology and a description of occupational therapy’s

role within the new public health arena.

Terminology and the Role 
of Occupational Therapy 
in the New Public Health

While a growing trend exists in occupational therapy

practice toward community-based practice and some

movement has been observed toward population-based

interventions, most interventions are still aimed at and

delivered to individuals (Wilcock, 2003). Although

some occupational therapy services may include health

promotion activities at a basic level, the potential 

to broaden the scope of practice to address the new

public health needs of the United States and the global

community exists. In order for this increase in scope 

to occur, it is essential to understand what health 

promotion is and is not and its relationship to interven-

tions at the individual, family, community, and societal

level. This understanding requires familiarity with 

key terms.

The most often cited definition of health is “the

complete state of physical, mental, and social wellbe-

ing, and not just the absence of disease or infirmity”

(WHO, 1947, p. 29). Although this definition has

remained consistent since 1947, there has been a grow-

ing appreciation that health is “a resource for every-

day life” and dependent upon other resources (WHO,

1986, p. 1). Content Box 4-1 displays the prerequisites

for health identified by WHO (1986) in the Ottawa
Charter for Health Promotion.

Unlike the definition of the term health, the concept

of health promotion has evolved over time and setting,

resulting in the existence of a variety of definitions for

the term health promotion. The WHO (1986; 1997a, 

p. 1) described it broadly as the “process of enabling

people to increase control over, and to improve,

health.’’ Green and Kreuter (1999) suggested that

health promotion is “any combination of educational

and ecological supports for action and conditions of

living conducive to health” (p. 112). The WHO (1997a)

believes health promotion has the potential for making

the greatest impact on improved health status and 

social justice.

One way occupational therapists and occupational

therapy assistants can improve health status and social

justice is by maximizing the health and wellbeing of

communities. A variety of definitions exist for the term

community health. The definition that best captures

the philosophy of the occupational therapy profession
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Content Box 4-1 

Prerequisites for Health
• Peace
• Shelter
• Education
• Food
• Income
• Stable eco-system
• Sustainable resources
• Social justice and equity

From Ottawa charter for health promotion (p. 1), by World Health 

Organization, 1986, Geneva, Switzerland.
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has been posed by Scaffa, Desmond, and Brownson

(2001): “Community health refers to the physical,

emotional, social, and spiritual wellbeing of a group of

people linked together in some way, possibly through

geographical proximity or shared interests” (pp. 39–40).

This definition is consistent with the AOTA (2008)

Framework. Occupational therapy can assist in the 

promotion of health in a community of stroke survivors,

small towns, college campuses, refugee camps, city 

boroughs, or a variety of other communities.

A primary goal of community health and health 

promotion is the prevention of disability, injury, and

disease. Prevention has been defined in AOTA’s Frame-
work (2008, p. 674) as “promoting a healthy lifestyle 

at the individual, group, organizational, community

(societal), governmental/policy level” (adapted from

Brownson & Scaffa, 2001). Typically, prevention is

classified into three levels: primary, secondary, and 

tertiary. These levels are defined in Table 4-1. Examples

of activities for each of these prevention levels are 

detailed in Table 4-1 and in Figure 1-6 of Chapter 1 of

this text. The WHO recognizes the increasing complex-

ity of identifying risk factors for prevention and advo-

cates for a broader perspective and approach, one 

focused on precautionary principles:

The concepts of precaution and prevention have 

always been at the heart of public health practice. Public

health is inherently about identifying and avoiding risk

to the health of populations, as well as about identify-

ing and implementing protective measures. In the past,

public health interventions focused on removing haz-

ards that had already been identified and “proven”

(even if the etiological mechanisms were not well 

understood). As “modern” potential risk factors 

become more complex and far-reaching, the precau-

tionary principle addresses uncertain risks and seeks to

shift the ways in which science informs policy from a

strategy of “reaction” to a strategy of “precaution”. 

Together with related approaches such as health impact

assessment, precaution provides a useful means of

guiding public health decisions under conditions of

uncertainty, in a manner that appropriately addresses

the issues of power, ownership, equity and dignity.

(WHO, 2004b, p. 3)

The term wellness is used frequently in conjunction

with health promotion. Wellness has been defined as 

“a dynamic way of life that involves action, values,

and attitudes that support or improve health and 

quality of life” (Brownson & Scaffa, 2001, p. 656).

Figure 4-1 depicts the role of occupational therapy in

new public health, where the target of the intervention

is a society as a whole or a broad population within

that society. In order for occupational therapy public

health interventions to realize their potential benefit to

individuals, families, communities, and society, these 

interventions must

• be planned, delivered, and evaluated through 

active engagement with the population, in order

to maximize ownership by the population; and must

• include participation in health-enhancing occupa-

tions by the individual, family, community, or 

society. 

Health promotion is the primary tool used by occupa-

tional therapists and occupational therapy assistants in

public health. It includes education strategies, advocacy,

and other preventive interventions. Occupation-based

health promotion is the process used by practitioners to

assist individuals, families, communities, or society in the

pursuit of occupational wellness. These efforts are sup-

ported by and consistent with the language and descrip-

tion of the domain of occupational therapy and the process

of service delivery in the AOTA Framework (2008). For

example, whether a health promotion intervention is
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Table 4–1 Definitions of Levels of Prevention and Examples 

Term Definition Examples

Primary prevention Interventions with healthy individuals, communities, Lifestyle redesign
and populations in order to decrease risk for potential Falls prevention
health problems

Secondary prevention Early detection and treatment of diseases or disabilities Developmental 
screenings

Tertiary prevention Interventions with people with disabilities or traumatized Joint protection
communities to prevent or minimize further dysfunction Hurricane relief

Data from “Public health, community health, and occupational therapy” by M. E. Scaffa, S. Desmond, & C. A. Brownson in Occupational therapy
in community-based settings, 2001, Philadelphia: F. A. Davis.
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aimed at an individual, family, community, or population,

the first step is to complete an occupational profile. This

profile would be followed by an occupational perfor-

mance analysis of the individual, family, or community

population, which, with the client’s feedback, would be

used in the development of an occupation-based interven-

tion. Examples of assessments that can be used to conduct

an occupational profile of a community or population are

described in Chapter 10. One possible type of intervention

would be an interdisciplinary community-led effort to

promote occupational justice through advocacy and

capacity building, with the outcome being enhanced com-

munity health and occupational engagement.

The majority of occupation-based health promotion

interventions in the United States are currently tar-

geted toward the specific needs of an individual client

(as is the case with most occupational therapy inter-

ventions). When efforts are aimed at a population,

they are considered public health interventions. If

these interventions are simultaneously aimed at

decreasing occupational deprivation and occupational

alienation at the societal level, they are consistent

with the values of the new public health. Public health

is an interdisciplinary activity; thus, occupation-based

public health initiatives must be conducted as part of

a broader interdisciplinary program or movement.

Figure 4-2 displays three examples of the possible

relationships between policy (at the local, state, and

national level), governmental agencies, governmental

reports, interdisciplinary public health programming,

and target populations. The lines indicate the relation-

ships for each of the three examples: America on the

MoveTM (Partnership to Promote Healthy Eating and

Active Living [PPHEAL], 2003), Healthy Campus
2010: Making It Happen (American College Health

Association [ACHA], 2002), and bike helmet laws

and helmet distribution programs.

International Official 
Health Promotion 
Documents and Initiatives

A variety of international documents and those from

other nations provide guidance in the development of

health promotion policies and interventions. Five of

these documents will be described below, including

• A New Perspective on the Health of Canadians
(Lalonde, 1974);

• Ottawa Charter for Health Promotion (WHO,

1986);

• Jakarta Declaration on Leading Health Promotion
into the 21st Century (WHO, 1997a);

• International Classification of Functioning, 
Disability, and Health (WHO, 2001); and

• Twenty Steps for Developing a Healthy Cities
Project (WHO, 1997b).

A New Perspective on the Health 
of Canadians  
This document, often referred to as the Lalonde
Report published in 1974, was the first definitive gov-

ernmental report to outline a vision for the future

Chapter 4 Public Health Principles, Approaches, and Initiatives 75

Wellness
[Owned by the

Individual, Family,
Community, & Society]

(the outcome)

Enhancing Well-B
eing

Through Occupatio
nal

Adaptatio
n and

Occupatio
nal Justice

Health Promotion
Interventions

[Delivered by the
Occupational

Therapy Practitioner]
(the process)

Figure 4-1 Occupational therapy’s role in the new public health through occupation-based health promotion. 

Courtesy of Reitz, Scaffa, & Pizzi (2004) used by S. M. Reitz in Health and wellness through occupation: The American perspective, invited open seminar, Hospital 
Authority, Hong Kong, February 27, 2004.
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health of its citizens using a “planning-by-objectives”

approach. Other countries used the Lalonde Report
and then the U.S. government’s 1979 Healthy Peo-
ple: The Surgeon General’s Report on Health—
Promotion and Disease Prevention and the WHO’s

Primary Health Care for All initiatives as models 

for this approach (Green & Kreuter, 1999). Health
was identified in the Lalonde Report as being depen-

dent on the interaction of human biology, now

referred to as genetics, the environment, lifestyle, and

the health-care system (Lalonde, 1974; Tulchinsky 

& Varavikova, 2000). The development of health 

promotion policies, programs, and initiatives in the

later part of the 1970s and through the 1980s was

influenced by the identification of the reduction of

lifestyle risk factors as a means to improve health and

decrease health-care costs. However, concern was

expressed that the focus on lifestyle could lead 

to “blaming the victim” and restriction of access to

services, which is inconsistent with public health val-

ues (Tulchinsky & Varavikova, 2000).

Ottawa Charter for Health Promotion
This document was developed in 1986 at the First 

International Conference on Health Promotion (Green

& Kreuter, 1999; Tulchinsky & Varavikova, 2000). The

preparation of this document resulted in a shift in focus

from lifestyle or proximal risk factors to risk conditions

and broader determinants of health (Green & Kreuter,

1999). The Ottawa Charter “is agreed upon by most

authors as the single most important document in the

history of health promotion” (Wilcock & Whiteford,

2003, p. 60). Three essential issues of concern to those

involved in health were identified in the Ottawa Charter:

caring, holism, and ecology. Figure 4-3 displays the

five directions identified by the Ottawa Charter to

reach the long-term goal of healthier communities. The

figure also includes roles or actions identified by

76 SECTION I Foundations and Key Concepts

Federal Agencies 
(e.g., USDHHS, 

USDOT) 

Professional 
Organizations 

Foundations 

Academia 

Corporations 

State Health 
Agencies 

Local Health 
Agencies 

Nation 

State 

Communities 

Family 

Individuals 

Health Policy
Influences

National Health
Agenda and

Health Objectives

National Policy

Local Policy

State Health
Agendas and
State Policy

Facilitators Intervention
Examples

Target

America on
The MoveTM

Healthy 
Campus 

2010 

Bike
Helmet
Laws &
Helmet

Distribution
Programs

U
.S

. S
o

cietal In
flu

en
ces (e.g

., in
d

ep
en

d
en

ce, fad
s, litig

atio
n

)

In
te

rn
at

io
n

al
 

In
fl

u
en

ce
s

Figure 4-2 Health promotion policy in action. 

Courtesy of Reitz, Scaffa, & Merryman (2004). Examples of Health Promotion Programming in the U.S. [Figure]. Used by S. M. Reitz in Occupational therapy in health

promotion—Moving into a new era, invited plenary session, Occupational Therapy Symposium 2004—Achieving Health and Wellness Through Occupation: From Theory
to Practice, Hong Kong, February 28, 2004.
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Wilcock and Whiteford (2003, p. 60) that would match

the values and outcomes of occupation-based practice

and research that promotes occupational justice. Occu-
pational justice is “a critical perspective of social

structures that promotes social, political, and economic

changes to enable people to meet their occupational 

potential and experience well-being” (Spear & Crepeau,

2003, p. 1031). An occupationally just society pro-

motes occupational engagement for all members

through access to education, health, and recreational

services that support quality of life of individuals, fam-

ilies, and communities through policy and public health

initiatives.

Jakarta Declaration on Leading Health 
Promotion into the 21st Century 
This document identified the critical role of the environ-

ment in health, while echoing the call of the Ottawa
Charter to address the underlying social conditions that

impact health, such as access to shelter, food, living

wages, and sustainable resources (Wilcock & Whiteford,

2003). Health promotion was described as being “carried

out by and with people, not on or to people” (WHO,

1997a, p. 4). Five priorities for the 21st century regard-

ing health promotion were identified:

• Promote social responsibility for health.

• Increase investments for health development.

• Consolidate and expand partnerships for health.

• Increase community capacity and empower the

individual.

• Secure an infrastructure for health promotion

(WHO, 1997a, pp. 3–4).

International Classification of Functioning,
Disability, and Health (ICF)
The international health community uses the ICF as a

standard common language and framework to

describe health status and factors that influence health

and wellbeing (WHO, 2001). This document is one of

the WHO’s “family” of international classifications.

The development of the Framework was influenced

by the ICF. Besides providing consistent health lan-

guage across nations, the ICF also provides a struc-

ture for advocacy for individuals with disabilities, the

study of health systems, and the development 

and evaluation of health and social policy. Content

Box 4-2 displays the services, systems, and policies

defined within the classification that would be of 

interest in public health initiatives.

Twenty Steps for Developing a Healthy
Cities Project 
This is the third edition of a document that describes 

the ongoing work of the WHO Regional Office for 

Europe to improve the public health and determinants of

health in the inhabitants of their cities. Eleven qualities of

Chapter 4 Public Health Principles, Approaches, and Initiatives 77

• Type of 
  economy 
• Cultural values 
• National policies 
  and priorities 
• Justice 

Build Healthy
Public Policy

• Ecology
• Environmental
  management
• Technology
• Commercial
  factors
• Education
• Media
• Fair systems
• Gender issues
• Recreation
• Access/space
• Comfort/beauty

Create Supportive
Environments

• Enable
• Mediate
• Advocate for:
  � Opportunity
  � Friendliness
  � Sharing
  � Stability
  � Support
  � Accessibility
  � Belonging
  � Development
  � Flexibility
  � Openness
  � Potential

Strengthen
Community Action

• Enable
• Mediate
• Advocate for:
  � Energy
  � Balance
  � Opportunity
  � Challenge
  � Exercise
  � Rest
  � Relaxation
  � Pleasure
  � Growth
  � Purpose
  � Meaning

Develop
Personal Skills

• Enable
• Mediate
• Advocate for:
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    occupations
    toward social
    development,
    economic
    development,
    and individual
    goals
  � Accessibility of
    occupational
    opportunities
  � Equity of
    occupational
    opportunities
    and resources

Reorient Health
Services

Figure 4-3 Wilcock and Whiteford’s categorization of the Ottawa Charter’s five directions (WHO, 1986). 

From Figure 4-2 from Occupation, health promotion, and the environment (p. 61) by A. Wilcock and G. Whiteford in Using environments to enable performance,

2003, Thorofare, NJ: SLACK. Reprinted with permission from SLACK Incorporated.
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a healthy city are identified in this document and appear

in Content Box 4-3. Although the document and pro-

cesses were designed for European cities, the document

includes useful information for the design of any interdis-

ciplinary project to impact the health of a city or commu-

nity. Phase IV of the WHO Healthy Cities Network in

Europe ran from 2003 through 2007. Focus areas for this

phase included healthy urban planning, health impact

assessment, and healthy aging. All six WHO regions have

established Healthy City networks (WHO, 2005b).

U.S. Governmental Documents
on Health Promotion

A variety of U.S. governmental documents are also avail-

able to provide assistance with needs assessment and

health promotion program development. Six of these

documents, five of which are official U.S. documents, 

are described below. The other document, Unequal 
Treatment: Confronting Racial and Ethnic Disparities in

Health Care (IOM, 2003), was written at the request of

the U.S. Congress. These documents include

• Healthy People 2010: Understanding and Improv-
ing Health (USDHHS, 2000a); 

• Healthy People in Healthy Communities: A Com-
munity Planning Guide Using Healthy People
2010 (USDHHS, 2001a); 

• Unequal Treatment: Confronting Racial and Eth-
nic Disparities in Health Care (IOM, 2003);

• Healthy Campuses 2010: Making It Happen
(American College Health Association, 2002)

• Youth Violence: A Report of the Surgeon General
(USDHHS, 2001b); and 

• Mental Health: A Report of the Surgeon General
(USDHHS, 1999).

After each document has been described, one or

more implications for the profession of occupational

therapy will be shared, along with thoughts regarding

future directions for the specific population, health

condition, or threat addressed by the report.
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Content Box 4-2

International Classification of 
Functioning, Disability, and 
Health (ICF)

Subcategories—Services, Systems, and Policies
• Services, systems, and policies for the production

of consumer goods
• Architecture and construction services, systems,

and policies
• Open-space planning services, systems, and policies
• Housing services, systems, and policies
• Utilities services, systems, and policies
• Communication services, systems, and policies
• Transportation services, systems, and policies
• Civil protection services, systems, and policies
• Legal services, systems, and policies
• Associations and organizational services, systems,

and policies
• Media services, systems, and policies
• Economic services, systems, and policies
• Social Security services, systems, and policies
• General social support services, systems, and

policies
• Health services, systems, and policies
• Education and training services, systems, and 

policies
• Labor and employment services, systems, and

policies
• Political services, systems, and policies
• Services, systems, and policies, other specified
• Services, systems, and policies, unspecified

Data from an overview of ICF from International classification of
functioning, disability, and health (p. 44) by World Health Organiza-

tion (WHO), 2001, Geneva, Switzerland. Copyright © 2001 by WHO.

Implications for Occupational Therapy 

The international documents briefly described can be
used to inform practice and enhance the education of 
occupational therapy and occupational therapy assis-
tant students. These five documents are representa-
tive of the many available international documents
and have been used by occupational therapists
around the world to support work in public health,
health promotion, and occupational justice. Several
of these and other similar international documents
have been cited in descriptions of community-based
rehabilitation and other occupational therapy public
health initiatives directed toward marginalized people
throughout the world (Kronenberg, Simó-Algado, &
Pollard, 2005). In addition, the philosophy and human
values represented in these documents resonate in
the position paper on community-based rehabilitation
developed by the World Federation of Occupational
Therapists (WFOT) in June 2004.

Although the WFOT and occupational therapists
from a variety of countries have been actively 
engaged in contributing to the public health of popu-
lations and countries in need around the world 
(Kronenberg et al., 2005), less has been done within
the United States to promote public health and occu-
pational justice. While innovative occupational therapy
models exist, they do not reach the needs of many
marginalized people within U.S. borders. Awareness
of these documents is a first step in the education of
students. The second step is educating students
about health disparities and marginalized populations
within the United States and around the world. With
this knowledge, students will be better prepared to
advocate for public health and occupational therapy’s
contribution to public health, both within their country
and abroad.
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Healthy People 2010: Understanding 
and Improving Health
This document continues the tradition established with

previous federal government publications, which out-

line proactive health goals and objectives for the

United States and its citizens. These national health

goals and objectives are developed through a collabora-

tive process between governmental, professional, and

nonprofit organizations, and the public. The AOTA

was a member of the Healthy People Consortium, “an

alliance of more than 350 national organizations and

250 State public health, mental health, substance

abuse, and environmental agencies” involved in the

development of Healthy People 2010: Understanding
and Improving Health (USDHHS, 2000a, p. 2). 

Healthy People 2010: Understanding and Improv-
ing Health, frequently referred to as simply Healthy
People 2010, is comprised of a series of goals and 

objectives. Two overarching goals exist in Healthy
People 2010. The first is to “increase quality and years

of life,” and the second is to “eliminate health dispari-

ties” (USDHHS, 2000a, p. 2). In addition to these

overarching goals, the report includes 467 objectives

divided into 28 focus areas. Table 4-2 lists a sampling

of objectives with potential interest to occupational

therapy practitioners. This list includes examples of

objectives that correlate to all three levels of preven-

tion. Achievement of these objectives will not occur

through occupational therapy personnel working in

isolation; progress will be made only if occupational

therapy practitioners join or initiate interdisciplinary

efforts to target one or more of these objectives.
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Content Box 4-3 

Qualities of a Healthy City
A city should strive to provide

• a clean, safe physical environment of high quality
(including housing quality);

• an ecosystem that is stable now and sustainable
in the long-term;

• a strong, mutually supportive and nonexploitive
community;

• a high degree of participation and control by the
public over the decisions affecting their lives,
health, and wellbeing;

• the meeting of basic needs (for food, water, shelter,
income, safety, and work) for all the city’s people;

• access to a wide variety of experiences and 
resources, with the chance for a wide variety of
contact, interactions, and communication;

• a diverse, vital, and innovative city economy;
• the encouragement of connectedness with the

past, with cultural and biological heritage of city
dwellers, and with other groups and individuals;

• a form that is compatible with and enhances the
preceding characteristics;

• an optimum level of appropriate public health and
sick care services accessible to all; and

• high health status (high levels of positive health
and low levels of disease).

Data from Figure 1 in Twenty steps for developing a healthy cities 
project (p. 9) by the World Health Organization (WHO), Regional 

Office for Europe, 1997, Copenhagen, Denmark. Copyright 1997 by

WHO, Regional Office for Europe.

Table 4–2 Examples of Healthy People 2010 Objectives Related to Health Promotion

Domain of Concern Objective Number Objective

Access to Quality 1-7 (Developmental) Increase the proportion of schools of medi-
Health Services cine, schools of nursing, and other health professional train-

ing schools whose basic curriculum for health-care providers
includes the core competencies in health promotion and dis-
ease prevention.

1-8 In the health professions, the allied and associated health
profession fields, and the nursing field, increase the propor-
tion of all degrees awarded to members of underrepresented
racial and ethnic groups.

Arthritis, Osteoporosis, 2-1 (Developmental) Increase the mean number of days 
and Chronic Back Conditions without severe pain among adults who have chronic joint

symptoms.

2-7 (Developmental) Increase the proportion of adults who have
seen a health-care provider for their chronic joint symptoms.

Continued

1193_Ch04_070-095.qxd  6/8/09  5:51 PM  Page 79



80 SECTION I Foundations and Key Concepts

2-8 (Developmental) Increase the proportion of persons with arthri-
tis who have had effective, evidence-based arthritis education
as an integral part of the management of their condition.

Cancer Deaths and 3-9 Increase the proportion of persons who use at least one 
Disabilities of the following protective measures that may reduce 

the risk of skin cancer: avoid sun between 10 a.m. and 
4 p.m., wear sun-protective clothing when exposed to sun-
light, use sunscreen with a sun-protective factor (SPF) of 
15 or higher, and avoid artificial sources of ultraviolet light.

Disability and Secondary 6-3 Reduce the proportion of adults with disabilities who report
Conditions feelings such as sadness, unhappiness, or depression that

prevent them from being active.

6-6 Increase the proportion of adults with disabilities reporting
satisfaction with life.

6-7 Reduce the number of people with disabilities in congregate
care facilities, consistent with permanency planning programs.

Educational and 7-7 (Developmental) Increase the proportion of health-care
Community-Based organizations that provide patient and family education.
Programs

7-8 (Developmental) Increase the proportion of patients who 
report that they are satisfied with the patient education they
receive from their health-care organization.

7-9 (Developmental) Increase the proportion of hospitals and 
managed care organizations that provide community 
disease prevention and health promotion activities that
address the priority health needs identified by their 
community.

7-12 Increase the proportion of older adults who have participated
during the preceding year in at least one organized health
promotion activity.

Heart Disease and 12-11 Increase the proportion of adults with high blood pressure
Stroke who are taking action (for example, losing weight, increasing

physical activity, or reducing sodium intake) to help control
their blood pressure.

Injury and Violence 15-12 Increase the number of states and the District of 
Prevention Columbia that collect data on external causes of injury

through hospital discharge data systems.

15-33 Reduce maltreatment and maltreatment fatalities of children.

15-39 Reduce weapon-carrying by adolescents on school property.

Mental Health and 18-5 (Developmental) Reduce the relapse rates for persons with 
Mental Disorders eating disorders, including anorexia nervosa and bulimia 

nervosa.

18-8 (Developmental) Increase the proportion of juvenile justice 
facilities that screen new admissions for mental health 
problems.

Table 4–2 Examples of Healthy People 2010 Objectives Related to Health Promotion—cont’d

Domain of Concern Objective Number Objective
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Focus area 6 of Healthy People 2010 is devoted to

the promotion of wellbeing and the prevention of sec-

ondary conditions for people with disabilities. This

focus area had not been included in previous versions

of Healthy People and demonstrates a growing under-

standing of the health promotion needs of individuals

and populations with disabilities. People with disabil-

ities are at increased risk for secondary conditions,

which include more than just physical health issues.

Emotional distress prompted by barriers and lack of

access to opportunities for social participation can

lead to a variety of mental health issues, including

sleep abnormalities and depression. Table 4-2 includes 3

of the 13 objectives related to individuals with 

disabilities associated with this focus area. The major-

ity of these objectives focus on helping people with

disabilities be involved in all aspects of life through

improving access to education, employment, equip-

ment, and health promotion activities. Also, three of

the objectives focus directly on the mental health

needs of this population. 

In addition to outlining goals and objectives for the

nation’s health, Healthy People 2010 provides back-
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18-9 Increase the proportion of adults with mental disorders who 
receive treatment.

Physical Activity and 22-1 Reduce the proportion of adults who engage in no leisure-
Fitness time physical activity.

22-7 Increase the proportion of adolescents who engage in vigor-
ous physical activity that promotes cardiorespiratory fitness 3
or more days per week for 20 or more minutes per occasion.

22-11 Increase the proportion of adolescents who view television 2
or fewer hours on a school day.

22-12 (Developmental) Increase the proportion of the nation’s public
and private schools that provide access to their physical activ-
ity spaces and facilities for all persons outside of normal
school hours (that is, before and after the school day, on
weekends, and during summer and other vacations).

22-13 Increase the proportion of worksites offering employer-
sponsored physical activity and fitness programs.

Substance Abuse 26-19 (Developmental) Increase the proportion of inmates receiving 
substance abuse treatment in correctional institutions.

Data from Healthy People 2010: Understanding and improving health, by U.S. Department of Health and Human Services, 2000, Washington, DC:

Government Printing Office.

Table 4–2 Examples of Healthy People 2010 Objectives Related to Health Promotion—cont’d

Domain of Concern Objective Number Objective

ground information regarding health determinants, data

on the nation’s current health status, and top health 

indicators. Health determinants and the relationships

with health status are identified in Figure 4-4. Data

such as the leading causes of death by age group are 

included in this report (Table 4-3 on page 83). Ten lead-

ing health priority indicators reflecting major U.S. pub-

lic health concerns will be used to track the progress of

Healthy People 2010.

These 10 Leading Health Indicators are intended to

help everyone more easily understand the importance

of health promotion and disease prevention. Motivat-

ing individuals to act on just one of the indicators 

can have a profound effect on increasing the quality

and years of healthy life and on eliminating health 

disparities—for the individual, as well as the commu-

nity overall. (USDHHS, 2001a, p. 4)

Table 4-4 on page 84  lists the 10 leading health indicators

together with corresponding public health challenges.

There are additional resources that provide

updated data and information concerning the imple-

mentation of Healthy People 2010, which include a
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midcourse review, tracking reports, and progress 

reviews. It is customary for the USDHHS to release 

a midcourse review of progress toward the current

decade’s goals and objectives. The midcourse 

review for Healthy People 2010 was released in 

December 2006 (USDHHS, 2006) and can be found

by clicking on the publications link on the Healthy
People 2010 homepage, which is accessible at

http://www.healthypeople.gov/About/. A second

resource is Tracking Healthy People 2010, a statisti-

cal companion to Healthy People 2010, which also

can be found by clicking on the publications link on

the Healthy People 2010 homepage. This document 

is a comprehensive, authoritative guidebook on the sta-

tistics used for Healthy People—in effect the analytic

framework for the program. Never before has the broad

Healthy People community had this type of resource.

This guidebook will assist in ensuring greater accuracy

and comparability in the data produced for, and used

by, Healthy People 2010 programs at the local, State,

and national levels. (USDHHS, 2000b, Foreword ¶ 2)

A third type of resource is progress reviews. 

The first of two planned Healthy People 2010
progress reviews began in 2002, with the goal of 

reviewing one of the 28 focus areas, roughly in 

alphabetical order, on a monthly basis (USDHHS,

2004). These progress reviews can be accessed

through the Healthy People 2010 homepage, via the

implementation link. 
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Implications for Occupational Therapy 

Healthy People 2010 is an important resource for 
occupational therapy assistants and occupational
therapists in research, practice, and education. All
graduating occupational therapy and occupational
therapy assistant students should be conversant
with this report. It can be accessed online free of
charge by clicking on the publications link on the
Healthy People 2010 homepage, which is accessible
at http://www.healthypeople.gov/About/. Knowledge
of this document and its objectives is essential for
interdisciplinary work in health promotion and public
health as well as occupational therapy–specific inter-
ventions that address the level of context in the
Framework (AOTA, 2008). This knowledge is also
very useful when writing grants to secure funding
for related work that seeks to enhance community
wellbeing and social participation by community
members.Figure 4-4 Determinants of health.

From Figure 7 in Healthy People 2010: Understanding and improving health 

(p. 18), by U.S. Department of Health and Human Services, 2000, Washington,
DC: Government Printing Office.

Determinants of Health 

Policies and Interventions 

Behavior 

Individual 
Social 

Environment 
Physical 

Environment 

Biology 

Access to Quality Health Care 

Healthy People in Healthy Communities: 
A Community Planning Guide Using
Healthy People 2010 
In addition to Healthy People 2010, many parallel 

efforts exist, two of which are described in this chap-

ter. The first of these efforts to be described is Healthy 
People in Healthy Communities: A Community Plan-
ning Guide Using Healthy People 2010, a guide to

help citizens form and operate community coalitions

(USDHHS, 2001a). A healthy community is

described as a community that

• provides access to both preventive and clinical

health services to all residents; 

• has a safe and healthy atmosphere; and

• has an infrastructure (e.g., roads, schools, 

playgrounds, and other services) to meet 

the needs of community members (USDHHS,

2001a).

This guide describes the Healthy People 2010 initia-

tive and a step-by-step process that can be used to 

assess the community and to promote change. The

steps—mobilize, assess, plan, implement, and track—

spell out MAP-IT, which is the acronym used to iden-

tify the process. This process is briefly highlighted in

Chapter 10 of this book.

While the document Healthy People in Healthy
Communities is an excellent resource, it is not suffi-

cient to combat the social injustices and disparities in

resources that exist in communities across the United

States. Funding and support for communities with the

human capital to locate and use this resource are
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Table 4–3 Leading Causes of Death by 
Age Group

Under 1 Year Number of Deaths

Birth defects 6178

Disorders related to  3925
premature birth

Sudden infant death 2991
syndrome

1–4 Years

Unintentional injuries 2005

Birth defects 589

Cancer 438

5–14 Years

Unintentional injuries 3371

Cancer 1030

Homicide 457

15–24 Years

Unintentional injuries 13,367

Homicide 6146

Suicide 4186

24–44 Years

Unintentional injuries 27,129

Cancer 21,706

Heart disease 16,513

45–64 Years

Cancer 131,743

Heart disease 101,235

Unintentional injuries 17,521

65 Years and Older

Heart disease 606,913

Cancer 382,913

Stroke 140,366

Adapted from Figure 9 in Healthy People 2010: Understanding and 
improving health (p. 23), by U.S. Department of Health and Human

Services, 2000, Washington, DC: Government Printing Office.

required. Even more critical are the efforts that must 

be made to ensure all communities are aware of this

document and have access to the supports to realize 

the goal of healthy communities across the entire 

U.S. landscape. 

Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Health Care
The Institute of Medicine (IOM) 2003 report Unequal
Treatment: Confronting Racial and Ethnic Disparities
in Health Care details disparities that exist in 

access to health care and outlines disparities that cur-

rently exist in the U.S. health-care delivery system.

Health-care disparities are “racial or ethnic differ-

ences in the quality of healthcare that are not due to

access-related factors or clinical needs, preferences,

and appropriateness of intervention’’ (IOM, 2003, pp.

3–4). The findings of this report appear in Content Box

4-4. Evidence of health-care disparities continued with

the publication of the congressionally mandated report

National Healthcare Disparities Report (Agency for

Healthcare Research and Quality, 2005). A summary of

Implications for Occupational Therapy 

A healthy community supports optimal occupational
performance as presented in the AOTA’s Frame-
work. However, the Framework does not discuss or
define community but instead describes compo-
nents of a community through its explanation of
contexts. Healthy People in Healthy Communities
helps occupational therapists and occupational ther-
apy assistants begin to think in terms of a commu-
nity as a potential client.

Implications for Occupational Therapy 

Occupational therapists and occupational therapy
assistants take an active role in eliminating health-
care disparities within the United States. Potential
actions include the following:

• Participate in the AOTA and state associations and
promote awareness of the IOM report.

• Require review of this and other similar reports
within occupational therapy educational programs
and fieldwork.

• Monitor service delivery patterns to ensure dispar-
ities do not exist.

• Advocate and be politically active to ensure neces-
sary polices, laws, and regulations are enacted
and implemented.

• Engage in evidence-based, culturally competent
practice. 

• Embrace and conduct research on ethical issues
in service delivery.

Active involvement to eliminate health-care dispar-
ities within the United States is consistent with the
Occupational Therapy Code of Ethics (AOTA, 2005),
the Core Values and Attitudes of Occupational Ther-
apy Practice (AOTA, 1993), the AOTA’s statement on
Health Disparities (Braveman, 2006), and the AOTA’s
statement Occupational Therapy’s Commitment to
Nondiscrimination and Inclusion (AOTA, 2004).
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the IOM (2003) recommendations for reducing health

disparities can be found in Appendix B.

Healthy Campuses 2010: Making It Happen
This is the second document related to Healthy People
2010 to be discussed. This document provides colleges

and universities with the structure to assess the health

status of their campuses and make decisions regarding

priorities and interventions. In addition to this report,

data collected and reported by ACHA through the 

National College Health Assessment (NCHA) can 

assist with decision-making. The NCHA collects data

nationally on college and university students’ health

behaviors and perceptions on

• alcohol, tobacco, and other drug use;

• sexual health;

• weight, nutrition, and exercise; 

• mental health; and

• injury prevention, personal safety, and violence

(ACHA, 2004, NCHA ¶ 2).

Currently in the United States there are 128 accred-

ited occupational therapy assistant education programs

(AOTA, 2009). The campuses on which these programs

reside may seek assistance from the Bridges to Healthy

Communities 2005 program. This program is managed

through the American Association of Community Col-

leges (AACC) in cooperation with the Centers for 

Disease Control and Prevention’s (CDC) Division of

Adolescent and School Health. Resources are available

to assist with program replication and development, with

an emphasis on the prevention of HIV infection.
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Content Box 4-4

Summary of Findings of Institute 
of Medicine (IOM) Report
• Finding 1-1: Racial and ethnic disparities in

health care exist and, because they are associ-
ated with worse outcomes in mean cases, are
unacceptable.

• Finding 2-1: Racial and ethnic disparities in health
care occur in the context of broader historic and
contemporary social and economic inequality, and
evidence of persistent racial and ethnic discrimina-
tion in many sectors of American life.

• Finding 3-1: Many sources—including health sys-
tems, health-care providers, patients, and utilization
managers—may contribute to racial and ethnic
disparities in health care. 

• Finding 4-1: Bias, stereotyping, prejudice, and
clinical uncertainty on the part of health-care
providers may contribute to racial and ethnic 
disparities in health care. While indirect evidence
from several lines of research supports this
statement, a greater understanding of the preva-
lence and influence of these processes is
needed and should be sought through research.

• Finding 4-2: A small number of studies suggest
that racial and ethnic minority patients are more
likely than white patients to refuse treatment.
These studies find that differences in refusal
rates are generally small and that minority 
patient refusal does not fully explain health-
care disparities. 

From box in Unequal treatment: Confronting racial and ethnic disparities
in healthcare (p. 19), by Institute of Medicine, 2003, Washington, DC:

National Academies Press. Reprinted with permission from the National

Academies Press. Copyright © 2003 by National Academy of Sciences.

Table 4–4 Leading Health Indicators and Corresponding Public Health Challenge

Subject/Topic Public Health Challenge

Physical activity Promote regular physical activity 

Overweight and obesity Promote healthier weight and good nutrition

Tobacco use Prevent and reduce tobacco use

Substance abuse Prevent and reduce substance abuse

Responsible sexual behavior Promote responsible sexual behavior

Mental health Promote mental health and wellbeing

Injury and violence Promote safety and reduce violence

Environmental quality Promote healthy environments

Immunization Prevent infectious disease through immunization

Access to health care Increase access to quality health care

From Healthy People in Healthy Communities 2010: Understanding and improving health (p. 24), by U.S. Department of Health and Human 

Services, 2000, Washington, DC: Government Printing Office.
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The Bridges project is helping community colleges

improve student and community health through mod-

els of integrated activities that bring together campus

and community. They involve individuals, families,

schools, and communities. Service learning is the pri-

mary strategy and is supplemented by a variety of spe-

cific strategies left to the creativity and imagination of

the colleges. (AACC, 2004, About the project, ¶ 1)

Youth Violence: A Report of the Surgeon
General 
The tragic events at Columbine High School in 1999

brought the public health problem of youth violence

to the forefront and were the catalyst for Youth Violence:
A Report of the Surgeon General (USDHHS, 2001b). 

At the beginning of her report, the secretary of 

USDHHS, Dr. Donna E. Shalala, stated that “the first,

most enduring responsibility of a society is to ensure the

health and wellbeing of its children” (p. i). Shalala then

described how President Clinton directed the Surgeon

General to prepare a report summarizing the current

research on the scope, causes, and possible prevention of

youth violence. The Office of the Surgeon General super-

vised the preparation of the Youth Violence report, which

was a collaborative effort between the USDHHS; the CDC;

the National Institutes of Health, National Institute of Men-

tal Health (NIH/NIMH); and the Substance Abuse and

Mental Health Services Administration (SAMHSA).

Then Surgeon General, Dr. David Satcher, summa-

rized the overall report findings in the preface. The 

following were among his comments: 

• “No community is immune.” 

• “Intervention strategies exist today that can be tai-

lored to the needs of youths at every stage of devel-

opment, from young childhood to late adolescence.”

• Strategies that are “effective for one age may be

ineffective for older or younger children. Certain

hastily adopted and implemented strategies may

be ineffective—and even deleterious—for all 

children and youth” (USDHHS, 2001b, p. v).

The CDC’s National Center for Injury Prevention

and Control (NCIP) cooperates with other agencies 

to maximize collaboration and the dissemination of 

research, and it conducts 

research on violence-related injuries across contexts (e.g.,

school, family, community), roles (i.e., victim or perpe-

trator), and proximal causes (e.g., intoxication, bullying,

robbery), combined with its emphasis on prevention

strategies, complements and extends the violence-preven-

tion activities of other federal agencies and community-

based organizations. (CDC/NCIP, 2004a, The Injury

Center’s Niche in Preventing Youth Violence, ¶ 4)

The NCIP established research priorities for pre-

venting youth violence. The top 7 of 15 priorities to be

emphasized over the next 3 to 5 years are listed below:

• Evaluate dissemination strategies for the most 

effective youth violence prevention programs.

• Evaluate the effectiveness of community-wide

parenting programs for youth violence prevention.

• Evaluate the effectiveness of youth violence 

prevention strategies.

• Identify and evaluate strategies to decrease inap-

propriate access to and use of firearms among

youths.

• Identify modifiable sociocultural and community

factors that influence youth violence.

• Identify modifiable factors that protect youths from

becoming victims or perpetrators of violence. 

• Clarify the relationships between youth violence

and other forms of violence and determine impli-

cations for prevention. (CDC/NCIP, 2004b, The
Injury Center’s Research Priorities, ¶ 1–23)

The information gathered and disseminated from 

evidence-based research in these areas will inform 

future legislation, policies, and program development

and refinement.
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Implications for Occupational Therapy 

The findings of the Youth Violence report (USDHHS,
2001b) support the need for evidence-based violence
prevention practice. Best Practices of Youth Violence
Prevention: A Sourcebook for Community Action
(Thornton, Craft, Dahlberg, Lynch, & Baer, 2002) is
another source for successful programs and ideas
upon which to build occupational therapy’s contribu-
tions to the prevention of youth violence in the commu-
nity. By critically reviewing the literature for efficacious
programs, the occupational therapist can more quickly
be prepared to contribute to interventions that will
more likely achieve desired outcomes.

The Families and Schools Together (FAST) program
is another resource for occupational therapy practi-
tioners. The original FAST program was developed by
a social worker in 1988 (AOTA, 2003). The AOTA 
conducted a FAST violence prevention research 
project from September 2000 through May 2001,
which was funded by the Center for Mental Health 
Services (CMHS), a division of the Substance 
Abuse and Mental Health Services Administration
(SAMHSA). An occupation-based, multifamily, 10-
week program was developed and implemented at
two different schools, one in a Midwest city and one
in a Northeast suburb. Positive program results were
consistent with previous FAST initiatives, thus it was
determined that occupational therapists would be
appropriate FAST team leaders (AOTA, 2003).
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Mental Health: A Report of the Surgeon
General 
Mental health is viewed as a dynamic phenomenon

that reflects an individual’s genetic predispositions,

life experiences, and social environment. Although

the physical health of the U.S. population progres-

sively improves, mental health is often overlooked,

and mental illnesses remain shrouded in stigma and

misunderstanding. The report of the U.S. Surgeon

General regarding mental health emphasizes the inter-

dependent nature of physical and mental health and

wellbeing, and focuses attention on the mental health

needs of persons across the life span (USDHHS,

1999). Approximately 20% of individuals within the

United States are affected by mental disorders in any

given year; depression is a leading cause of disability

in the United States, and suicide is one of the leading

preventable causes of death worldwide. Yet, the avail-

ability and accessibility of mental health services lack

parity with other areas of health care. Due to recent

advances in neurophysiology, mental illnesses are

more effectively treated than at any other point in his-

tory. However, there is a serious lack of research on

efficacious strategies to prevent mental disorders and

promote mental health.

Several themes are evident in the Surgeon General’s

report on mental health, including

• mental health and mental illness should be 

approached from a public health perspective;

• mental disorders are significantly disabling;

• mental health and mental illness are points on a

continuum, not polar opposites;

• the mind and body are inseparable; and

• stigma is a serious barrier that reduces access

to treatment, limits opportunities, interferes

with full participation in society, and 

may result in overt discrimination 

(USDHHS, 1999).

The report was based on the best available scien-

tific evidence at the time and addresses the unique

mental health needs of children, adolescents, adults,

and the elderly. Each stage of life is associated with

specific vulnerabilities for mental illness and distinct

capacities for mental health. In addition to chapters

describing mental health and mental illness at each

stage of the life cycle, other chapters in the report dis-

cuss issues related to the organization and financing

of mental health services and issues of privacy and

confidentiality. 

Based on the findings of the Surgeon General’s 

report on mental health, numerous recommendations for

future action were identified, including the following:

• Continue to build the science base.

• Implement strategies to overcome stigma.

• Ensure an appropriate array of mental health 

services and an adequate supply of practitioners.

• Provide culturally competent care.

• Reduce barriers to evidence-based interventions.

(USDHHS, 1999)

Although significant efficacy data exists to support a

range of treatments for mental disorders, there is a

paucity of research on preventive interventions. More

attention focused on strategies for promoting mental

health and facilitating resiliency is essential. The con-

ditions necessary for developing and maintaining men-

tal health and preventing mental illness are priorities

for future research. 
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Implications for Occupational Therapy 

The number of occupational therapists and occupa-
tional therapy assistants in mental health practice
has significantly declined over the past 20 years. In
2004, only 2% of occupational therapy practitioners
worked in mental health settings, down from 8.5% in
1986 (Ebb & Haiman, 1990; Gandy, 2004). It is dis-
concerting that occupational therapy is losing its
presence in the mental health arena, where the pro-
fession first emerged and demonstrated its worth.

According to WHO, depression is the leading
cause of disability in terms of years lived with disabil-
ity (YLD). It is the fourth leading cause of disability as
measured by DALYs (disability adjusted life years).
DALYs refers to the sum of years of potential life lost
due to premature mortality and years of productive
life lost due to disability. It is expected that by the
year 2020, depression will be the second leading
cause of DALYs among all age groups and for both
sexes (WHO, 2006c). 

Since mental disorders (especially depression) are
disabling, it is essential for occupational therapists to
actively reinvigorate this area of practice. As  “lifestyle
redesign“ (University of Southern California, Depart-
ment of Occupational Therapy & Occupational Science,
n.d.) specialists, occupational therapists can have a
role in the prevention of mental disorders and the pro-
motion of mental health. Mental health promotion can
be integrated into practice regardless of the setting
and population served. Genetics, life experiences,
and social environment affect mental health. Occupa-
tional therapists and occupational therapy assistants
can provide positive mental health promotion life
experiences and can facilitate the development of
social networks and thereby promote mental health.
The Surgeon General’s report clearly indicates that
mental health is a health problem across the life span.
As such, it must be addressed for all people, not just
for persons with mental illness. 
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U.S. Government and 
Professional Association 
Public Health Initiatives 

This last section will focus on initiatives sponsored by

the U.S. government and U.S.-based professional 

organizations to impact public health in the United

States and abroad. Four examples will be shared, 

including former President George W. Bush’s New

Freedom Initiative, the President’s New Freedom

Commission on Mental Health (Bush, 2002), the

AOTA’s official document on health promotion, and

the American Occupational Therapy Foundation’s 

Occupation in Societal Crises Task Force report.

New Freedom Initiative: Fulfilling America’s
Promise to Americans with Disabilities
Approximately 54 million people in the United States

live with a disability. This represents nearly 20% of the

population. The New Freedom Initiative (NFI),
announced by former President George W. Bush on

February 1, 2001, is a comprehensive national frame-

work for eliminating barriers that prevent people with

disabilities from fully participating in community life.

Six federal agencies are directly involved, including the

Departments of Health and Human Services, Education,

Labor, Housing and Urban Development, and Justice,

as well as the Social Security Administration. Several

other departments and agencies are involved indirectly.

The NFI has six goals, which include

• increasing access to assistive and universally 

designed technologies;

• expanding educational opportunities;

• promoting home ownership;

• integrating Americans with disabilities into the

workforce;

• expanding transportation options; and

• promoting full access to community life (USDHHS,

2003b, ¶ 3). 

On June 18, 2001, as part of the NFI, former Presi-

dent George W. Bush issued Executive Order 13217:

Community-Based Alternatives for Individuals with

Disabilities:

The Order called upon the federal government to 

assist states and localities to swiftly implement the

decision of the United States Supreme Court in 

Olmstead v. L.C. stating: “The United States is com-

mitted to community-based alternatives for individu-

als with disabilities and recognizes that such services

advance the best interests of the United States.” 

(USDHHS, 2003c, ¶ 1)

The Olmstead v. L.C. decision, issued by the U.S.

Supreme Court in July 1999, declared that unnecessary

segregation of persons with disabilities in institutions vio-

lates the Americans with Disabilities Act (ADA) of 1990

and constitutes discrimination. The decision applies to all

persons with physical or mental disabilities, regardless of

age. It challenges local, state, and federal governments to

provide accessible, cost-effective, community-based ser-

vices for people with disabilities. The NFI mandates full

implementation of the Olmstead v. L.C. decision. 

In 2004, a progress report was released describing

the NFI’s accomplishments. Content Box 4-5 highlights

some of the achievements related to each goal.

The U.S. Department of Justice (USDOJ) houses

the homepage of the ADA, the forerunner of the NFI.

This homepage includes links to an area that displays

case studies of people whose lives and occupations

have been positively impacted by the ADA 

(USDOJ, 2000). One of the cases pertains to a boy

whose parents, with the help of the USDOJ, ensured

his continued access to an after-school program oper-

ated by a national day-care chain.

President’s New Freedom Commission 
on Mental Health
A key component of the New Freedom Initiative was

the establishment of the President’s New Freedom

Commission on Mental Health in 2002. The commis-

sion’s purpose was to conduct a comprehensive evalu-

ation of the mental health service delivery system 

and provide recommendations on how the system could

be improved. For nearly a year, 22 commissioners met

monthly to hear testimony, analyze the mental health
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Implications for Occupational Therapy 

The ADA and now the NFI provide an outstanding
opportunity for occupational therapists and occupa-
tional therapy assistants to become involved in a
national effort to eliminate barriers to full inclusion and
social participation for children, adults, and elderly per-
sons with disabilities. Occupational therapy can posi-
tively impact all six goals of the NFI. Occupational ther-
apy professionals have knowledge and skills in
assistive technology, school-system interventions,
home adaptations, work-skill development, transporta-
tion adaptations, and facilitating community integra-
tion and social participation. The U.S. Supreme Court’s
Olmstead v. L.C. decision mandates community-
based services for people with disabilities. Occupa-
tional therapists are uniquely positioned to respond to
the NFI and the Olmstead decision by developing and
providing accessible, cost-effective health promotion
and occupation-based interventions in the community. 
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system, visit innovative program models, and review

research evidence (President’s New Freedom Commis-

sion on Mental Health, 2003). The U.S. Department of

Health and Human Services Surgeon General’s 1999

report on mental health served as the scientific founda-

tion for the commission’s deliberations.

The commission was mandated to identify unmet

needs, barriers to community-based services, and 

effective treatment approaches and to formulate poli-

cies to enhance community integration of persons with

mental disorders. The ultimate goal is to create a 

system of services that enable persons with serious

mental illnesses to live, work, learn, and participate

fully in their communities. 

In 2003, the final report of the commission was 

released. A complete transformation of the mental

health service delivery system was advocated, and 

two principles for this transformation were outlined.

First, the services must be client- and family-centered,

not oriented to the needs of bureaucracies. Second, 

intervention should focus on building resilience and

facilitating recovery, not simply on reducing symp-

toms. In addition, interventions should be based on the

best available evidence, and the system must be conve-

nient, accessible, and built upon client needs. Accord-

ing to the report, in a transformed mental health ser-

vice,

• Americans understand that mental health is essen-

tial to overall health;

• mental health care is consumer and family driven;

• disparities in mental health services are eliminated;

• early mental health screening, assessment, and 

referral to services are common practice; 

• excellent mental health care is delivered and 

research is accelerated; and 

• technology is used to access mental health care

and information (President’s New Freedom 

Commission on Mental Health, 2003, p. 8).

The characteristics are written as goal statements in

the report and serve as the framework for the commis-

sion’s 19 recommendations (see Content Box 4-6).
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From The President’s New Freedom Initiative for People with Disabilities:
The 2004 progress report, executive summary (pp. 3–6), by the White

House Domestic Policy Council Washington, DC: The White House.

Implications for Occupational Therapy 

Two outcomes of the commission’s deliberations are of
special interest to occupational therapists and occupa-
tional therapy assistants. One is the provision of 
community-based services for persons with mental dis-
orders. Many mental health services are provided in
community settings, but few of these include occupa-
tional therapy. Occupational therapists need to promote
their unique focus, abilities, and skills to these programs
and advocate employment of occupational therapy pro-
fessionals for the benefit of mental health clients. In
addition, it is not only reasonable, but also imperative to
create new occupation-based programs for mental
health clients living in the community. Occupational
therapists are particularly qualified to address the two
broad principles of the commission’s report—client- and
family-centered care and building client resilience.

Content Box 4-5

Selected Achievements of the New
Freedom Initiative

Goal: Increasing Access to Assistive and
Universally Designed Technologies
• Funded alternative financing programs—for exam-

ple, low-interest, long-term loans to enable persons
with disabilities to acquire needed technologies

• Promoted full implementation of Section 508 of
the Rehabilitation Act to ensure that electronic and
information technologies used by the government
are fully accessible to persons with disabilities

• Developed a Web portal, DisabilityInfo.gov, that
provides information about the variety of programs
offered by the federal government that impact peo-
ple with disabilities

Goal: Expanding Educational Opportunities 
for Youth With Disabilities
• Established the President’s Commission on Excel-

lence in Special Education
• Increased funding for the Individuals with Disabilities

Education Act (IDEA)

Goal: Integrating Americans With Disabilities 
Into the Workforce
• Provided funding to purchase technology to enable

telecommuting
• Implemented the Ticket to Work program
• Promoted strict enforcement of the Americans

with Disabilities Act (ADA) of 1990
• Developed best practice models for hiring and 

retaining qualified individuals with disabilities

Goal: Promoting Full Access to Community Life
• Improved access to voting for persons with 

disabilities
• Provided funding for projects to reduce transporta-

tion barriers
• Trained over 1500 architects and builders in the 

design and construction of fully accessible housing
• Funded projects to enable older individuals and 

individuals with disabilities to remain in their homes
• Provided employment transportation services for

individuals with disabilities
• Funded demonstration projects for the recruitment,

training, and retention of direct service workers
• Established the New Freedom Commission on

Mental Health
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defines health promotion, discusses the need to address

health disparities, describes levels of prevention, and

details the role of occupational therapy at the commu-

nity and population levels. A particularly useful aspect

of this official document is the discussion of Wilcock’s

(1998) constructs of occupational imbalance, occupa-

tional deprivation, and occupational alienation and

their relationship to health promotion.

Three critical roles for occupational therapy in

health promotion are identified: 

• Promoting healthy lifestyles for all clients/

patients, their caregivers, and their families

Occupational Therapy in the Promotion 
of Health and the Prevention of Disease 
and Disability Statement
The AOTA supports and encourages the development

of occupation-based health promotion and disease/

disability prevention services and the involvement of

occupational therapy practitioners in interdisciplinary

health promotion efforts. The document Occupational
Therapy Services in the Promotion of Health and 
the Prevention of Disease and Disability (Scaffa, Van

Slyke, & Brownson, 2008) serves as the profession’s

official document on health promotion. This document
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Content Box 4-6

Goals and Recommendations in a Transformed Mental Health System 

Goal 1: Americans Understand That Mental 
Health Is Essential to Overall Health
Recommendations

1.1 Advance and implement a national campaign to 
reduce the stigma of seeking care and a national
strategy for suicide prevention.

1.2 Address mental health with the same urgency 
as physical health.

Goal 2: Mental Health Care Is Consumer and 
Family Driven
Recommendations

2.1 Develop an individualized plan of care for every 
adult with a serious mental illness and child 
with a serious emotional disturbance.

2.2 Involve consumers and families fully in orienting 
the mental health system toward recovery.

2.3 Align relevant federal programs to improve access 
and accountability for mental health services.

2.4 Create a comprehensive state mental health plan.
2.5 Protect and enhance the rights of people with 

mental illnesses.

Goal 3: Disparities in Mental Health Services 
Are Eliminated
Recommendations

3.1 Improve access to quality care that is culturally 
competent.

3.2 Improve access to quality care in rural and 
geographically remote areas.

Goal 4: Early Mental Health Screening, Assessment,
and Referral to Services Are Common Practice
Recommendations

4.1 Promote the mental health of young children.
4.2 Improve and expand school mental health 

programs.

From the President’s New Freedom Commission on Mental Health, 2003. Retrieved May 31, 2005, from http://www.whitehouse.gov/news/

releases/2002/04/20020429-2.html

4.3 Screen for co-occurring mental and substance 
use disorders and link with integrated treatment
strategies.

4.4 Screen for mental disorders in primary health 
care, across the life span, and connect to 
treatment and supports.

Goal 5: Excellent Mental Health Care Is
Delivered and Research Is Accelerated
Recommendations

5.1 Accelerate research to promote recovery and 
resilience, and ultimately to cure and prevent 
mental illnesses.

5.2 Advance evidence-based practices using dis-
semination and demonstration projects and 
create a public-private partnership to guide
their implementation.

5.3 Improve and expand the workforce providing
evidence-based mental health services and 
supports.

5.4 Develop the knowledge base in four under-
studied areas: mental health disparities,
long-term effects of medications, trauma, and
acute care.

Goal 6:Technology Is Used to Access Mental
Health Care and Information
Recommendations

6.1 Use health technology and telehealth
to improve access and coordination of 
mental health care, especially for Americans
in remote areas or in underserved 
populations.

6.2 Develop and implement integrated electronic
health record and personal health information
systems.
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• Emphasizing occupation as an essential compo-

nent of prevention strategies and complementing

health promotion services provided by experts in

other professions through the application of occu-

pational therapy principles

• Expanding occupational therapy interventions

from a focus on individuals to include health 

promotion efforts with groups, organizations, com-

munities, and policymakers (Scaffa et al., 2008)

The statement lists a variety of potential health 

promotion interventions at the organizational, commu-

nity, population, governmental, and policy levels. In 

addition, the document provides case studies to illustrate

the application of health promotion principles in occupa-

tional therapy practice. Occupational therapy’s unique

contribution to health promotion and disease/disability

prevention is the profession’s focus on occupational 

capabilities, skills, habits, roles, and routines, as well as

its expertise in modifying environments for optimal,

healthy, and safe occupational performance.

Occupation in Societal Crises Task Force
Shortly following the terrorist attacks of September 11,

2001, the president of the American Occupational

Therapy Foundation (AOTF) appointed practitioners

from across the United States and Canada to form the

Task Force on Occupation in Societal Crises (Task

Force). The goal of the Task Force was to delineate the

influence of occupation during times of societal crisis

and define the role of occupational therapists and occu-

pational therapy assistants in disaster planning, response,

and recovery.

The Task Force produced numerous publications, 

including McColl’s (2002) article “Occupation in

Stressful Times” which was published in the American
Journal of Occupational Therapy. Other Task Force

members wrote articles that were published on the

AOTF website. In addition, the librarian of the Wilma

West Library assembled a “Resource Note,” which

served as a bibliography of references on the subject.

Pi Theta Epsilon, in collaboration with the Task Force,

sponsored two sessions at the AOTA Annual Confer-

ence. The first, in 2003, featured a panel of experts

who outlined the federal, state, and local systems

responsible for responding to natural and technologi-

cal disasters. Panelists urged the occupational therapy

audience to become involved in disaster planning in

their communities (AOTF, 2003). The second confer-

ence session, held in 2005, described the role of occu-

pational therapy practitioners in disaster planning,

response, and recovery. Over 100 practitioners

attended and, in small work groups, brainstormed

occupational therapy responses to several different 

disaster scenarios.

The AOTF Task Force collaborated with the AOTA

Commission on Practice to develop an official docu-

ment on the profession’s role in disasters. This docu-

ment is based on information gathered from focus

groups, practitioners, and literature from the disaster

management field. In November 2005, the Represen-

tative Assembly of the AOTA approved an official

concept paper titled Occupational Therapy’s Role in
Disaster Preparedness, Response and Recovery. The

Task Force’s ultimate goal is to develop a network 

of practitioners who are trained to respond effectively

to disasters. Occupational therapy professionals are

uniquely prepared to address the special needs of the

elderly and individuals with disabilities before, dur-

ing, and after disasters. In 2004, former President

George W. Bush issued the executive order Individu-

als with Disabilities in Emergency Preparedness. The

order is designed to enhance the nation’s disaster

response for persons with disabilities and begins by

recognizing the special needs of persons with disabil-

ities in the planning process. The order established a

coordinating council within the Department of

Homeland Security to address these concerns (White

House, 2004).
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Implications for Occupational Therapy 

Although occupational therapy can make a signifi-
cant contribution to health promotion practice, it is
important to acknowledge and respect the roles 
and contributions of other health promotion service
providers, including health educators, public health
personnel, nutritionists, exercise physiologists, and
others. In order to demonstrate the efficacy of occu-
pational therapy in health promotion, it is critical that
energy and resources are directed at

• identifying occupational factors that impact health
and wellbeing;

• developing assessment tools that measure these
factors;

• evaluating occupation-based health promotion 
services in a variety of settings with a variety of
populations; and

• documenting the effectiveness and cost benefits
of occupational therapy involvement in health 
promotion efforts.

Many of the prevalent social problems of today
have significant health components, for example,
homelessness, substance abuse, mental illness, vio-
lence, and accidents. These social problems can be
addressed from a prevention and health promotion
perspective. Occupational therapy is uniquely posi-
tioned to provide essential and tangible responses in
these areas.
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Conclusion 

Governmental reports and initiatives such as those 

described above can be instrumental in providing data

and ideas to occupational therapists and occupational

therapy assistants seeking funds to develop health-

promotion programs. These reports summarize work

and knowledge from a variety of disciplines. An addi-

tional step beyond reviewing reports on the subject of

interest is to review data and evidence-based research

from a variety of related fields. This review should be

extensive and include sources that may at first seem 

unrelated to occupational therapy. For example, public

health experts found information from geographic 

information systems and data from police reports con-

cerning pedestrian injury rates and location of occur-

rence useful in studying child pedestrian injuries and

developing tailored preventive strategies (Braddock et al.,

1994). This type of data can assist occupational thera-

pists employed in the school system to gain support for

developing a safety program targeting needs and safety

risks of students and families. Data such as this would

also be important to consider in the development 

of school-sponsored walking programs designed to 

increase physical activity.

According to Wilcock, the primary impediment keep-

ing the profession from reaching its potential contribu-

tion to population health is the “dominance of the idea of

the ‘individual’ within the profession and the more or

less exclusive focus on disability and handicap” (2003,

p. 43). One way to change this thinking is to increase par-

ticipation in interdisciplinary, population-based health

education, research, and prevention activities. The 

profession remains insular and focused on its perceived

ability to do it all—and to do it alone, which fails 

to honor its history and is a costly disservice to society.

The governmental reports and other initiatives described

in this chapter can provide significant guidance on 

the interdisciplinary, population-based health education,

research, and prevention activities mentioned above.

When the profession is ready to routinely seek interdisci-

plinary opportunities, the true potential of occupational

therapy’s contribution to public health and society will

be realized.  

This chapter encourages the involvement of occu-

pational therapy practitioners in interdisciplinary

public health initiatives and research by reviewing

the history of public health, key governmental and

nongovernmental reports, and national and interna-

tional perspectives on health and wellbeing. This

foundational knowledge, together with the data in

these and future reports, will allow occupational ther-

apists and occupational therapy assistants to advocate

for the polices and programs needed to enhance public

health in broader population and interdisciplinary

ventures.

The belief that occupation can be health-enhancing

led to the development of the concept of preventive 

occupation. Scaffa and colleagues (2001) defined pre-
ventive occupation as “the application of occupational

science in the prevention of disease and disability and

the promotion of health and wellbeingof individuals

and communities through meaningful engagement in
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Implications for Occupational Therapy 

The Health Resources and Services Administration
(HRSA) of the federal government funds the Bioter-
rorism Training & Curriculum Development Program
(BTCDP). This grant program funds continuing educa-
tion and curriculum development for training health
professionals in bioterrorism response. Recently,
HRSA expanded its focus to include all-hazards 
public health emergencies.

In 2005, HRSA convened a series of focus groups
to discuss the role of the allied health (AH) profes-
sions in disaster planning and response. Several 
recommendations for action emerged from these
meetings, including the need to

• develop a standardized set of basic core compe-
tencies in allied health and standardized metrics to
evaluate performance; 

• identify discipline-specific competencies that 
reflect the role of the discipline in a public health
emergency—this requires role delineation and 
differentiation of disaster roles from traditional roles; 

• create training opportunities that lead to nationally
recognized certification;

• incorporate mental health issues into all aspects
of training; and

• conduct research regarding the role of AH professions
in disasters.

Specific ideas regarding training included the need
to develop multiple layers of education, the importance
of understanding chains of command, emergency 
response structure, and terminology. Focus group
members suggested requiring that all AH professionals
obtain basic disaster training in the National Incident
Management System (NIMS) and participate in one
training exercise/drill annually. These recommenda-
tions are all relevant for occupational therapy practi-
tioners. Concerns were expressed regarding the lack
of disaster response training requirements in AH 
accreditation standards, shortage of experienced 
instructors to teach the competencies, the difficulty
of incorporating this content into already overflowing
curricula, and the need for real-life experiences to
evaluate student/practitioner performance of compe-
tencies. These challenges must be addressed if occu-
pational therapy is to define its place in all-hazards
public health emergency planning, response, and 
recovery.
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occupations” (p. 44). In 2006, AOTA adopted a state-

ment on health disparities that declares, “Occupational

therapy is well positioned to intervene with individuals

and communities to limit the effects of health dispari-

ties on participation in meaningful occupations”

(Braveman, 2006, ¶ 1). The new public health approach

shares a common goal with occupational therapy—a

commitment to social activism and advocacy. In addi-

tion, practitioners in these disciplines understand the

impact of the social and physical environments on

health. It should be easy to find willing partners 

with whom to join forces. “We cannot solve all prob-

lems of poverty and injustice, but we can improve 

survival and quality of life, step by step, one acre at a

time, to achieve wondrous miracles” (Tulchinsky &

Varavikova, 2000, p. 3). 

◗ For Discussion and Review

1. What are the similarities and differences between

occupational therapy and public health in terms of

ideology, goals, and approaches?

2. How might occupational therapy provide preven-

tive, occupation-based interventions to individuals,

families, groups, and communities?

3. Briefly describe an occupational therapy health 

promotion intervention and the supporting U.S. 

and international documentation.

4. Identify and discuss aspects of the AOTA’s Frame-
work that support the role of occupational therapy

in health promotion.

5. Read the AOTA official document on health promo-

tion and develop three occupational therapy strategies

for addressing one of the public health challenges

identified in Tables 4-3 or 4-4.

6. Review one of the national health documents 

described in this chapter, identify a target population,

and briefly outline three possible occupational 

therapy health promotion interventions that could

be suggested to that population.

◗ Research Questions

1. Does the addition of occupational therapy interven-

tions in health promotion programs enhance program

effectiveness?

2. What are the effects of brief health promotion 

interventions in traditional occupational therapy

settings?

3. What are the effects of brief, repeated, developmen-

tally graded health promotion interventions in

school-based occupational therapy settings?
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4. What are the occupational therapy-specific compe-

tencies needed for all-hazards public health 

emergency planning, response, and recovery?

5. Does the addition of occupational therapy person-

nel to interdisciplinary health promotion programs

enhance the overall effectiveness of those programs’

impact on community health?
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Chapter 5

Cultural and Sociological Considerations
in Health Promotion
Bette Bonder

I do not want my house to be walled in on all sides and my windows to be stuffed. I

want the cultures of all the lands to be blown about my house as freely as possible. But I

refuse to be blown off my feet by any.

—Mahatma Gandhi (1869–1948) 

Learning Object ives

This chapter is designed to enable the reader to:

• Define culture, cultural competency, race, ethnic-
ity, socioeconomic status, enculturation, accultur-
ation, and spirituality.

• Describe the impact of culture and socioeco-
nomic status on health and health disparities.

• Discuss reasons for addressing cultural and 
socioeconomic factors in designing health
promotion interventions.

• Describe the ways in which culture and 
socioeconomic status affect behavior in terms of
• lifestyle;
• health behaviors;

• rates of illness and disability;
• perceptions of health, illness, and disability;
• performance areas;
• performance patterns;
• performance skills; and
• performance contexts, activity demands, 

and client factors.
• Discuss implications for design of culturally 

relevant preventive interventions in occupational
therapy.

Key Terms

Acculturation
Cultural competency
Culture
Enculturation

Ethnicity
Explanatory model
External locus of 

control

Internal locus of 
control

Race
Religion

Socioeconomic status
Spirituality

Introduction

Since the inception of the occupational therapy profes-

sion, occupational therapists have been aware of the

importance of culture in the occupational lives of their

clients (Dunton, 1915). In the past 25 years, occupa-

tional therapy literature has increasingly addressed the

centrality of culture to occupational choice and satis-

faction with occupational patterns (cf. Barney, 1991;

Dillard et al., 1992; Iwama, 2004; Levine, 1984). The

core values of occupational therapy practitioners are in

harmony with the desire described by Alvord and Van

Pelt (1999):

Navaho healers use song to carry words of the Beauty

Way; the songs provide a blueprint for how to live a

healthy, harmonious, and balanced life. I would like

to create such a pathway between cultures so that

people can walk across and see the wonders on the

other side. (p. 16)
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This chapter will explore the definitions of culture and

socioeconomic status, and the ways in which these 

affect beliefs and behaviors related to occupations,

health, illness, and disability. Strategies for addressing

cultural and socioeconomic factors in the occupational

therapy process will also be discussed.

In the United States, socioeconomic factors are

strongly associated with culture, particularly when cul-

ture is defined based on race or ethnicity. In community

health and health care, there is substantial evidence that

socioeconomic factors affect individual health, access

to care, and outcomes of care received (cf. Bowman 

& Wallace, 1990; Hakansson et al., 2003); therefore,

effective interventions must address both culture and

socioeconomic factors.

The evidence of the impact of culture and socioeco-

nomic status on health and wellbeing is sufficiently

compelling that the professional culture of occupa-

tional therapy clearly reflects their importance. In

1999, the Representative Assembly of the American

Occupational Therapy Association (AOTA, 2004) 

approved a statement regarding support for inclusion

and nondiscrimination. That statement has been revised

and is now titled Occupational Therapy’s Commitment
to Nondiscrimination and Inclusion (AOTA, 2004).

These beliefs are further supported by the Occupa-
tional Therapy Practice Framework: Domain and
Process (AOTA, 2008), which indicates “occupational

therapists and occupational therapy assistants recog-

nize that engagement in occupation occurs in a variety

of contexts (cultural, physical, social, personal, tempo-

ral, spiritual, virtual)” (p. 612). In addition, the AOTA

Occupational Therapy Code of Ethics (2005) states

that occupational therapy personnel will “recognize

and appreciate the cultural components of economics,

geography, race, ethnicity, religious and political fac-

tors, marital status, age, sexual orientation, gender

identity, and disability of all recipients of their ser-

vices” (p. 639). 

While it seems self-evident that culture and socioeco-

nomic status should be considerations in care, acting on

that belief is no simple matter. This chapter provides 

definitions and descriptions important to efforts to 

ensure that culture and socioeconomic status are accu-

rately identified and addressed in designing occupation-

based preventive and health-promoting interventions.

Defining Terms

Defining terms to facilitate understanding and commu-

nication is an important first step. A number of con-

structs require explanation before any meaningful 

dialogue can occur. We begin by considering culture.
Most people probably believe they know it when they

see it but have a much more difficult time providing 

a concrete definition. They are not alone in this, as 

researchers and theorists have similar difficulty. Kuper

(1999), an anthropologist, indicates “in its most general

sense, culture is simply a way of talking about collec-

tive identities” (p. 3). The U.S. Department of Health

and Human Services (USDHHS), indicates that “‘cul-

ture’ refers to integrated patterns of human behavior that

include language, thoughts, communications, actions,

customs, beliefs, values, and institutions of racial, 

ethnic, religious, or social groups” (2000, p. 80865). A

variety of definitions are offered in the occupational

therapy literature, a selection of which is detailed in

Content Box 5-1.

While these definitions vary somewhat, they all 

suggest that culture is shared among members of 

a particular group; is learned not inherent; is localized

geographically; is patterned in the sense that it 

describes roles, behaviors, and values; and has some 

element of constancy although it may change over 

time (Bonder, Martin, & Miracle, 2002, 2004). Thus,

culture contributes strongly to beliefs and behaviors of

individuals.

Another important attribute of culture is that it

emerges in interaction (Bonder et al., 2004; Tedlock &

Mannheim, 1995). This means that culture is not some-

thing that is concrete and fixed in the environment.

Rather, it is an element of relationships among people
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Content Box 5-1 

Sample of Definitions of Culture 
and Cultural Context From the 
Occupational Therapy Literature
• “A state of manners, taste, and intellectual devel-

opment at a time or place. It is the ideas, customs,
arts, etc. of a given people at a given time” 
(Baptiste, 1988, p. 180).

• “Values, beliefs, customs and behaviors that are
passed on from one generation to the next”
(Christiansen & Baum, 1997, p. 61).

• “An abstract concept that refers to learned and
shared patterns of perceiving and adapting to the
world” (Fitzgerald, Mullavey-O’Byrne, & Clemson,
1997, p. 1).

• “Customs, beliefs, activity patterns, behavior stan-
dards, and expectations accepted by the society
of which the [client] is a member. Includes ethnic-
ity and values as well as political aspects, such as
laws that affect access to resources and affirm
personal rights. Also includes opportunities for 
education, employment, and economic support
(AOTA, 1994, p. 1054)” (AOTA, 2008, p. 670).
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and groups. This is why it is not possible to identify

one’s culture from looking at an individual. Thus, cul-

ture is not race, nor is it any other biological attribute of

individuals. Rather it is socially constructed during

communication.

Because race is so often used as a proxy for culture

(Wang & Sue, 2005), it is important to examine this

construct. The National Research Council (NRC) 

defines race as a combination of physical characteris-

tics along with “individual, group, and social attributes”

(1997, p. 2). Ethnicity, by the same group’s definition,

refers to individual, group, and social attributes in the

absence of common physical features that lead to cate-

gorization of individuals into a particular group (NRC,

1997). And while some hold that race is genetic, recent

scientific advances in the understanding of human

heredity suggest that genetic differences among “racial”

groups are tiny (Wang & Sue, 2005). Race and ethnic-

ity are increasingly perceived as entirely social (i.e., not

biological) constructs. For example, Sacks observes,

The study of the deaf shows us that much of what is

distinctively human in us—our capacities for language,

for thought, for communication, and culture—do not

develop automatically in us, are not just biological

functions, but are, equally, social and historical in 

origin; that they are a gift—the most wonderful gift—

from one generation to another. (1989, p. xi)

It is possible that race and ethnicity emerged as cate-

gorical markers in health care, because several health

conditions, such as sickle-cell anemia and Tay-Sachs dis-

ease, are clearly clustered in particular groups (Arnason,

Sigurgislason, & Benedikz, 2000). This observation has

given weight to race and ethnicity as constructs, although

current explanations of this clustering suggest they are

found most often in particular groups because of histori-

cal proximity of groups of individuals at a time when

contact between groups was limited and because they

conferred some unique survival benefit in those geo-

graphic areas (Wang & Sue, 2005). For example, sickle-

cell anemia, a condition found almost exclusively in

African and African American groups, appears to provide

some protection against malaria. Thus, race and ethnicity

in health care may have become proxies for expectations

about the probability that individuals might be suscepti-

ble to specific health conditions.

Race and ethnicity are also strongly correlated with

access to and outcomes of health care (Smedley, Stith,

& Nelson, 2003). In fact, a recently published Institute

of Medicine report (Smedley et al., 2003) has focused

national attention on a growing problem—that there is

clear and compelling evidence that individuals from

particular racial and ethnic backgrounds are at high risk

of certain diseases. Diabetes, for example, occurs at a

much higher incidence among individuals from some

Hispanic backgrounds than for other groups. Other

groups are at risk of receiving substandard care, as in

the case of African Americans with heart disease. 

Although these associations are well documented, they

are not well explained.

Racial or ethnic labels tend to obscure important dif-

ferences. The label Asian, for example, includes such

diverse groups as Japanese Americans and Hmong. The

first group is relatively similar socioeconomically to

the majority culture in the United States. It includes

some individuals recently arrived to this country and

others whose families have lived in the United States

for so long that they have only a nominal affiliation

with the country from which their ancestors came. 

The Hmong, on the other hand, have come to the 

United States in substantial numbers only in the last

generation or so (Fadiman, 1997). Those who arrived

here initially were refugees from a war-torn region in

which they had been completely dispossessed. They 

arrived with no economic resources, no ability to speak

English, and no education in the formal Western sense.

This first generation settled in several communities in

California and Minnesota, where they struggled to

make a life for themselves and, at the same time,

changed the dynamics of the communities to which

they immigrated. Health and social service providers

experienced new challenges as a result of this influx. 

Another complicating factor in an attempt to under-

stand how race and ethnicity (and other cultural vari-

ables) affect health is the interaction of these variables

with economic considerations. Socioeconomic status
has been defined as categorization based on education,

income, wealth, and position in the social hierarchy

(Krieger, Williams, & Moss, 1997). Although the

United States is often presented as a classless society,

differentials in power, status, and economic resources

clearly exist (Mills, 1958/2005), which affects health,

functional abilities, and health care (Smedley et al.,

2003). Studies of child development have found that

socioeconomic status affects children’s hand size 

and strength, praxis, and other visuomotor factors

(Bowman & Wallace, 1990). Culture and socioeco-

nomic status, while clearly implicated in health status

and outcomes of care, represent a complicated set of 

interacting considerations. 

An often overlooked fact is that everyone has culture,

ethnicity, and socioeconomic status. Just as clients bring

cultural beliefs and values to health-care encounters,

providers of care bring cultural beliefs and values to the

situation. Professions are themselves cultures (Krusen,

2003). Consider the beliefs conveyed in occupational

therapy education about the kinds of interventions that

will restore health or prevent dysfunction. Compare

98 SECTION I Foundations and Key Concepts

1193_Ch05_096-109.qxd  6/8/09  6:50 PM  Page 98



those beliefs with those of surgeons. Both professions

are concerned with helping clients, but their beliefs

about how to do that differ dramatically. 

Not only do all individuals have culture, but most

also have many cultures (Bonder et al., 2002) that inter-

act with each other. An individual might identify with

all of the following: Italian American (ethnic culture),

high school student (developmental-stage culture),

Catholic (religious culture), hearing-impaired (physical-

status culture), gay (gender-preference culture), and so

on. This individual also has socioeconomic status (for a

high school student, this is typically conferred by

parental status) that arguably could also be considered

culture; for example, middle-class suburban. 

This hypothetical high school student has been 

enculturated into multiple cultures. The process of

enculturation involves learning about culture through

direct instruction, observation, and modeling. High

school students, for example, are particularly observant

about those around them and those portrayed in the me-

dia. They choose their style of dress, language, and

sometimes even their gait in an attempt to be as similar

as possible to their peers. This particular student has

undoubtedly also learned about being an Italian Amer-

ican through direct instruction by his or her parents,

stories told by grandparents, and so on. 

This individual may have learned other cultural

identities through more subtle interaction with others.

Gay high school culture is somewhat hidden, and 

unless the student’s parents are also hearing-impaired,

the student may have to actively seek out others with

hearing impairments to learn about this very well-

established culture (for more information about the

culture of individuals with hearing impairment, see

Sacks, 1989). 

Acculturation, by contrast, is the process by which

individuals relinquish aspects of their culture to acquire

those of the surrounding majority culture. So in the

case of the high school student previously described,

the grandparents may have been first-generation Italian

Americans who immigrated to the United States from

Italy. They may well have chosen to live in a largely

Italian immigrant neighborhood where they could

speak Italian, eat foods familiar from their country of

birth, and maintain customary behaviors. Their second-

generation children may have learned to speak Italian

but chosen to speak primarily English, or they may

have enjoyed Italian food, but also chosen to eat fast

food and steak more frequently. In addition, they may

have had greater opportunity for educational accom-

plishments that led to better paying jobs that allowed a

move to the suburbs. The third-generation high school

student previously described may not speak Italian at

all and may equate Italian food solely with pizza. In all

these ways, acculturation, adoption of majority cultural

values and behaviors, may have led the individual away

from the culture of origin.

Spirituality, Religion, and Health 

Recent occupational therapy literature has increasingly

focused on spirituality (Belcham, 2004; Canadian Asso-

ciation of Occupational Therapists, 1997; 2002; Mayers,

2004; McColl, 2003; Phillips, 2003; Townsend, De Laat,

Egan, Thibeault, & Wright, 1999). Spirituality appears

as the central core of the Canadian Model of Occupa-

tional Performance (CMOP), as depicted in Figure 5-1

and described in more detail in Content Box 5-2.

Both religion and spirituality are important ele-

ments of culture. Religion is defined by hyperdic-

tionary (2005a, ¶ 2) as “an institution to express 

belief in a divine power.” Specific religions, depend-

ing on their particular attributes, may well be defined

as cultures, since they are learned, shared, patterned,

and convey values. Issues about ability to conduct re-

ligious rituals, participate in religious events, and

maintain culturally prescribed religious customs

(e.g., cooking particular foods, undertaking volunteer

activities that are prescribed by particular religions)

can be major concerns for individuals, families, and

communities. 

Spirituality, on the other hand, is “concern with

things of the spirit” (hyperdictionary, 2005b, ¶ 1). This

means that spirituality focuses on concerns about the

spirit and the divine that are not necessarily associated

with an established religious group or institution. 

According to Frey, Daaleman, and Peyton (2005), the

term nonreligious spiritual propensity (p. 559) is some-

times found in the literature. These authors’ conceptu-

alization of spirituality focuses on two factors: life

scheme and self-efficacy. They note that “spirituality

may be tied to attributes of personal meaning that may

or may not be tied to religious traditions” (p. 560). 

The focus on personal meaning is echoed by the defin-

ition proposed by the Association of Professional

Chaplains (2001) that suggests that spirituality is “an

appreciation of presence and purpose that includes a

sense of meaning” (p. 81). 

This focus on meaning is particularly noteworthy for

occupational therapists, given the profession’s empha-

sis on supporting the engagement of individuals and

communities in meaningful occupations. For some,

that meaning emerges through connection with some-

thing beyond themselves. Whether that something is

identified as God, as in the case of religion, or a more

generally stated “bigger purpose,” as in the case of spir-

ituality, this aspect of culture and of personal values

and beliefs cannot be ignored.
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In some cultures, it could be argued that spiritual

considerations guide all of life’s decisions, including

those about occupational choices and health behaviors

(Alvord & Van Pelt, 1999). For example, many Native

American cultures have a spiritual reverence for the

stars. They believe that the Great Spirit gave the stars

power to guide humans on Earth and impart spiritual

blessings on them. The Milky Way is seen as a pathway

for departed loved ones to reach the “southern star,” or

“abiding place of the dead.” Star quilts are a manifesta-

tion of this belief and are given on the first-year anniver-

sary of a loved one’s death as a token of appreciation to

those who had been especially kind to the deceased

(Wicasa, 2005). 

An individual can be spiritual without being reli-

gious and can be religious without being spiritual. The

hypothetical high school student described earlier self-

identifies as Catholic. This might imply active partici-

pation in formal religious practices (e.g., Mass) or in

culturally Catholic events (e.g., discussion groups led

by the parish priest), or it might mean simply having

been raised in a home where Catholicism was the

stated religious affiliation. Regardless of which of these

is true, the student might still be highly spiritual, not at

all spiritual, or (most likely) somewhere between these

two poles.

In occupational therapy, both spirituality and reli-

gion have important consequences for clients’ choices

and for outcomes of care (Beauregard & Solomon,

2005; Schulz, 2004; Wilding, May, & Muir-Cochrane,

2005). Research suggests that spirituality or religion

has implications for outcomes of care in HIV/AIDS

(Beauregard & Solomon, 2005), mental health (Wild-

ing et al., 2005), substance abuse (Rivera-Mosquera,

2005), chronic pain (Rippentrop, 2005), and many

other conditions. 

There is evidence that occupational therapists are

somewhat reluctant to address spiritual or religious fac-

tors (Belcham, 2004; Udell & Chandler, 2000), in part
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Figure 5-1 Canadian Model of Occupational Performance.

From Enabling occupation: An occupational therapy perspective, by the Canadian Association of Occupational Therapists, 2002, Figure 1, p. 32. With permission.

Content Box 5-2 

Ideas About Spirituality From the
Canadian Model of Occupational 
Performance
• Innate essence of self
• Quality of being uniquely and truly human
• Expression of will, drive, motivation
• Source of self-determination and personal control
• Guide for expressing self

From Enabling occupation: An occupational therapy perspective, by

the Canadian Association of Occupational Therapists, 2002, Table 7, 

p. 43. With permission.
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because they feel unprepared or unqualified to do so. At

the same time, there is growing awareness of the impor-

tance or centrality of these concerns in the occupational

lives of individuals (Collins, Paul, & West-Frasier, 2001).

Someone who believes that illness or disability is God’s

will might have very different motivation for participa-

tion in preventive interventions or remediation of dys-

function than someone who believes that “God helps

those who help themselves.”

Ultimately, it seems likely that in working in the

community, religious and spiritual beliefs and motiva-

tions must be considered (Townsend, 1997). Without

attention to these considerations, it is possible, perhaps

even probable, that interventions will not address cen-

tral concerns of the group. Culture, including religion

and spirituality, are vital motivating factors for both 

individuals and groups. In order to move toward cul-

tural competency, they must be understood and valued.

Cultural Competency

The fact that culture and the factors that fall within its

sphere are so difficult to define complicates efforts to

achieve cultural competency. According to the Cul-

turally and Linguistically Appropriate Services (CLAS)

standards developed by the USDHHS, Office of 

the Secretary (2000), cultural competency can be

thought of as “having the capacity to function effec-

tively as an individual and an organization within the

context of the cultural beliefs, behaviors, and needs

presented by consumers and their communities”

(p. 80865). Unfortunately, as is the case for defini-

tions of culture and its attributes, this is a relatively

general definition, one that does not make clear the

precise characteristics that allow a practitioner to say,

“I am culturally competent.” 

The dynamic nature of culture also makes it very

difficult to become and remain a culturally competent

health-care provider without engaging in additional

efforts to remain current. It is, perhaps, more appro-

priate to think of developing cultural competency as a

career-long and lifelong process. It is worth the time

and effort to be a culturally competent occupational

therapist or occupational therapy assistant. Knowl-

edge of and sensitivity to culture and socioeconomic

status are essential to the success of the occupational

therapy process in prevention and health promotion as

well as rehabilitation. Furthermore, it is an expecta-

tion supported by the profession’s core values and 

attitudes (AOTA, 1993), the Code of Ethics (AOTA,

2005), and Nondiscrimination and Inclusion Regard-
ing Members of the Occupational Therapy Community
(AOTA, 2004).

The Importance of Culture 
and Socioeconomic Status 
in Health and Health Care

The professional culture of occupational therapy holds

that individuals should identify goals that are meaning-

ful to them and that the therapist’s interventions should

be client-centered, assisting the individual to accom-

plish those goals (AOTA, 2008). By definition, culture

influences individual and group values, beliefs, and 

behaviors. It is inevitable that understanding the culture

of the individual or group is central to intervention. The

hope is that understanding and incorporating those 

beliefs will improve outcomes of care. Although this

remains to be validated through careful outcomes 

research, there is certainly a growing body of literature

to suggest that it is true. 

Given demographic trends in the United States, it is

challenging to understand culture and incorporate it

into preventive and health promotion interventions.

The United States has long been a magnet for immi-

grants from around the world and has undergone and

continues to undergo dramatic demographic change

(U.S. Department of Commerce, 1999). It is estimated

that by 2070, the population will be more than 50%

nonwhite, with African Americans and Hispanics mak-

ing up the largest proportion of the “minority” commu-

nity. The population of individuals from Asia is 

also growing rapidly, representing a wide range of Far

Eastern cultures (U.S. Census Bureau, 2000). 

In the past decade, there has been growing aware-

ness that culture and socioeconomic status have pro-

found impact on health and health care. In its summary

review of the literature about health and health care in

the United States, the Institute of Medicine (Smedley 

et al., 2003) found repeated examples of increased health

risk for individuals from minority and disadvantaged

groups. Among disease differentials reported were

rates of diabetes, high blood pressure and its accompa-

nying sequelae, substance abuse, and some cancers.

Similarly, access to and outcomes of care are worse for

individuals from minority and socioeconomically dis-

advantaged communities. Such individuals received

less effective pain management, fewer heart bypass

procedures, fewer organ transplants, and more frequent

limb amputations. All of these have consequences for

subsequent occupational health, including employ-

ment, leisure activities, and ability to manage indepen-

dent living.

While these data are sobering, it is important to avoid

a deficit model of culture and socioeconomic status.

Therapists sometimes assume deficits where none exist

or inaccurately expect clients from lower socioeconomic
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circumstances to be less capable or more impaired than

those from higher socioeconomic situations (Gajdosik &

Campbell, 1991; von Zuben, Crist, & Mayberry, 1991).

Given the tendency to focus on health disparities, it 

is important to recognize that culture often enhances 

aspects of function, health, and life satisfaction. 

As one example, in African American communities,

families feel a strong sense of obligation to care for

their elderly family members (Pickett-Schenk, 2002).

That care is reinforced through strong affiliation with

churches, which serve as community centers, and, to

some extent, social service agencies. The same is true

for the influences of socioeconomic status. It is not 

always the case that more money equals happiness or

enhanced occupational satisfaction. Several years ago,

the author had a conversation with an elderly African

American woman living in government-subsidized

housing. After a lifetime as a housekeeper, she reported

taking great pleasure in the steady (although tiny) 

income she received from Social Security and the oppor-

tunity to do just what she wanted to do. 

Cultural and Socioeconomic
Factors and Occupation

Human behavior reflects a complex interaction of cul-

tural, socioeconomic, biological, and environmental

circumstances. In many situations, this interaction is

difficult to untangle. Yet the impact of this maze of 

factors has significant implications for engagement in

occupation and for occupational therapy interventions. 

An example is the emerging dilemma of Mayan fami-

lies (Burns, 1993). Individuals of Mayan background

tend to be of very slight stature. As a result of modest im-

provements in socioeconomic status, pregnant women

and young children have had access to improved diets.

Many Mayan children now tower over their parents.

Mayan women often carry their infants in fabric slings on

their backs; infants are now so much larger than a gener-

ation ago that it is exceedingly difficult for mothers to

continue this for as long as was previously the case. Tod-

dlers have become so large that their petite parents have

difficulty lifting, carrying, bathing, and dressing them. In

Mayan culture, respect for elders has been a central fac-

tor for generations. Now that Mayan children are taller

than their parents, discipline is more difficult and respect 

for elders less accepted. Thus a socioeconomic change 

altered a biological characteristic with significant conse-

quences for culture and for occupational performance.

An occupational therapist working with parents in this

situation would have to help them find new ways to man-

age childcare and impose discipline. However, many

Mayan mothers were raised in traditional circumstances.

One of the cultural values imposed in their childhood 

experiences was the importance of adhering to tradition.

Thus, preventive interventions would require recognizing

the challenge to traditional patterns of behavior and par-

ents’ needs for information about managing childcare

and disciplinary tasks in the context of cultural beliefs.

It is important to note that increasingly, the clients

for occupational therapy services are communities, not

just individuals or small groups. Occupational therapists

may assist in enhancing environmental characteristics

of a neighborhood or providing community-focused 

educational interventions to enhance occupational per-

formance. In these situations, too, understanding of the

culture and socioeconomic characteristics of the com-

munity can be important to framing interventions and

ensuring successful outcomes. Community ownership

of programs is vital to such intervention efforts (Baker

& Brownson, 1998; Bracht et al., 1994). 

In examining the lives and occupational patterns of

their clients, occupational therapists and occupational

therapy assistants must be aware of the interaction of

biological, personality, cultural, and socioeconomic

status. This complex interaction means that simply

learning “facts” about cultures is not sufficient to ensure

culturally sensitive care. Occupational therapy practi-

tioners must recognize the ways in which culture and

socioeconomic status affect lives and behaviors, and

the ways in which individual characteristics and expe-

riences interact with culture, either to support or inhibit

satisfactory accomplishment of occupations.

Lifestyle
Lifestyle choices are strongly influenced by cultural

values and beliefs. Culture and socioeconomic factors

affect, among many other decisions, whether or not to

marry, how to raise children, vocational plans, atti-

tudes and behaviors toward family members and the

community, and engagement in religious and spiritual

activities. Examples abound in the global news. In

Afghanistan under the Taliban, women’s roles were

circumscribed such that they were not permitted to

work or to be in public places unless entirely covered

by a burka. The removal of the Taliban government

from power meant that the laws restricting women’s

behaviors were liberalized; cultural expectations have

lagged somewhat, such that many women still choose

(for a variety of reasons) to appear in public only when

clothed in a burka. This is an extreme example of cul-

tural influence on behavior. 

There are less dramatic examples in cultural groups

within the United States, often defined by religious 

affiliation. For instance, certain groups or communities

believe that women should remain in the home to raise

their children, should not use birth control, and should

102 SECTION I Foundations and Key Concepts

1193_Ch05_096-109.qxd  6/8/09  6:50 PM  Page 102



dress in “modest” clothing. While not carrying force of

law, these groups’ cultural expectations hold consider-

able power in influencing women’s lifestyle choices. In

Amish communities, failure to behave as prescribed by

community rules can lead to shunning by everyone in

the community (Nolt, 1992). Fear of such punishment

is a powerful incentive to behave in culturally appropri-

ate ways.

Construction of Illness/Disability
Culture also influences beliefs about health, illness,

and disability. Kleinman, Eisenberg, and Goode (1978)

indicated that individuals and groups have explanatory
models—that is, culturally mediated constructions of

what constitutes health, what causes illness, and what

would lead to cure. Western health care promotes a 

biological explanatory model that holds that health is

the absence of disease, that disease is caused largely by

microorganisms, and that pharmaceutical medicines

can cure disease. It does not consider the role of opti-

mism, spirituality, and other personal characteristics

that have been shown to contribute to wellness and

healing. Compare this to the “hot-cold” explanatory

model prevalent in many Hispanic cultures (Loue,

1998) that suggests that health is the presence of an 

appropriate balance of hot and cold influences on the

body, that hot and cold can be defined for various sub-

stances and occurrences, and that health can be 

regained by restoring balance. In this system, someone

with abdominal distress might be encouraged to eat or

drink substances defined as either hot or cold. Note that

in this system, the labeling of substances as hot or cold

is not based on the temperature but on some other 

aspect of the substance. So in one encounter in

Guatemala, cortisone cream (a modern and unfamiliar

substance) was labeled as hot when individuals using it

were advised to stay out of the sun (Love, 1998). 

Explanatory models also reflect beliefs about indi-

vidual control over disease. Depending on cultural

norms, individuals may feel that they can control their

circumstances, a belief labeled internal locus of con-
trol, or they may feel that they are subject to uncontrol-

lable external factors, a belief known as external locus
of control. So in some Hispanic cultures, individuals

believe that illness is the will of God and must there-

fore be cured by God rather than by taking medicine.

Chinese individuals may believe that the patient’s role

is passive and dependent (Jang, 1995). Occupational

therapy tends toward emphasis on individual control.

This belief can lead to conflict and poor outcomes

when the client is more inclined toward external locus

of control. It may also understate the effects of real 

external forces, such as public policy and environmen-

tal constraints.

It is important to recognize that everyone has an 

explanatory model for illness and that Western medicine

does not possess all the answers to ensuring good

health. Think about your own beliefs about illness. Did

your mother teach you that going outside with wet hair

can cause a cold? Science has disproved this, but you

may still be hesitant to go out with wet hair. In addition,

there is evidence that expectations about treatment have

a powerful effect on its outcome. Consider the impact of

placebo surgery to treat knee problems (Bernstein 

& Quach, 2003), which was found to be as effective as

real surgery in leading to reductions in knee pain and

improvement in function. 

Culturally mediated explanatory models influence

health-related behaviors just as they do behaviors in

other spheres of life. Beliefs about effective treatment

may affect choices about seeking care. In many cul-

tures, herbal remedies and traditional healers are per-

ceived as the first line of intervention for illness. Only

when those are unsuccessful will some individuals seek

care by Western practitioners. Thus, a Chinese woman

might first turn to the local herbalist, then to an

acupuncturist, and only then to a Western physician.

Socioeconomic status affects choices about health

care as well. Individuals living in impoverished cir-

cumstances may be unable to afford visits to physicians

or the medications prescribed. They may be compelled

to wait until a health condition has become an emer-

gency before seeking care. Preventive interventions

might be cheaper for society as a whole, but for indi-

viduals without financial resources, these interventions

might be impossible. Even advice about diet must be

tempered by the realities of poverty. Some poor neigh-

borhoods do not have grocery stores with fresh pro-

duce. Residents who are too poor to own and maintain

cars for easy transportation may be forced to purchase

whatever food is available at the local convenience

store, typically at prices higher than in surrounding 

affluent neighborhoods.

Culture and Occupation

As has already been noted, culture and socioeconomic

status affect lifestyle choices. A significant characteristic

of lifestyle is an individual’s constellation of occupational

choices. The Framework (AOTA, 2008) notes that occu-

pational choice is predicated on the contexts (including

culture) in which activities occur, the demands of the 

activity, and the characteristics of the individual. All these

factors affect occupation in all areas, including activities

of daily living (ADLs), instrumental activities of daily

living (IADLs), education, work, play, leisure, and social

participation. Further, culture and socioeconomic status

influence performance patterns and performance skills.
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Activity Demands
Demands of activities are mediated by socioeconomic

and cultural variables. In some rural, impoverished

communities (e.g., in rural Appalachia), the process of

acquiring an education might be constructed to mean

attending public school until age 16, when law permits

withdrawal. In a middle-class suburban neighborhood,

education might mean completion of an undergraduate

college degree in a state-funded college or university.

In an affluent suburban neighborhood, education might

mean undergraduate and graduate degrees from high-

status universities. 

Context and Client Factors
Context for activity includes the physical and social 

environment. The physical environment is shaped to

some extent by nature but also by humans with partic-

ular cultural values and socioeconomic resources. So,

for example, a culture in which communal activities are

highly valued would probably build homes conducive

to easy access and in close proximity to one another. In

an individualistic culture, homes might be more widely

spaced, perhaps with gated access. These choices about

home construction are culturally mediated and then 

affect a variety of interactions in the community there-

after. One elderly grandmother with whom the author is

acquainted blamed the rise in youth crime to the

demise of the front porch. She believed that when fam-

ily outdoor activity turned to the backyard, neighbor-

hoods lost a natural source of “neighborhood watch.” 

Characteristics of the individual (client factors) inter-

act with cultural and socioeconomic factors (context) to

lead to unique occupational choices. For example, in 

almost every culture, gender-appropriate roles are cul-

turally defined. And yet, even when those roles are quite

rigid, the personal characteristics of the individual

woman will affect the way in which occupations are 

selected and enacted. Under the Taliban, some women

in Afghanistan continued to find ways to acquire an 

education and to work at vocations they valued, such as

health care or teaching, in spite of the possible dire 

consequences should their activities be discovered. In

the United States, women whose cultures promote their

role as homemakers and mothers may establish small

businesses selling products at house parties or may

demonstrate their leadership and organizational skills in

their children’s school organizations or in community

volunteer settings.

Areas of Occupation
Activities of daily living (ADLs) are an example of

performance areas of occupation that are clearly influ-

enced by cultural and socioeconomic factors. Ability to

afford skin care and grooming products, expectations

about appropriate dress, access to particular food ingre-

dients, complexity of finances and perceptions about

gender roles in managing money are all examples of

the ways in which self-care can differ among groups.

Likewise, in making work choices, access to education

and transportation, gender roles, and other culturally

and socioeconomically mediated factors have substan-

tial influence. In an excellent summary of the chal-

lenges facing young people in impoverished inner-city

neighborhoods as they attempt to find work and move

up the social ladder, Newman and Newman (1999) 

describes the ways in which cultural expectations can

become an added impediment. The young people she

describes lack role models who had successful careers

by majority U.S. cultural standards. They battled 

expectations of the majority culture that they were lazy

and unmotivated. Such influences affect all areas, 

including play, leisure, and social participation.

An often-overlooked performance area is religious

observance. There is considerable evidence that for

some racial or ethnic groups, religion is a central focus

of life and activities (cf., Swanson, Crowther, Green, 

& Armstrong, 2004). Participation in religious cere-

monies, attendance at worship services, and other 

religious activities can provide meaning to life and 

motivation in other areas. For some individuals, every

area incorporates a religious element, so ADLs (dress

in particular), work, and leisure choices all reflect reli-

gious influence.

Performance Patterns
The influence of culture and socioeconomic status on

performance patterns has been well documented. In

the movie Bowling for Columbine, Michael Moore

(2002) movingly demonstrated how working individ-

uals in impoverished neighborhoods routinely trav-

eled several hours each way by public transportation

to get their children to day care and then to their 

minimum-wage jobs in the suburbs. This kind of pat-

tern is imposed by both cultural (segregation) and 

socioeconomic (inadequate funds to purchase and

maintain a car) factors.

Performance Skills
The interaction of culture, socioeconomic status, and

performance skills is perhaps more surprising. Perfor-

mance skills and motor, process, and communication

skills are largely characteristics of the individual. Motor

and process skills are mediated largely by the central

nervous system and might, therefore, be considered to be

more individual than cultural or socioeconomic factors.

Yet children living in poverty have high rates of lead 
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poisoning, which causes neurological damage (Canfield 

et al., 2003). Consequently, such children might have

impairments in both motor and process skills. There is

also evidence that culture affects neurological develop-

ment. Chinese individuals, whose written language is

pictographic, perceive stimuli in the environment more

globally than individuals from Western countries (Yoon,

Hasher, Feinberg, Rahhal, & Winocur, 2000). This is 

believed to be a consequence of brain plasticity leading

to differential development in the presence of differential

environmental stimuli.

Occupational Therapy 
in the Promotion of Health 
and Wellness: Cultural and 
Socioeconomic Considerations

The goal of prevention in occupational therapy is

avoidance of dysfunction in occupations that clients

need and want to accomplish. In the case of prevention

and wellness, the key question is: How can occupations

of individuals and communities best be supported to

avoid dysfunction and promote wellness? As with other

forms of occupational therapy intervention, the process

involves evaluation, intervention, and examination of

outcomes (AOTA, 2008).

At each step of the process, cultural and socioeco-

nomic factors must be addressed. In evaluation, consid-

eration must be given to the kinds of instruments used

and their applicability to individuals from various cul-

tural or socioeconomic groups. Too often, standardized

instruments ignore culture, giving an inaccurate picture

of the strengths, needs, and goals of the individual (Paul,

1995). Likewise, economic resources are often over-

looked. Among the relevant issues that are culturally 

or economically mediated, therapists should consider 

the following:

• What language is spoken?

• How is information conveyed and shared?

• What beliefs does the client hold about health 

and wellbeing? What do these constructs mean to

him or her?

• In what ways are daily activities affected by 

cultural or economic circumstances? 

• What is the nature of family and neighborhood

interaction in the community?

• What is the person’s gender role and age-related

expectations?

• Who makes decisions for the person? A family 

elder? The male leader of the family? The 

individual?

• Are there traditional customs that influence com-

munity members’ choices about interacting with

Western health care?

• What are the individual’s beliefs about education,

work, and appropriate leisure activities?

• Does the cultural background of the individual or

community include a spiritual or religious compo-

nent that must be considered in promoting wellness?

The answers to these questions are all dependent on

particular cultural influences. The beliefs of an individ-

ual in an inner-city Puerto Rican neighborhood will 

differ greatly from those of a more acculturated Mexican

American individual. African Americans whose families

have lived in the United States for many generations will

be quite different from recent Somali refugees. 

Unless the appropriate information is obtained dur-

ing evaluation, intervention options cannot be appro-

priately identified. The emphasis on client-centered 

intervention in occupational therapy (AOTA, 2008) is 

not possible unless the client’s strengths, needs, and

self-identified goals are well understood.

Given the complexity of the individual, cultural,

and socioeconomic factors that affect occupation and

occupational choice, how can occupational therapists

ensure that they gather the right information and apply

it correctly to intervention? It is impossible to know

everything about particular cultures and to determine

all the members of that group, and even if it were 

possible, individual characteristics and experiences

would lead each person to express cultural values and

beliefs differently. 

Perhaps the most helpful strategy is an inquiry-

based approach to evaluation (Bonder et al., 2002). 

An inquiry-based approach uses ethnographic princi-

ples that encourage respectful questioning and careful

observation. While it is helpful to have a fund of cul-

tural knowledge that might guide initial and follow-up

questions, genuine understanding of the individual

must be based on that person’s responses rather than on

stereotypical descriptions of cultural groups.

Such thoughtful questioning and interpretation can

yield significant benefits. As an example, one local

chapter of the Alzheimer’s Association developed sup-

port groups as a way to prevent excessive stress, and

thereby illness, among family caregivers. However, as

the service was instituted, staff noted that the majority

of the families using its services were white, although

the chapter was located near a large African American

community. After puzzling over this for a while, one

staff member read about African American culture 

and found that churches were described as central to

community life (Swanson et al., 2004). Based on this

fact, the staff person went to talk with the minister at
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one of the African American churches. It quickly 

became apparent that the church was indeed a commu-

nity center for that African American community, and

the minister was an important opinion leader. The staff

spent time getting to know him and, through him, other

community leaders. These conversations made clear to

the staff that both the nature of the programs and the

outreach strategies had to be changed for these commu-

nities. When the Alzheimer’s Association support

groups were moved to church meeting rooms and

members of church leadership were present for the first

several meetings, residents of the community felt much

more comfortable about participating. In addition, the

minister announced the groups on Sundays. These

modifications made a tremendous difference in the 

reception of the programs in that community.

As another example, thoughtful design of environ-

ments can support cultural values and thereby provide

tremendous benefits in preventing occupational dys-

function. In communities where child-raising is per-

ceived as a community function, with close interaction

among neighbors and family members, high-rise

apartments with little green space can serve as a bar-

rier to effective childcare. The resulting isolation can

lead to depression for parents robbed of support net-

works and grandparents deprived of regular contact

with grandchildren. Children lose opportunities for

support from an array of adults and valuable opportu-

nities to observe role models. Adding communal areas

can support traditional values about childrearing and

reduce parental stress.

Several health promotion programs that incorporate

cultural elements or the social context are described 

in the occupational literature. Rebeiro and colleagues

(2001) describe the Northern Initiative for Social Action

(NISA), a consumer-run, occupation-based organiza-

tion located in northeastern Ontario, Canada. Its goal is

to promote participation in personally meaningful and

socially valued occupations for individuals with mental

illness living in the community. Thus, it is a tertiary pre-

vention program, designed to prevent relapse and to 

encourage continuing health for individuals already 

diagnosed with a disorder. Qualitative measures of out-

come suggest that the program met participants’ needs

for belonging.

Another example described by Frank and colleagues

(2001) is a program called “New Stories/New Cultures.”

This is an activity-based, after-school enrichment pro-

gram for students in low-income neighborhoods with

large populations of African American and Hispanic

American residents. The students were more likely to

feel they were building skills when they were engaged in

activities that were challenging and enjoyable. They

term their approach a “direct cultural intervention.”

Finally, DeMars (1992) describes a community health

promotion intervention for Native American children

and adults in Canada. The program focused on preserv-

ing the participants’ ethnic heritage. Participant feed-

back led to modifications of the program, which was 

perceived as helpful in promoting wellness and life skills.

Conclusion

Effective occupational therapy intervention requires an

understanding of the client’s needs and wishes. Those

needs and wishes are mediated by the client’s personal

characteristics and by his or her cultural and socioeco-

nomic circumstances. As is true of personality and 

biological characteristics, the individual’s cultural expe-

riences are highly idiosyncratic, even though culture is

a group phenomenon. Likewise, socioeconomic factors

are interpreted differently by individuals. Thus, recom-

mendations to incorporate cultural and socioeconomic

factors into evaluation and intervention require com-

plex skills on the part of the therapist. Acquisition of

these skills is an ongoing process. Professionals who

make the effort to understand their clients in the con-

text of their cultural and socioeconomic situations 

are likely to find both the process and outcomes of 

intervention to be greatly improved.

Culture and socioeconomic status are realities of life

and have significant impact on access to occupations, 

occupational preferences, and enactment of occupations.

Thus, they are important factors in developing effective

occupational therapy interventions. Occupational therapy

professionals can draw upon the strengths conferred by

cultural values and beliefs and can prevent occupational

dysfunction by incorporating those values and beliefs in

the intervention process. Townsend and Wilcock empha-

size this point: “Humans are occupational beings. Their

existence depends on enablement of diverse opportunities

and resources for participation in culturally-defined and

health-building occupations” (Townsend & Wilcock,

2004, p. 76).

◗ For Discussion and Review

1. How would you describe your own cultural 

influences? In what ways do they differ from your 

parents’?

2. What beliefs and values have you been taught as

you learn to become an occupational therapist?

3. In what ways do you think your classmates and 

instructors share your values and beliefs? In what

ways do you think they differ? How could you find

out if your perceptions of their values and beliefs

are accurate?
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4. Reflecting on your experiences so far in working

with clients or patients, what incidents have you

seen in which you thought culture or socioeco-

nomic status were factors? How did you or the

therapist address them? What might you or the

therapist have done differently?

5. Have you ever been misunderstood because of cul-

tural or socioeconomic differences? What do you

wish you or those with whom you were interacting

might have done differently?

◗ Research Questions

Research related to occupational therapy interventions

that appropriately incorporate cultural and socioeco-

nomic factors in prevention and health promotion is

sparse, with many questions yet to be answered. 

1. Describe the occupational beliefs, patterns, and barri-

ers to participation for various communities (cf., Lau,

Chi, & McKenna, 1998; Piskur, Kinebanian, &

Josephsson, 2002).

2. Identify effective research strategies for evaluating

the success of culturally sensitive prevention efforts.

3. Describe intervention strategies for working with

individuals from various cultural backgrounds.

4. Examine outcomes of intervention strategies in

terms of increased self-esteem, increased participa-

tion, reduced disability, and other important health

and wellness outcomes.

5. Swanson and colleagues (2004) suggest that in

African American communities, churches can play

a major role in providing health information and

encouraging healthy behaviors. Among the many

research questions they pose is: What models best

describe the role of religious organizations in 

promoting healthy communities? 
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Chapter 6

Population Health: 
An Occupational Rationale
Ann A. Wilcock

A human being is part of the whole, called by us “Universe,” a part limited in time and

space. He experiences himself, his thoughts and feelings as something separated from

the rest—a kind of optical delusion of his consciousness. This delusion is a kind of

prison for us, restricting us to our personal desires and to affection for a few persons

nearest to us. Our task must be to free ourselves from this prison by widening our circle

of compassion to embrace all living creatures and the whole of nature in its beauty. 

—Albert Einstein

Learning Object ives

This chapter is designed to enable the reader to:

• Articulate basic concepts of population health.
• Discuss the relationship between health and 

occupation.
• Identify occupational determinants of health.
• Describe five approaches to population health.

• Discuss the potential role of occupational therapy
in population health.

• Describe how occupational science can inform
population health interventions.

Key Terms

Community
Community 

development 
Ecological public health

Ecological sustainability
Health 
Health promotion

Occupation
Occupational justice
Population health

Preventive medicine
Social epidemiology
Wellness approach

Introduction

In this chapter, the rationale for taking an occupational

approach to population health will be considered. Tak-

ing this approach is an important task for occupational

therapy assistants and occupational therapists because

of a close association between what people do and their

health status. To get some idea of the scope of the work

that needs to be done in this regard, the fundamental 

relationship between positive or negative health and

what people do or are unable to do will be examined.

This will lead to tracing the possible effects of underly-

ing occupational determinants on health. This will

highlight not only the evidence of the benefits of occu-

pation that support occupational therapy’s potential

contribution to population health, but also the negative

consequences of occupational deprivation, alienation,

and imbalance. 

Occupational deprivation, alienation, and imbalance

could and should also be a focus of occupational ther-

apy research and intervention. This assertion will be

justified using the framework of occupational science

and population health with reference to their impact on,

or potential affiliation with, occupational therapy. The

exploration is begun by defining both occupation and

population health in current terms and clarifying how

an occupation perspective might fit within, or extend

the concept of, population health.

An Occupational Perspective 
of Population Health 

Many authors have defined occupation in different

ways. As it is used in this chapter, occupation is seen

as central to the human experience in that it comprises
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all that people do in order to fulfill basic needs and

meet social and environmental challenges across 

the sleep–wake continuum. It can be economically, 

socially, or politically driven, and it can be obligatory

or self-chosen to meet individual needs, pleasures, and

purposes. It draws on and develops people’s potential

so they can do, be, and become according to their phys-

ical, social, mental, or spiritual talent, interest, and 

opportunity (Wilcock, 1999). Potential for, and interest

in, different occupations results from what individuals

learn, particularly early in life, from natural, sociocul-

tural, and familial environments together with geneti-

cally inherited capacities. At its most basic, occupation

is the means by which individuals meet their innate 

biological needs and is therefore essential for survival

(Wilcock, 1998). All these factors link it to people’s

health status when the World Health Organization

(WHO) definition of health is taken literally.

In the WHO constitution (1948), health was defined

as a “state of complete physical, social and mental

wellbeing, and not merely the absence of disease or 

infirmity.” In later WHO strategy documents, health

has also been recognized as “a resource for everyday

life, not the objective of living,” and as “a positive con-

cept emphasizing social and personal resources, as well

as physical capacities” (WHO, 1986, p. 5).

The term population health is synonymous with

public health. In Health Promotion International, Nut-

beam (1998, p. 352) defines it as “the science and art of

promoting health, preventing disease, and prolonging

life through the organized efforts of society.” He 

explains that while public health has long been associ-

ated with social and political interventions to improve

the health of whole populations, what is described as

the “new public health” has a broader focus. This is dis-

tinguished by efforts to understand determinants of

health, such as lifestyles and living conditions, so these

can be maintained or improved. 

Another term commonly used in the field is ecologi-
cal public health, which emphasizes the interconnec-

tions between health and sustainable development, as

well as global environmental problems and the changing

nature of ill-health (Nutbeam, 1998). It can be argued

that it is the occupations of people that have, in large

part, altered environments and that this trend continues

without thought of ecological change or the health and

wellbeing of future generations. With this understand-

ing, an occupational approach can be justified in terms

of population health, the new public health, and ecolog-

ical public health.

Both the new public health and ecological public

health have been informed by the WHO’s push for

“health for all” across the globe (1978). This initiative

forecasts “the attainment by all the people of the world

of a level of health that will permit them to lead a 

socially and economically productive life” (WHO, 1984),

thereby linking occupation as an outcome of health sta-

tus. Other WHO documents demonstrate appreciation

of causal and outcome links between occupation and

health. For example, the Ottawa Charter for Health
Promotion (OCHP) states that

to reach a state of complete physical, mental and social

wellbeing, an individual or group must be able to iden-

tify and to realize aspirations, to satisfy needs, and to

change or cope with the environment. (WHO, 1986, p. 5)

It is through engagement in occupation that people

realize aspirations, satisfy needs, and change or cope

with the environment. If occupational therapy assis-

tants and occupational therapists accept that those are

appropriate targets for their intervention, the OCHP
definition of health promotion as “the process of 

enabling people to increase control over, and to improve

their health” (WHO, 1986, p. 2) clearly provides a man-

date for them to become involved in predisease health 

promotion. So, too, does the OCHP call for all health

professionals to “move increasingly in a health promo-

tion direction” beyond “responsibility for providing

clinical and curative services” (WHO, 1986, p. 4).

As the new vision of population health has taken

shape, new disciplines have emerged to conduct 

research or intervene according to these new ways of

thinking. One of the newer disciplines is social 
epidemiology—the study of population health and ill-

health informed by “social, psychological, economic,

and public policy information” (Nutbeam, 1998, p. 355).

This new discipline has much in common with another

of similar age—occupational science. Many of its 

researchers study aspects of the interaction between the

health consequences of the what, whys, and hows of

people’s occupations, which includes social, psycholog-

ical, economic, physical, and spiritual factors, as well as

public policies.

In the 1960s and 1970s, and over the last decade,

some occupational therapists took a population health

perspective and began to write about researching the

links between occupation and health. Leading the ear-

lier movement were Wilma West, Florence Cromwell,

and Geraldine Finn. They argued that the way forward

for the profession was via health-promoting and pre-

ventive approaches (Cromwell, 1970; Finn, 1972;

West, 1969). They suggested that such approaches

would address the fundamental relationship of occupa-

tion to health, thus providing an alternative to occupa-

tional therapist’s “intermittent treatment of acute 

disease and disability” (West, 1967, p. 312). The health

model West proposed was centered on a balanced

regime of age-appropriate, work-play activities for all
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people as well as client/community-centered practice

that would enrich people’s physical, mental, emotional,

social, and vocational abilities. In that “new mould,”

she envisaged that occupational therapists would con-

sider not only the biological causes of disease and dys-

function, but also the socioeconomic and cultural

(West, 1970). 

Cromwell (1970), too, argued for occupational ther-

apists to move into the arena of preventive and “Well

Care” programs because of their interest in work and

play behavior in ordinary environments. She described

that feature of the profession’s work as a universal phe-

nomenon of great importance to health. Similarly, Finn

(1972, 1977), with an interest in primary prevention,

argued that this type of health care is based on an 

understanding of the relationship between health and

the basic structural elements of society. She proposed

the development of a model of practice addressing 

occupation’s significance to human life. The directions

suggested by West, Cromwell, and Finn lay dormant

for at least 20 years but are relevant to today’s growing

interest in population health. They are also relevant to

some occupational therapists’ interest in the need to

understand more fully the fundamental nature and pur-

pose of occupation, and the subsequent growth of the

study of people as occupational beings, which is known

as occupational science.
Finn described occupational science as, fundamen-

tally, finding out about the significance of occupation to

human life. Although controversial, it is seen by some as

a foundation science for occupational therapy, as well as

psychology, sociology, anthropology, anatomy, and phys-

iology. Population health research aimed at understand-

ing aspects of the relationship between occupation as a

basic structural element of society and health is consis-

tent with occupational science’s philosophy and goals.

This research would provide a framework and would 

extend notions about life skills; lifestyles; mental, spiri-

tual, and socioeconomic issues; humans’ need to engage

with and in their worlds; opportunities and justice; and

sustainable development. Some such population health

research has already been carried out, and studies from

other fields, such as anthropology, archaeology, and 

human geography can also inform health professionals

seeking increased understanding of the relationship 

between occupation and health status.

The Relationship Between
Health and Occupation

Occupation calls upon and allows expression of com-

plex human characteristics and capacities that have 

enabled people to survive healthily and successfully as

a species throughout time. These include characteris-

tics unique to humans, such as bipedal gait and upright

posture, which allow hands to engage freely in multiple

occupations. Human hand function differs from other

animals mainly because of an ability to oppose the

thumb to fingers, which permits unprecedented dexterity.

In addition, expansion of brain function allowed increased

cognitive capacity, language, creativity, and conscious

awareness of self (Bronowski, 1973; Campbell, 1988;

Jones, Martin, & Pilbeam, 1992). Added to posture 

and “handiness” characteristics, these higher cortical

capacities were and are major factors in the many dif-

ferent ways humans meet survival needs and affect

their health status through engagement in occupation.

As Ornstein and Sobel (1988) claim in The Healing
Brain, it is the integrated functioning of mind and body

that maintains health as the brain makes “countless 

adjustments” to preserve stability between “social

worlds, our mental and emotional lives, and our inter-

nal physiology” (pp. 11–12). 

Because people engage in occupation as part of their

daily lives, it is also part of the process of health and

healing. In public health research, it is more usual to

study the negative associations than the positive. Paid

employment is, arguably, the central type of occupation

in Western capitalist economies. As a result, many 

researchers, including Brenner at Johns Hopkins Uni-

versity, have studied the effects of unemployment on

health. Brenner’s research, which covered more than

30 years of the mid-20th century, indicated that health

is vulnerable to subtle economic fluctuations (1977;

1979). He calculated that if a 1% increase in unemploy-

ment was sustained for 6 years, it could be linked with

over 4000 admissions to mental hospitals and to an 

increase of 36,887 deaths. Smith (1987) reported many

studies in which apparent associations were found 

between unemployment and physical, mental, and social

ill-health. Standardized questionnaires, for example,

have consistently found links between unemployment

and deterioration of mental health, suicide, and self-

injury. In terms of physical health, associations have

been made with respiratory disorders, diabetes, ischemic

heart disease, medical consultation rates, and outpa-

tient visits to physicians. 

Academics, scientists, and others in intellectual

employment are frequently overwhelmed or stressed by

the “chaos of information pollution” (Naisbit, 1982). 

Indeed, the health benefits of paid employment appear 

to be dependent on work quality (Warr, 1985, 1987;

Winefield & Tiggerman, 1991; Winefield, Tiggerman,

& Winefield, 1992; Winefield, Tiggerman, Winefield,

& Goldney, 1993). When work is boring, meaningless,

stressful, or alienating, for example, the incidence of

mass epidemics increases (Colligan & Murphy, 1979;
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Justice, 1987). This research is but a minute representa-

tion of the field, but even that small sample poses the

question whether paid employment is the only form 

of occupation that can have health consequences. This

is far from the case, as shown in Content Box 6-1.

This Harvard study by Glass and colleagues (1999) is

worthy of replication and promulgation by occupational

therapists. 

The evidence supports that there is a definite rela-

tionship between what people do or do not do and their

experience of health, although it may differ from per-

son to person. This relationship poses another question

as to whether occupation-based programs can be used

to counteract any potential negative effects and to pro-

mote health. To answer that question, occupational

therapists from the University of Southern California

researched the connection between occupational ther-

apy preventive programs and the health risks of older

adults (Clark et al., 1997). A randomized controlled

study of three groups living independently in commu-

nity housing in Los Angeles showed benefits across

health, function, and quality-of-life domains for partic-

ipants engaged in a purpose-designed occupational

therapy program. The program enabled participants to

successfully employ occupation-based principles of

healthy living and to appreciate and talk about how 

occupations affect health. A nontreatment group and a

third group that was engaged in only social activity

tended to decline in health over the study interval.

A link between different aspects of occupation 

and health is recognized by the WHO and by health-

promotion experts, although the concept of occupation as

an entity is yet to be fully understood. An example of the

links that have been made includes the OCHP (WHO,

1986), which lists developing personal skills as one of

five strategies to improve health. The other four strategies—

to build healthy public policy, to create supportive envi-

ronments, to strengthen community action, and to reori-

ent health services toward health promotion—are also

calls for action. Another WHO (1993) strategic document

aimed at school health programs uses the term life skills

in discussing abilities and behaviors that enable people to

successfully meet the challenges of daily life.

Some writers in the field of population health also

recognize links between occupation and health in the

way they define it. For example, Kass (1981) defined

health as a state of being revealed in activity, while

Greiner, Fain, and Edelman (2002) saw physical, mental,

and social functioning “that realizes a person’s poten-

tial” as integral to health (p. 6). In addition, as early as

1955, the medical historian Sigerist maintained that

work is essential to the maintenance of health, “because

an organ that does not work atrophies and the mind that

does not work becomes dumb” (pp. 254–55). Addition-

ally, he wrote, work balances and determines the rhythm

of life, while providing meaning and significance.

Within the general population, too, there is appreci-

ation of a connection between what people do and

their wellbeing that cries out for a better understanding

of how to maintain and improve health as part of nor-

mal lifestyles. A survey of 9000 adults across the

United Kingdom revealed that while people describe

health in many different ways, over 30% defined it for

themselves in occupational terms (Blaxter, 1990).

Many described it in terms of engagement in social,

family, and community activity (see Content Box 6-2).

Other occupational descriptors included the notion of

health as being functionally able, alert, lively, physi-

cally or psychosocially fit, full of get-up-and-go, hav-

ing energy, and engaging in healthy behavior. 

As ideas about health and wellbeing differ between

individuals, communities, professions, societies, and

cultures, so, too, does engagement in occupation. Such

ideas of engagement are integral to daily life and in

large part result from underlying occupational deter-

minants. A brief look at such determinants follows so

that the nature and purpose of occupation can be con-

sidered more easily as either a negative or positive

agent of health.
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Content Box 6-1 

Psychosocial Health Benefits 
of Activity
A 13-year randomized controlled trial of 2761 older
male and female adults in the United States found that

social and productive activities (occupations) that involve
little or no enhancement of fitness lower the risk of all
causes of mortality as much as fitness activities do. This
suggests that in addition to increased cardiopulmonary
fitness, activity may confer survival benefits through
psychosocial pathways. (Glass et al., 1999, pp. 478–83)

Content Box 6-2 

Common Descriptions of Health
• Being able to do what you want to when you

want to 
• Being able to perform physically demanding work 
• Working despite an advanced age (Blaxter, 1990, 

pp. 28–29) 
• Being keen and interested
• Doing everything easily
• Feeling like conquering the world
• Energy and vitality were terms used to describe 

enthusiasm about work (Blaxter, 1990, pp. 25–27). 
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Underlying Occupational 
Determinants of Health

The author’s historical research (Wilcock, 1998) led to

the development of a figure that charts the negative and

positive effects of the occupational determinants of

health and ill-health, displayed in Figure 6-1. In this

figure, occupational factors that underlie people’s 

experiences of health or ill-health are listed as the type

of economy, national policies and priorities, and widely

held cultural values. 

Such underlying determinants led to the establish-

ment of particular types of institutions and activities at

societal levels. These include what and how technology

is applied within daily life; employment opportunities;

and the division of labor, legal, commercial, and materi-

alistic influences on fiscal policies and legislation. Also

included are the hows and whats of media expression

and freedoms; sport and recreation opportunities; social

service provisions, such as pension or welfare schemes;

and the types of health-care or educational services

available to different segments of communities. Particu-
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Figure 6-1 Occupational determinants of health and ill-health.

Underlying Occupational Factors

Occupational Institutions and Activities

Occupational Risk Factors Positive Influences on Wellbeing

Preclinical Health Disorder

Health
Outcome

Disease
Disability
Death

Positive Health
Wellbeing
Absence of Illness

Preclinical Wellness Indicators

National Policies &
Priorities

Cultural ValuesType of Economy

Example:
Nomadic
Agrarian
Postindustrial
Capitalist

Example:
Use of technology, division of labor, education, fiscal legislation,
employment opportunities, media, commercial influences,
dole/social services, environmental management, leisure opportunities

Example: Occupational satisfaction,
meaning, purpose, opportunity, choice,
balance, creativity, challenge, security;
social/alone; belonging; environment

Example: Occupational alienation,
deprivation or imbalance; loneliness;
little opportunity to develop potential;
overcrowding; substance/diet abuse

Example: Boredom; burnout;
depression; changes in fitness,
weight, blood pressure, lung function,
cholesterol; disturbed sleep;
alcohol/drug abuse

Example: Energy; alertness.
flexibility; commitment; able to rest;
happiness; time for others; range
of activities; appropriate weight, blood 
pressure, cholesterol

Example:
War/peace
Economic growth
Sustainable ecology

Example:
Work ethic
Individual/communal
conventions
Health or healing ethic
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lar institutions and societal activities can result in oppor-

tunities or restrictions of occupational interests and 

capacities. Those, in turn, can lead to either positive 

influences on wellbeing or to risk factors that can nega-

tively impact people’s health in the longer term. 

Risk factors might be those described as occupation-

ally alienating or depriving (Wilcock, 1998); might 

result in an imbalance of, for example, too much or too

little work; or might limit opportunities for social occu-

pations and lead to loneliness. All can result in ongoing

unresolved stress. As a result of such risk factors, the

appearance of early preclinical health disorders can 

occur. These might well include changes to body

weight, blood pressure, cholesterol, and levels of fit-

ness. Additionally, liver, lung, and brain function may

become disordered over a period of time, as secondary

occupations involving substance abuse might be ways of 

coping with the stress of occupational dissatisfaction.

Substance abuse occupations are common phenomena

for those with illnesses such as schizophrenia when sat-

isfaction through doing is restricted by the disease’s

symptoms. Substance abuse occupations are also com-

mon choices for people with too little or too much work

or for those with unsatisfying jobs. In the latter case,

Villarosa (1994) explained that “far too many of our

people work in dangerous, unhealthy environments, 

enduring long hours, low pay, unfulfilling jobs, and 

unsanitary conditions” (p. 553). At the time Villarosa

was writing, new cases of occupational disease were

estimated at up to 350,000 each year in the United

States. “For millions of others the toll is more subtle,

but serious nonetheless: Quite literally, our jobs make

us sick” (p. 566). Indeed, preclinical disorders can lead

to full-blown disease, disability, and death. While the lat-

ter might appear to be an exaggeration, it is only neces-

sary to consider the mortality statistics of unemployment 

studies (Smith, 1987) or the findings of the Harvard 

randomized-controlled trial of mortality in older people

mentioned earlier (Glass, de Leon, Marottoli, & Berkman,

1999) to see that it is a hard reality. 

At the other extreme are underlying factors and the

institutions and activities they support that can be pos-

itive influences on health and wellbeing. These factors

can provide ongoing challenges that meet the needs of

individuals and communities and that provide potential

opportunities for satisfaction, meaning, purpose, choice,

belonging, sharing, socialness, and creativity. They can

support occupations that are ecologically sustaining

within environments that are accessible, beautiful,

comfortable, just, and equitable. If that occurs, it is

likely that so, too, will occupational indicators of well-

ness. These include expressions of energy and alert-

ness, commitment and flexibility, time for others, a

range of activities, openness to new challenges, and the

ability to take advantage of and enjoy adequate sleep

and rest. In Western societies, the workplace can be

particularly important in this regard. Stating the oppo-

site case to the one given earlier, Villarosa explains,

“For many of us, work can be profoundly rewarding

and satisfying—even if we don’t make a lot of money”

(1994, p. 553). Individuals in rewarding employment

contexts are likely to express or display happiness 

and contentment, to experience flow, and to have

healthily appropriate height and weight ratios, blood

pressure, cholesterol levels, and lung function. These

by-products of a healthy work setting will further 

enhance the possibility of, or lead to, positive health,

wellbeing, the absence of illness, and longer life

expectancies (Glass et al., 1999).

Occupational Science 
and Population Health: 
Occupational Therapy Framework

Even from the limited sample of research cited above,

it is possible to claim that engagement in occupation

appears to benefit population health. Alternatively, it

can also be claimed that occupation can be alienating

or unbalanced and lead to negative health experiences.

That is also the case when sociopolitical, cultural, or

personal circumstances or factors result in occupational

injustice or deprivation. There is a wealth of possibili-

ties for the implementation of extensive, wide-ranging,

and varied research studies. Such research would be

best founded on the notion of people as occupational

beings as a basic structural element of society, taking

the ideas of West, Finn, and Cromwell forward into the

21st century and beyond. 

Occupation-based research is necessary if occupa-

tional therapy assistants and occupational therapists are

to have a legitimate role within population health.

While a range of other disciplines have an interest in

some aspects of occupation, and may well inform 

occupational science about health issues as well as

population health, occupational therapy practitioners

have the broadest knowledge of what occupation 

encompasses. For example, their concern with all that

people do, why they do it, and how they feel about their

experiences provides occupational therapists with the

potential to consider health in terms of overall balance

for communities and for individuals across the life span.

This can enable positive health and occupational satis-

faction as outcomes of intervention aimed at achieving

a balance within daily, weekly, monthly, and yearly 

occupational needs and interests, across the sleep–wake

continuum. It is the broad overview of what occupation

encompasses that provides the particular perspective
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that occupational therapists can bring to population

health. Beginning to show leadership in this direction

in the United Kingdom, the College of Occupational

Therapists adopted a definition that states, “Occupa-

tional therapy enables people to achieve health, well-

being and life satisfaction through participation in 

occupation” (British College of Occupational Thera-

pists, 2004, p. 7).

Although such definitions from national bodies are

necessary to point the way forward, to become known

as workers in the field of population health, at least

some occupational therapists need to aim everyday

practice toward positive health and wellbeing for the

population at large. Others working in more traditional,

medically related settings could expand wellness 

aspects of practice for clients with physical or mental

dysfunction in line with the WHO’s (2001) Interna-
tional Classification of Functioning, Disability and
Health (ICF).

The ICF has potential use as a tool for research, 

social policy, and education and is widely accepted by 

occupational therapists as a new way to consider dis-

ability. It also provides a strong link to population

health in that it applies to everybody, not just people

with medically based dysfunction. To advance a sys-

tematic discussion of occupational therapy practice in

population health, the five approaches presented in An 
Occupational Perspective of Health (Wilcock, 1998)—

wellness, preventive medicine, community development,

occupational justice, and ecological sustainability—will

be revisited (Fig. 6-2). 

Wellness Approach
Within conventional medicine, the wellness approach
is arguably closest to current occupational therapy

practices. This approach is defined as “an active

process through which individuals become aware of,

and make choices toward a more successful existence”

(Wilcock, 1998, p. 230). The wellness approach is

closely aligned to the OCHP (WHO, 1986) call for

health professionals to enable people to develop per-

sonal skills and explains that

to reach a state of complete physical, mental, and 

social wellbeing, an individual or group must be able

to identify and realize aspirations, to satisfy needs, and 

to change or cope with the environment. Health is,

therefore, seen as a resource for everyday life, not the

objective of living. (WHO, 1986, p. 2)

Occupational therapists are comfortable with the

concept of people being enabled to identify, realize,

and satisfy aspirations and needs, and in many regular
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Figure 6-2 Potential occupational therapy approaches within population health.
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practices, helping people with disability to change or

cope with the environment is an everyday occurrence.

Services based on these concepts could be extended 

to include the well population at large, at least in terms

of consultative services and publications and the estab-

lishment of occupational health and wellness centers 

or clinics. 

The concept of balance, too, fits the wellness 

approach and has been familiar within the profession’s

rhetoric since 1922, when Meyer advocated a balance

between work, rest, play, and sleep in his seminal 

paper of a philosophy of occupational therapy. More

recent balance rhetoric has, similarly, focused on the

relationship between work (i.e., productivity), rest, and

play (i.e., leisure) but has also included self-care (Cana-

dian Association of Occupational Therapy [CAOT],

2002; Kielhofner, 2002; Reed & Sanderson, 1992;

Rogers, 1984). The rhetoric reflects acceptance within

occupational therapy that there is a balance of occupa-

tions that contributes to health and wellbeing (Chris-

tiansen & Baum, 1997), but a broadening of the concept

of what balance may include is required for population

research and practice. During the time when the notions

of health promotion and wellness were gaining ground

in Western societies, multidimensional aspects of bal-

ance began to emerge in which environment and culture

were featured in discussion, along with work, play, and

rest (Howard, 1983). These aspects of balance need

studying with regard to population health. So, too, do

other types of occupational balancing that might affect

health, such as whether individuals or groups engage

mainly in obligatory or self-chosen occupations;

whether they are stressed by over- or underwork; or

whether there is an imbalance between physical, men-

tal, social, and rest occupations.

With a group of colleagues, Wilcock explored a rep-

resentative sample of 146 South Australians to discover

how they measured occupational balance in terms of

physical, mental, social, and rest occupations against a

self-rating of their health (Wilcock et al., 1997). Signif-

icantly, participants who reported their current balance

to be closest to ideal balance also reported their health

to be fair or excellent. The study was replicated with

similar results by Lovelock and colleagues (2002) in

four European countries with a sample of 200 people. 

The United Kingdom’s “Work-Life Balance” cam-

paign (Department of Trade and Industry, 2002) demon-

strates that there is some general awareness of the links

between wellbeing and occupational balance. However,

this is rare, as evident in the rise in fatigue-related dis-

orders associated with burnout, such as chronic fatigue

syndrome (Cox, 2002; Glouberman, 2002). The journey

toward understanding the wellness process can be made

at times when people are experiencing stress or illness.

Assisting people to reestablish an appreciation of life’s

purpose and meaning would fit well within traditional

occupational therapy. 

Occupational therapists working in medical settings

may investigate whether the hospital (agency) is

health-promoting. If not, they might potentially advo-

cate for it to embrace the requirements of the Budapest
Declaration on Health Promoting Hospitals (WHO,

1991). Such hospitals or agencies develop a corporate

identity that embraces health-promoting practices and

environments and actively work cooperatively with the

community it serves. 

Preventive Medicine
Preventive medicine was defined in 1998 as “the appli-

cation of western medicine and social science to prevent

disease, prolong life, and promote health in the commu-

nity through intercepting disease processes” (Wilcock,

1998, p. 230). It is closely linked with the OCHP (WHO,

1986) call for the reorientation of health services toward

the pursuit of health, in that prevention can usually be

considered as workers in the health sector taking action

aimed at individuals or populations at risk of illness or

disease. Alternatively, prevention can be aimed at arrest-

ing the progress or reducing the consequences of ill

health or disability once established. These three types

of preventive strategies, known as primary, secondary,
and tertiary prevention, are often thought to be synony-

mous with health promotion but, despite overlap, are dif-

ferent. Rehabilitation fits within this approach often as a

form of tertiary intervention. Occupational therapists are

experts in this arena, so other population health preven-

tion possibilities that are less commonly part of everyday

practice will be discussed here, namely, primary health

care and health education.

Intervention within primary health care is a growing

aspect of occupational therapy practice, which differs

with contexts. The Declaration of Alma Ata (WHO,

1978) emphasized that everyone should have access to

primary health care and that the whole population

could be involved in its provision. It encompasses com-

munity participation and equitable distribution of and

access to services, as well as costs and technology 

appropriate to a population. Depending on where the

population is situated, primary health care may well

have to address issues of food and water supplies, 

nutrition and activity advice, sanitation, maternal and

childcare services, and job creation, as well as the more

usual medical services. In the latter, occupational ther-

apists may be involved in devising equipment such as

splints, walking frames, and wheelchairs manufactured

from indigenous materials by local community members.

Advocacy roles concerned with overturning policies

that prevent the health and wellbeing of the population
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are important, especially as occupation is frequently

viewed as an economic rather than a health essential.

An occupational therapy preventive medicine 

approach should pay great attention to promulgation of

the links between occupation and health with regard to

risk factors. Health education is part of this approach.

It concerns the immediate effects of what each person

may do, as well as the social, economic, and environ-

mental factors that may determine illness outcomes as

discussed above. This may lead to occupational thera-

pists becoming involved in feasibility studies and orga-

nizational action. Advocacy and mediation skills are

essential for this, as the OCHP (WHO, 1986) suggests.

Community Development
The third approach to be discussed is community 

development. The WHO describes a community as

a specific group of people, often living in a defined ge-

ographical area, who share a common culture, values

and norms, are arranged in a social structure according

to relationships, which the community has developed

over a period of time. (WHO, 1998, p.5)

The WHO suggests that members of a community

share common beliefs, values, and norms that the com-

munity has developed over time and may change in the

future. These form part of each person’s personal and 

social identity. 

In 1998, the community development approach was

defined as “community consultation, deliberation, and

action to promote individual, family and community-

wide responsibility for self sustaining development,

health and wellbeing” (Wilcock, 1998, p. 230). This 

approach articulates closely with one of the five action 

directives of the OCHP, namely the strengthening of

community action for health. According to the Jakarta
Declaration on Health Promotion into the 21st Century
(WHO, 1997), the actions and strategies set down by the

OCHP remain relevant and applicable to all countries.

The Declaration identified five priorities, all of which

relate to community development in some way (see

Content Box 6-3).

The Declaration found clear evidence that participa-

tion is essential for sustained effort toward health. In

other words, with regard to health, as with other issues,

people have to understand strategies and be involved in

the decision-making processes for them to be effective.

It follows that health literacy, and in this case occupa-

tion for health literacy, will assist participation through

empowerment of communities and the individuals

within them. Occupational therapists, therefore, need

to put effort into making the connections between 

occupation and health or ill-health clear and accessible

to populations as a whole. They also need to be involved

in extensive population education campaigns, bearing

in mind the Declaration’s five priorities, bringing to

them understanding and practical application of the 

relationship between occupation and health.

Occupational Justice
In 1998, Wilcock described occupational justice 

as social justice, although occupational justice was

identified within it as occupational therapy’s domain

of concern (Wilcock, 1998, p. 230). Since then, writ-

ten work about occupational justice has begun to

emerge, and many workshops have been run on the

topic in different parts of the world (Wilcock &

Townsend, 2000, Townsend & Wilcock, 2004a,

2004b). Although Townsend and Wilcock are hesitant

to define occupational justice at this stage of its 

exploration, it is done for the sake of conformity,

specifically in terms of population health. From that

viewpoint, occupational justice can be conceived as

“equitable opportunity and resources to enable 

people’s engagement in meaningful occupations”

(Wilcock & Townsend, 2000, p. 85). This approach

articulates well with another OCHP call for action,

namely, to build healthy public policy and, with the

Declaration (WHO, 1997), to empower individuals,

to promote social responsibility for health, and to 

develop infrastructures for health promotion.

Social justice in the postmodern world envisions soci-

eties holding principles that enable freedom of expression

and responsible engagement in life, without interference

(Botes, 2000; Metz, 2000; Rawls, 1975). Justice in 

this broad sense is about the right to participate in 

civic governance and the right to an equitable distribu-

tion of goods, services, resources, and opportunities

(Armstrong, 2000; Daniels, Kennedy, & Kawachi,

1999). However, the underlying political decisions that

determine justice or health are seldom obvious in day-to-

day discourse. This is also true of people’s right to engage
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Development
• Promoting social responsibility for health
• Increasing investments for health development
• Expanding partnerships for health promotion
• Increasing community capacity and empowerment

of individuals
• Securing an infrastructure for the promotion of health
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in occupations that are meaningful to them and to meet

their own needs and potential.

Occupational therapists hold views that uncon-

sciously resonate with a belief in the latter right. These

embody the premise of the right to such occupations

being a matter of justice, concealed within a unique

concept of health and adaptation to disability. It is a

premise that is only now emerging as justified with re-

sults of recent population health research. With even

limited justification, not to provide opportunities for

health-giving occupations can, indeed, be considered a

matter of injustice and a matter of health, morbidity,

or mortality. It is imperative to give consideration to

what, why, and how occupations provide people with

physical, mental, and social exercise while they reach

toward their potential and meet unique occupational

wants and needs. 

It is also imperative to question why there appears to

be so little emphasis in population health literature on 

encouraging people of any age to engage in wide-ranging

occupations. Literature and funded health programs 

appear to focus on risk management to prevent accidents,

physical occupations, or mundane hygiene tasks. This

may well be because of the increasingly litigious nature

of Western societies, which fails to recognize individual

needs or the morbidity and mortality links between what

people do or do not do, the rise in obesity as a public

health concern, or economic issues about the cost of 

institutional care.

Sociopolitical factors determine whether occupa-

tional justice is a common experience. Occupational

therapy assistants and occupational therapists have a

major task ahead of them to be advocates for occupation

for health interests and concerns of the population at

large. In this regard, they need to brave public and 

political forums to advance understanding of the relation-

ship between occupation and health or ill-health. They

need to do so, because as part of a small, poorly under-

stood or resourced profession, they, too, are victims of

occupational injustices (Townsend & Wilcock, 2004b).

Ecological Sustainability
The last of the approaches to be discussed is ecological
sustainability, which can be defined as the “promotion

of healthy relationships between humans, other living

organisms, their environments, habits, and modes of

life” (Wilcock, 1998, p. 230). This approach fits within

the newly emerging domain of ecological public health

described earlier and is aimed at creating supportive

environments for health as the OCHP mandates. 

The broad scope offered by this approach is probably

the most daunting for occupational therapists, who are

comfortable and committed to working in medical-model

domains. Many would think it outside the scope of the

profession, as it appears far from the individualistic treat-

ment of people with a medically defined dysfunction that

has been the norm for the last few decades. However, to

work within population health according to WHO direc-

tives, it is important to be open to the idea that the factors

influencing health are many, varied, and interactive. For

example, the OCHP lists environmental prerequisites

without which health is probably unattainable. These 

include a stable ecosystem and sustainable resources, as

well as social justice, peace, shelter, education, food, and

income (WHO, 1986, p. 2). Environmental factors are

major determinants of living and working conditions, 

including the occupations that are required to maintain

physical, mental, and social health for every person on

the globe. Villarosa (1994) argues that when humans “lose

respect for the earth . . . the greatest toll may be on 

our health” (p. 569). Yet, it is the occupations that peo-

ple have engaged in throughout time that have caused 

the deteriorating ecological conditions that now need

therapy. 

With a concern for the ecosystem and sustainable 

resources, occupational therapists could become advo-

cates for and advisers of the occupations suited to 

individuals to meet their needs yet to sustain resources

and the ecology. The way forward is to be part of the

economic and ecological debate, with the occupation

for health needs of people at the forefront of the

agenda. It is a different role, but it is the practice of 

occupational therapy at the global level. Once again, it

calls upon knowledge of people as occupational beings

combined with environmental and population health 

issues. The latest World Federation of Occupational

Therapist’s minimum standards address the relation-

ship between people, occupation, and the environment.

In the glossary of terms, it explains that this includes 

the implicit relationship between people, what they do

and the context in which they do it. The essential idea

is that occupational performance is both influenced by

and influences personal and environmental dimen-

sions. (Hocking & Ness, 2002, p. 33)

This concept includes understanding “how resources

in the environment . . . and the local geography affect

people’s participation in occupation” (Hocking & Ness,

2002, p. 16).

Conclusion

Despite the development of an abstract appreciation of

links between health and occupation among occupa-

tional therapy professionals and in the population gen-

erally, there remains substantial difficulty in applying

Chapter 6 Population Health: An Occupational Rationale 119

1193_Ch06_110-121.qxd  6/8/09  6:53 PM  Page 119



occupational issues to population health. In part, this is

due to people’s limited understanding of themselves 

as occupational beings and to the fact that health-

maintaining needs and functions, rather like the auto-

nomic nervous system, are built into the organism to

just go on working. It is also due to little being written

in mainstream health care, which is based on the Western

medical model, about the benefits of a natural lifestyle

or the need for a balance of ongoing physical, mental,

and social occupations as integral aspects of health.

Scant information about people as occupational 

beings, and the inbuilt consequences of that, has led to

deleterious health consequences for individuals, com-

munities, and the global ecology. A major task for 

occupational therapists who wish to extend practice

into the population health domain is to research and

promulgate information about such links. Excitingly,

that process is beginning to happen.

◗ For Discussion and Review

1. What is the impact of occupational deprivation, 

occupational alienation, and occupational imbalance

on health?

2. Compare and contrast the five approaches to popula-

tion health. What are the similarities and differences?

Which approach(es) is (are) most consistent with 

occupational therapy philosophy?

3. How can occupational science inform population

health interventions?

4. What are the positive influences on wellbeing, and

how can occupational therapy enhance these factors?

5. What is the focus of social epidemiology, and 

how does it relate to occupation?

6. What is the relationship between occupational 

justice and population health?

◗ Research Questions

1. What are the impacts of occupational deprivation,

occupational alienation, and occupational imbal-

ance on the health of various populations?

2. How does occupational engagement facilitate

health, healing, and wellbeing?

3. How do environmental resources and local 

geography affect occupational participation?
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Chapter 7

Quality of Life and Health Promotion
Michael A. Pizzi and Rebecca Renwick

The good life is a process, not a state of being. It is a direction not a destination.

—Carl Rogers

The quality of life is determined by its activities. 

—Aristotle

Learning Object ives

This chapter is designed to enable the reader to:

• Define the concept of quality of life (QOL).

• Discuss the conceptual interrelationships of health

promotion, wellness, and QOL.

• Describe the theoretical underpinnings of various

QOL models and their applicability to occupational

therapy.

• Explain the relationship between being, belonging,

and becoming and QOL.

• Discuss QOL issues as they impact children, adults,

and persons at the end of life.

• Apply QOL concepts in occupational therapy and

health promotion practice.

Key Terms

Becoming
Being

Belonging
Good death

Happiness
Health promotion 

Health-related quality 
of life 

Quality of life

Introduction

The concept of quality of life (QOL) can be traced to

Aristotle, who described happiness as a virtuous activ-

ity of the soul (Zhan, 1992). Happiness generally refers

to shorter-term, transient feelings of wellbeing in

response to day-to-day events (Horley, 1984). In the

United States, QOL was introduced for political rea-

sons, with slogans such as the “quality of American

life.” It was not until the late 1970s that the term was

used in reference to individuals (Wolfensberger, 1994). 

The numerous attempts made to define QOL suggest that

the concept includes multiple dimensions; it covers cul-

tural, psychological, interpersonal, spiritual, financial,

political, temporal and philosophical domains. Further-

more, QOL is dynamic as it reflects changes in people

and the environment over time across many of its

domains. (Tate, Dijkers, & Johnson-Greene, 1996, p. 2)

The World Health Organization (WHO) defines

quality of life as

an individual’s perception of their position in life in the

context of the culture and value systems in which they

live and in relation to their goals, expectations, stan-

dards and concerns. It is a broad ranging concept

affected in a complex way by the person’s physical

health, psychological state, personal beliefs, social

relationships and their relationship to salient features

of their environment. (WHO, 1998, p. 1569) 

The first goal of Healthy People 2010: Understand-
ing and Improving Health (U.S. Department of Health

and Human Services [USDHHS], 2000) is to help indi-

viduals of all ages increase life expectancy and

improve their QOL: 

Quality of life reflects a general sense of happiness and

satisfaction with our lives and environment. General

quality of life encompasses all aspects of life, including

health, recreation, culture, rights, values, beliefs, aspi-

rations, and the conditions that support a life containing

these elements. Health-related quality of life reflects a

personal sense of physical and mental health and the

ability to react to factors in the physical and social envi-

ronments. Health-related quality of life is more subjec-

tive than life expectancy and therefore can be more 

difficult to measure. (USDHHS, 2000, p. 10)
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Conceptually, health-related quality of life sup-

ports assessments and interventions that occupational

therapists and occupational therapy assistants use to

determine the health and occupational performance of

people in the context of their lives. Whether or not one

believes health-related QOL is a client-centered con-

cept, as QOL may depend upon who defines the con-

cept, it still warrants further investigation for use in 

occupational therapy. 

The Ottawa Charter for Health Promotion (WHO,

1986) was developed as a response to the need for a

changing health-care system. The WHO was the founda-

tion for this charter, which was one of the first documents

that integrated the concepts of QOL and health promo-

tion. QOL was described as an “important dimension” of

good health, with good health identified as a “major

resource of social, economic and personal development”

(WHO, 1986, p. 1). Health promotion was defined as

the process of enabling people to increase control over,

and to improve, their health. To reach a state of com-

plete physical, mental and social wellbeing, an individ-

ual or group must be able to identify and to realize 

aspirations, to satisfy needs, and to change or cope

with the environment. Health is, therefore, seen as a

resource for everyday life, not the objective of living.

Health is a positive concept emphasizing social and

personal resources, as well as physical capacities.

Therefore, health promotion is not just the responsibil-

ity of the health sector, but goes beyond healthy 

life-styles to wellbeing. (WHO, 1986, p. 1)

In the American Occupational Therapy Association’s

(AOTA’s) 2008 Occupational Therapy Practice Frame-
work (referred to as the Framework), health, wellness,

and prevention are listed as outcomes of occupational

therapy interventions. QOL is also noted as an outcome.

It is defined as

a client’s dynamic appraisal of life satisfactions (percep-

tions of progress toward identifiable goals), self-concept

(the composite of beliefs and feelings about themselves),

health and functioning (including health status, self-care

capabilities), and socioeconomic factors (e.g., vocation,

education, income). (adapted from Radomski, 1995;

Zhan, 1992 cited by AOTA, 2008, p. 674)

This definition encompasses a person’s state of

being and his or her participation in the act of doing, or

occupational engagement. In assessing a person’s

QOL, occupational therapists must be mindful of other

related factors, including

• the person’s spiritual being or sense of meaning

within his or her current state of being, and 

• environmental interactions, particularly the 

quality of social interactions the individual 

deems important.

In the Framework, the definition of quality of life
fails to incorporate these other important features.

Therefore, it would behoove the profession to incorpo-

rate in its definition of QOL other aspects that can

influence QOL, such as spirituality.

One goal of the AOTA’s vision statement empha-

sizes the profession’s contributions in the promotion

of “health, productivity, and quality of life of individ-

uals and society (2008, innercover, ¶ 3). While the

professional activities of occupational therapists 

and occupational therapy assistants reflect that

vision in practice, health promotion language, par-

ticularly QOL, must be included so that others out-

side the profession clearly understand the purpose 

of occupational therapy interventions toward the

goal of improving QOL of individuals, families, and

communities. 

The Canadian Association of Occupational Thera-

pists (CAOT) has also produced formal documents

that describe core principles, values, beliefs, and con-

ceptual frameworks to guide practice. The two most

recent documents include Enabling Occupation: An
Occupational Therapy Perspective (CAOT, 2002)

and Enabling Occupation II: Advancing an Occupa-
tional Therapy Vision for Health, Well-Being, & Justice
Through Occupations (Townsend & Polatajko, 2007).

The major emphasis in Enabling Occupation I was

on client-centeredness; holism; life-span develop-

ment; and the complex interplay among the person,

the environment, and occupations, as well as occu-

pational performance. In Enabling Occupation I,
QOL is featured as a crucial overarching concept

related to meaningful life occupations. The definition

of QOL remains constant across both versions:

“Choosing and participating in occupations that fos-

ter hope, generate motivation, offer meaning and sat-

isfaction, create a driving vision of life, promote

health, enable empowerment, and otherwise address

the quality of life” (CAOT, 2002, p. 182; Townsend

& Polatajko, 2007, p. 373). 

These documents clearly suggest ways that occupa-

tional therapy practitioners and researchers can better

understand the connections among persons, families,

and populations and the impact meaningful engage-

ment in occupations has on QOL. A deeper and richer

understanding of these connections could lead to

assessment, intervention, and evaluation of occupa-

tional therapy process and outcomes that are more rel-

evant and beneficial to clients’ daily lives.
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Occupation and Quality of Life

Engaging in meaningful occupation is associated with

a good QOL (Christiansen, Backman, Little, & Nguyen,

1999; Christiansen & Townsend, 2004). This finding is

not so surprising, since occupational engagement can

bolster or even transform a person’s identity and sense

of empowerment (Christiansen, 1999). Not engaging in

meaningful occupations can result in fewer experiences

that enable a person to develop competence in and mas-

tery of occupations. Further, such limited occupational

engagement can constrain a person’s fulfillment of

their occupational potential (Wicks, 2001). When long-

standing barriers that a person cannot control hinder or

prevent participation in chosen or necessary occupa-

tions that would normally provide personal meaning in

life, a person is likely to experience occupational depri-

vation (Wilcock, 1998). The effects of occupational 

deprivation include a sense of isolation, emotional 

distance from oneself and others, perceived lack of

control, and frustration (Wilcock, 1998), which can 

significantly detract from life quality. Consequently,

the opportunity (or lack thereof) to engage in and expe-

rience meaningful occupation can significantly impact

a person’s subjective QOL.

Not long ago, many people with disabilities were

faced with substantial barriers to participation in

meaningful occupational engagement, and they had a

narrow range of occupations available to them 

(Renwick, 2004). These restrictions to occupational

engagement were due to such social forces as the

stigma associated with disabilities, segregation in

institutions, and public stereotypes about the capacity

and potential of people with disabilities for engaging

in a diverse range of occupations. Such barriers put

people with disabilities at considerable risk for occu-

pational deprivation and decrease their opportunities

for developing competence and mastery and for

achieving their occupational potential. In today’s soci-

ety, many people with disabilities still encounter some

of these occupational obstacles, which can detract

from their QOL. Thus, striving for a good QOL, a rel-

evant concept for all human beings, can present addi-

tional challenges for people living with disabilities,

especially within the realm of occupational engage-

ment (Renwick, 2004). Similar occupational obstacles

often confront those who are disadvantaged and mar-

ginalized in modern society (Wilcock, 1998); for

example, people who live in poverty; who are unem-

ployed, homeless, or imprisoned; or who are refugees

from countries in conflict. Thus, for occupational ther-

apists who work with clients who have disabilities or

who are experiencing disadvantage and marginaliza-

tion, QOL is an especially salient concept.

Quality of Life and Health 
Promotion

Health promotion is a multidisciplinary field that is 

focused on personal empowerment in that it seeks to

enable “people to increase control over and to improve

their health” (WHO, 1986, p. 2). This goal is broadly

conceived in that it is relevant to people of all ages,

whether or not they have disabilities. In these respects

and in other ways, it shares some common ground with

holistic approaches to QOL. For instance, the concept

of personal control is inherent in numerous major

holistic QOL frameworks (Renwick & Brown, 1996;

Schalock, 1996a).

Health promotion also takes a broad perspective on

health, including the study of socially determined influ-

ences on health; for example, poverty, housing, educa-

tion, and unemployment (Evans, Barer, & Marmor,

1994). These influences are usually environmental in

nature or inherent in the relationship between people

and their environments, where they engage in the occu-

pations of their daily lives (e.g., home, neighborhood

and community, school, workplace, and the larger soci-

ety). Thus, the concepts and principles associated with

health promotion can inform occupational therapy 

theory and practice.

Influential Perspectives 
on Quality of Life

There are more than a hundred definitions for QOL

(Cummins, 1995), a growing number of conceptual

frameworks, and numerous instruments and measures

purporting to measure the construct (Hughes, Hwang,

Kim, Eisenman, & Killian, 1995). Given this vast, 

multidisciplinary literature on QOL, it would be very

challenging to devise a categorization system that

would account for all approaches. However, two major

influential types of perspectives are most relevant to

this discussion—the health-related approaches and the

holistic approaches.

Health-related approaches typically take a biomed-

ical view of health and focus on health status or func-

tional abilities. These approaches may focus primarily

on physical aspects of health or function (e.g., pain,

mobility, fatigue) but often include attention to their

psychological and social dimensions (e.g., anxiety,

depression). They are frequently concerned with per-

ceptions about a person’s health or symptoms related to

illness or intervention (Koot, 2001). For example, some

concentrate on the impact a specific illness or disorder

has on the individual’s QOL, while others are con-

cerned with how a variety of illnesses or disorders 
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affect QOL. Some health-related QOL instruments

were originally developed to assess function and health

status, not QOL per se. However, biomedically ori-

ented researchers have employed them as indicators of

QOL. Bowling (1991, 1995) and McDowell and Newell

(1996) review a variety of such functional health indi-

cators of health-related QOL. Typically, health-related

approaches to QOL also focus much more on measure-

ment than on their conceptual underpinnings (Bowling,

1995; Day & Jankey, 1996). Bowling (1995) and 

McDowell and Newell (1996) reviewed in detail numer-

ous measurement approaches to health-related QOL. 

Holistic approaches view QOL from a broader per-

spective that may include health and function but go

beyond these domains. Because there are different

holistic approaches, it is difficult to include every

model in terms of a core set of characteristics. How-

ever, most assume (but fewer explicitly indicate) that

QOL arises out of the ongoing relationship that each

person has with their environment. QOL is also concep-

tualized in terms of domains, such as the individual’s

emotional, physical, and material wellbeing; relation-

ships with important others; opportunities to make 

personal choices and decisions or personal empower-

ment; social participation or inclusion; and rights and

freedoms (Brown, Brown, & Bayer, 1994; Felce &

Perry, 1996; Renwick & Brown, 1996; Renwick, Fudge

Schormans, & Zekovic, 2003). Thus, in contrast to

health-related approaches, holistic approaches are gen-

erally congruent with themes of empowerment of indi-

viduals and meaningful engagement in life occupations

important to them. They are more truly measures of life

goodness or quality and do not infer QOL only from

the person’s self-reported or assessed level of health

status or functional ability.

Holistic approaches also tend to be better elaborated—

that is, to have a better-developed and described 

conceptual basis than do health-related QOL

approaches. Further, some holistic approaches are

based on frameworks of QOL developed according

to rigorous research methods (e.g., Lindstrom, 1994;

Renwick, Fudge Schormans, et al., 2003). Some of

these approaches have included the use of qualitative

methods, such that the emergent conceptual frame-

works and instruments based on them reflect the

voices of those whose lives are being studied or

assessed (e.g., Laliberte Rudman, Hoffman, Scott, &

Renwick, 2004; Renwick, Nourhaghighi, Manns, &

Laliberte Rudman, 2003). Grounding any measure-

ment instrument in a clear conceptual framework 

is a significant step in establishing its’ construct 

validity (Wallander, 2001). 

Both health-related and holistic approaches to QOL

may be relevant to occupational therapy researchers

and practitioners, depending on the particular context

in which they work. However, holistic approaches

seem to be more clearly consistent with the core values

of occupational therapy (AOTA, 2004; CAOT, 2002)

and the profession’s focus on the meaningful occupa-

tions people carry out in their daily lives.

Quality of Life Across 
the Life Span

QOL is an issue that is highly relevant at all stages of

human life, from childhood to the end of life (Stark &

Faulkner, 1996). Several subsequent sections provide

examples of approaches that are relevant to various life

stages. However, most of the attention in the literature

has been focused on conceptualizations and measures

of QOL for adults. There has been considerably less

attention to what contributes to and detracts from a

good life for children, for older adults, and for those

receiving end-of-life care. The following sections focus

only on holistic approaches, since they are more rele-

vant to occupational therapy’s core values.

Quality of Life for Adults 
Many of the holistic conceptual frameworks of QOL

for adults are found in the literature on developmental

disabilities (Schalock, 1996b). However, most of these

frameworks are applicable to adults with and without

disabilities (Brown et al., 1994; Renwick & Brown,

1996; Felce & Perry, 1996). One model is outlined here

to exemplify the holistic approaches to QOL for adults.

The Centre for Health Promotion (CHP) model

(Renwick & Brown, 1996) was originally developed

for adults with developmental disabilities, and mea-

surement instruments grounded in this model were also

constructed for this group. However, since then, the

model has been tested for applicability with adults

without disabilities, senior adults, adolescents, and

adults with physical and psychiatric disabilities. Subse-

quently, measurement instruments based on the CHP

model were developed for use with adults in each of

these populations (Raphael, 1996; Renwick, Brown, &

Raphael, 2000; Renwick, Nourhaghighi, et al., 2003;

Laliberte Rudman et al., 2004). The CHP model was

developed based on interviews and focus groups with

adults with and without disabilities; a comprehensive

review of the literature; and consultation with experts

in the fields of disability studies, health promotion, and

QOL. It assumes that individuals differ from one

another and that each person is a unique human being

who should be understood in a holistic way. Further,

QOL has many dimensions or aspects and results from

the continuous and ever-changing relationships that the
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person has with the environment. Thus, QOL may

change over time for the individual, but these changes

may differ in their extent and nature from one aspect of

QOL to another. However, the basic aspects or dimen-

sions of QOL are the same for people with and without

disabilities, even though they may be experienced in

different ways by each person. These basic aspects of

QOL are congruent with current concepts of health,

health promotion (WHO, 1986), and occupational

wellbeing (Christiansen et al., 1999). The CHP model

also assumes that social factors such as poverty, lack of

adequate housing, lack of access to education, and

unemployment can significantly affect a person’s

health (Evans et al., 1994) and can contribute to occu-

pational deprivation (Wilcock, 1998).

The concept of QOL is defined as “the degree to

which a person enjoys the important possibilities of his or

her life” (Renwick & Brown, 1996, p. 80). The term pos-
sibilities refers to the significant opportunities and con-

straints in the various aspects of a person’s life (described

below) that result from the person’s continuous interac-

tion with the environment. These possibilities are associ-

ated with three major aspects of QOL (Table 7-1)—

being, belonging, and becoming—each of which has

three subdimensions (Renwick & Brown, 1996).

QOL consists of both how much satisfaction a per-

son experiences and how much importance he or she

attaches to each of the nine aspects of life—physical

being, psychological being, spiritual being, physical

belonging, social belonging, community belonging,

practical becoming, leisure becoming, and growth

becoming. In addition, perceptions people have about

their QOL can be positively or negatively affected by

how much personal control they exert over their lives.

Personal control includes

• the degree to which people make decisions and

choices, within a comfortable range, and

• the spectrum of opportunities available to people

as they make these choices.

For example, a person who is comfortable making

most of her own decisions may perceive her life qual-

ity to be negatively affected if the range of opportuni-

ties for exercising her decisions and choices is very

narrow. Similarly, a person’s QOL may be diminished

because he is experiencing too many demands or too
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Table 7–1 Three Major Aspects of QOL With Their Subdimensions

Major Aspects of QOL Subdimensions of QOL

Being (who the person is as an individual) Physical being: concerns physical health and wellbeing

Psychological being: focuses on mental health and wellbeing 

Spiritual being: includes important standards, values, beliefs, and
experiences that guide and sustain the person (Renwick, Brown, 
& Raphael, 2000) 

Belonging (the fit between the person Physical belonging: refers to the fit between the person and the
and their environment) physical environment of his or her home, school, work, neighbor-

hood, and community

Social belonging: includes relationships with important others and with
those the person sees regularly (e.g., family, coworkers, neighbors) 

Community belonging: focuses on the person’s access to 
community resources (e.g., employment, resources, services, 
public events)

Becoming (what the person does to reach Practical becoming: includes a person’s regular practical activities 
their goals or hopes in life) (e.g., paid work, participation in school or program, volunteer work,

household chores, caring for self and others) 

Leisure becoming: concerns what the person does for relaxation or
recreation, alone or with others (e.g., sports, hobbies, games,
entertainment, socializing, and taking holidays)

Growth becoming: encompasses what the person does to learn,
change, and develop (e.g., learn new skills, cope with changes in 
life, take on new challenges) (Renwick, 2004; Renwick et al., 2000)
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much pressure to make many decisions from too broad

a spectrum of opportunities to reasonably manage

(Renwick, 2004).

Since the ultimate goal of occupational therapy

intervention is to enable clients to improve or maintain

their QOL, the instruments based on the CHP model

that were noted above can be useful to occupational

therapists. These measures can be used as assessments

with clients as well as in evaluation of outcomes for

individual clients, groups of clients, or programs.

These measures can also be used in occupational ther-

apy research.

Quality of Life for Children
Although not as many approaches to conceptualization

and measurement of QOL have been developed for

children as for adults, there has certainly been attention

to these issues in the literature, particularly in the area

of health-related QOL (Koot & Wallander, 2001).

However, there are few holistic models specifically for

children. A notable exception is Lindstrom’s (1994,

1995) work, which takes a public health perspective on

QOL for children aged 2 to 18 years living in the five

Nordic countries. Lindstrom created a model of QOL

for children and an instrument consisting of several

modules to assess QOL for children with and without

disabilities. The scores from this measurement tool are

compared with a set of basic values tied to a Nordic

standard for QOL. However, the applicability of this

instrument in countries with different health systems 

and cultural groups remains unexamined (Zekovic &

Renwick, 2003).

Another QOL model focused on children with 

developmental disabilities (Renwick & Fudge Schor-

mans, 2004; Renwick, Fudge Schormans, et al., 2003)

will be used here as an example of holistic approaches

relevant for children. This model is closely aligned

with the practice of health promotion within occupa-

tional therapy. It was derived from a grounded theory

analysis of in-depth personal interviews with parents of

children aged 3 to 12 years who had a wide range of

developmental disabilities. The conceptual framework

that emerged from this qualitative analysis highlights

the dynamic interplay of three elements that work

together to influence QOL: the child; the child’s family

environment; and the larger environment beyond the

family, which includes the child’s neighborhood,

school, day-care program, the community, and the gov-

ernment policies affecting this group of children and

their families. The extent to which these three elements

overlap, or form a good fit, has consequences for the

child’s life. The better the fit, the better the QOL. 

If the fit of these elements is poorer, QOL will be 

diminished for the child.

As for the CHP model for children, the conceptual

framework highlights three aspects of QOL, which

are shaped by the interplay among the elements previ-

ously noted:

• The child 

• The family environment 

• The larger environment 

These major aspects have the same labels, as do

those in the CHP model for adults. However, the nature

of these aspects or domains of QOL for children is dif-

ferent and reflects the developmental issues appropri-

ate to them. The first aspect is being, which refers to

who the child is perceived to be in the view of others,

such as family members, relatives, and people in the

child’s community. 

Belonging is the second aspect, which refers to the

connections the child has to people and places in his or

her life. Included here is the extent to which family

members, relatives, peers, and others in the community

include the child in their activities. In addition, this

domain focuses on the child’s friendships and on play

and other activities with friends. It also refers to the

child’s access to professional services and community

venues, such as parks, playgrounds, pools, shopping

malls, and transportation, and to the safety and security

of the child’s environment. 

The third aspect of QOL is becoming and refers to

the child’s nurtured growth and development. It centers

on the identification of the child’s major needs and how

well those needs are being accommodated and sup-

ported by professionals and by government policies,

services, resources, and programs. In addition, this 

aspect of QOL is concerned with how well the expec-

tations of others in the child’s life are congruent with

his or her abilities. For example, do family members,

teachers, and professionals expect too much or too 

little from the child based on his or her abilities?

This framework treats the child’s life as whole,

which is consistent with core values of occupational

therapy, and it focuses attention on several key occupa-

tions for this group of children: 

• Play with friends 

• Going to day care/nursery program or school

• Activities in the community 

• Learning new things that help him or her grow 

or develop

A measurement instrument tapping parental per-

spectives on QOL for this group of children was devel-

oped based on this conceptual framework. It has been

evaluated in terms of its psychometric properties 

and usefulness with 180 parents of children with devel-

opmental disabilities who are aged 3 to 12 years 

Chapter 7 Quality of Life and Health Promotion 127

1193_Ch07_122-134.qxd  6/8/09  5:57 PM  Page 127



(Renwick & Fudge Schormans, 2004). Given the con-

nections of its conceptual foundations to core values

and goals of occupational therapy and its demonstrated

psychometric soundness, it has potential value for

researchers and for practitioners to use in assessment

and program evaluation. 

The prior sections of this chapter dealt primarily

with the conceptualization of QOL. An integration of

QOL concepts with those of occupation and occupa-

tional participation is relevant for occupational therapy

practice and has been discussed. Content Box 7-1

details some QOL assessments that can be used 

in occupational therapy to complement those that are

traditional and contextually based. The next section 

focuses specifically on the elderly and those experienc-

ing end-of-life issues. 

Quality of Life Relative 
to End-of-Life Care and Aging
Byock (1997) contrasts the “good death” with “dying

well.” A good death is not necessarily a sudden, pain-

less demise, for which most people might wish. A good
death is often described as encompassing elements

such as having family or significant others present,

being without pain, being physically comfortable, 

and maintaining dignity through privacy and caring

(Thompson & McClement, 2002). Dying well suggests

that people need to prepare in order to realize this good

death. This work (see Chapter 25 in this text) may be

initiated by palliative and hospice care professionals

using grief and bereavement as indicators on which

patients or significant others might focus to realize

some new meaning or identity (Field & Cassel, 1997).

The process of dying well is really about living life

fully while dying. If one views grief and bereavement

as normal transitions of life, then the palliative and 

hospice practitioners can help the patient and family

focus on opportunities for diminishing the suffering

(Byock, 1996). 

Most people wish for a long, satisfying life—that is,

they value both how long they live and how well they

live. In response, the concept of health-related QOL

has emerged to emphasize health as perceived and val-

ued by people for themselves (or, in some cases, for

those close to them) rather than as seen by experts 

(Cohen, Mount, & Strobe, 1995; Gold, Franks, &

Erickson, 1996; Patrick & Erickson, 1993). This client-

centeredness is congruent with the beliefs and values of

occupational therapy.

Going well beyond traditional mortality and morbidity

measures, health-related quality-of-life outcomes

include physical, mental, social, and role functioning;

sense of wellbeing; freedom from bodily pain; satisf-

action with health care; and an overall sense of general

health. (Field & Cassel, 1997, p. 25)

Suffering and Loss of Meaning in Life
Suffering is an expansive concept and goes beyond 

pain. It encompasses the loss of control, anguish, terror,

and hopelessness that dying patients may experience. A

dying person may suffer greatly, with no evidence of

physical distress, if he or she feels that life has lost any

meaning. Meaning and experiencing meaning in life is

often associated with the concept of QOL (Frankl, 2000)

and is congruent with holistic approaches to QOL.

Cassell has suggested that a symptom or feeling

becomes suffering when people perceive it as a “threat

to their continued existence—not merely to their lives

but their integrity as persons” (1991, p. 36). Such per-

ceptions may have significant emotional and spiritual 

dimensions related to self-image, family relationships,

past experiences, caregiver attitudes, and other circum-

stances of a patient’s life (Byock, 1997). Suffering is 

“a personal matter—something whose presence and

extent can only be known to the sufferer” but which

cannot be ignored (Cassell, 1991, p. 35). 

Those caring for dying patients have a responsibility,

first, to explain to people that pain and other distress

can often be relieved and, second, to consider whether

the patient would benefit from an exploration with a

chaplain or other counselor of the nature and signifi-

cance of suffering. (Field & Cassel, 1997, p. 26)

In a qualitative study of nurses involved in palliative

care, Pegg and Tan (2002) discuss three emerging

themes from the transcribed interviews:

• Power and showing the way of suffering through

not knowing

• Being as giving by enhancing QOL 

• Being as giving by sharing

The second theme is closely aligned with the core

strength of occupational therapy, which focuses on opti-

mizing participation. According to Pegg and Tan (2002),

The participants focused [sic] on rehabilitation, symp-

tom control and prevention of complications to enable

their suffering clients to maintain their usual social

roles while receiving palliative care. . . . An emphasis

on participation and encouragement of a return to

social activities are of primary importance in health

promoting palliative care. (p. 29)

Pizzi (2004) found that QOL was a major theme that

emerged from his qualitative study on narratives of

hospice professionals. QOL was often discussed in

conjunction with wellness and participation in living
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Content Box 7-1 

Quality of Life Assessments for Occupational Therapy
The following is a list of several QOL assessments and related resources that may be used in occupational 
therapy practice and research. Both holistic and health-related QOL instruments are included here. However, the
list is not all inclusive, as there are hundreds of assessments available. Where available, Web pages or reference
information have been listed for ease of access.

• Child Health Questionnaire. A self-report and parent report survey for children and adolescents aged 5 or
older. Different versions evaluate domains such as physical functioning, role/social emotional, role/social
behavioral, role physical, bodily pain, general behavior, mental health, self-esteem, general health percep-
tions, change in health, parental impact—emotional, parental impact—time, family activities, family cohesion
(Landgraf, Abetz, & John, 1966).

• Dartmouth COOP Clinical Improvement System (Generic/General and Disease Specific). A self-report
survey for children and adolescents aged 10 and older and for adults; adult version for dialysis patients evalu-
ates health and function, clinician attention to needs, risk/habits, preventions, bothers/concerns, diagnoses,
medications, finances; user designated and provides SF-36 estimated scores (Nelson, Wasson, Johnson, 
& Hays, 1996).

• Duke Health Profile. A self-report survey evaluates functioning domains such as physical health; mental
health; social health; general health; perceived health; self-esteem; and dysfunction domains of anxiety, 
depression, anxiety-depression, pain, disability (Parkerson, Broadhead, & Tse, 1990).

• Kidney Disease Quality of Life. Self-report survey measures all SF-36 domains (physical functioning, role
limitations—physical, bodily pain, general health, vitality, social functioning, role limitations—emotional, 
mental health) plus symptoms/problems, effects of kidney disease on daily life, burden of kidney disease,
cognitive function, work status, sexual function, quality of social interaction, and sleep (Hays, Kallich, Mapes,
Coons, & Carter, 1994).

• Life Satisfaction Index—Adolescents (LSI-A). A life satisfaction measure for adolescents with long-term
and progressive neurological disabilities. The instrument and supporting published scientific literature about
the conceptual basis and psychometric properties are available at http://www.utoronto.ca/qol; select the 
publication button to order the assessment.  

• Life Satisfaction Index—Parents (LSI-P). A life satisfaction measure for parents of adolescents with long-
term and progressive neurological disabilities. The instrument and supporting published scientific literature
about the conceptual basis and psychometric properties are available at http://www.utoronto.ca/qolt; select
the publication button to order the assessment.

• Quality of Life Assessment Instruments Database (QOLID). The QOLID database is a collaborative effort
of several international organizations interested in patient reported outcomes. Available at
http://www.qolid.org.

• Quality of Life Measure for Children with Developmental Disabilities: Parental Perspective. This holistic
measure of quality of life is based on a rigorously developed conceptual model. The instrument is designed
for children aged 3 to 12 years who live with a wide spectrum of developmental disabilities and delays and
who may also have physical disabilities. It measures quality of life on three dimensions from the perspective
of the child’s parent. Supporting published scientific literature on theoretical underpinnings and psychometric
properties is available. To obtain this instrument and supporting materials, visit http:www.utoronto.ca/qol; 
select the publication button to order the assessment.

• Quality of Life Profiles (for Several Groups and Populations, Including a Generic Version). This family of
instruments is based on the Centre for Health Promotion Model of Quality of Life. All instruments measure
quality of life from a holistic perspective, and all have supporting manuals or published scientific literature. 
Instruments are available for the following groups and populations: adults living with developmental disabili-
ties, adults living with physical disabilities, adults living with schizophrenia, older adults (long, short, and brief
versions), generic adult version for general population, and adolescents. To obtain these instruments and 
supporting materials, visit http://www.utoronto.ca/qol; select the publication button to order the assessment.

• SF-36, SF-12 (Both With Online Versions), and SF-8. Generic self-report survey measuring domains of
physical functioning, role limitations—physical, bodily pain, general health, vitality, social functioning, role 
limitations—emotional, mental health. Available at http://www.sf-36.org/. (Author’s note: Not necessarily
client-centered but is often used as the “gold standard” in medical research. To be used with that in mind.)

• WHOGOL-100 and the WHOQOL-BREF. Although there are generally satisfactory ways of measuring the 
frequency and severity of diseases, this is not the case when measuring wellbeing and quality of life. WHO, with
the aid of 15 collaborating centers around the world, has therefore developed two instruments for measuring
quality of life—the WHOQOL-100 and the WHOQOL-BREF. These can be used in a variety of cultural settings
while allowing the results from different populations and countries to be compared. These instruments have
many uses, including in medical practice, research, audit, and in policymaking. Available at http://www.who.int/
mental_health/who_qol_field_trial_1995.pdf and http://www.who.int/mental_health/media/en/76.pdf.
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life fully. Two of the narratives from this research 

are representative of themes that described QOL as an

outcome of health professional end-of-life interven-

tions. One participant commented on how rewarding it

was when making a difference in the patients’ QOL.

This participant also commented that people often dis-

tance the end of life from the rest of the person’s life

continuum. Their observation was that there may be an

artificial barrier due to people’s discomfort with the

process of death. However, the person who is in the

process of dying, yet still participating in activities 

that enrich QOL, does not see this artificial demarca-

tion in the life cycle. Another participant commented

on the sense of fulfillment gained from assisting the

family with enhancing their QOL (Pizzi, 2004). Occu-

pational therapists and occupational therapy assistants

can assist clients and caregivers in diminishing suffer-

ing and thus optimize QOL through fostering occupa-

tional participation. 

An “open systems” model of care (Sulmasy, 2002)

examines the interrelationships between the person’s

spiritual and biopsychosocial state. Either state of being

can influence the other, and the “composite state” of how

one is being physically, psychologically, interpersonally,

and spiritually is the construct called “quality of life.”

Sulmasy (2002) believes that researchers should pay

more attention to the importance of the relationship

between the health professional and the client as a pos-

sible “context” for the patient to work out and express

spiritual concerns and struggles. An example of this is

the story of a patient who continued chemotherapy

despite not wanting it because he enjoyed the “com-

pany” of his oncologist and feared the relationship

would dissipate should chemotherapy treatments stop

(Remen, 1999). Sulmasy (2002) also discusses research

needs in QOL and its intimate integration with spiritual-

ity in general and with the professional’s own spiritual-

ity specifically. He encourages health professionals to

explore the possible impact of spiritual wellbeing and

QOL on persons who are dying. In particular, he empha-

sizes spiritual wellbeing during the bereavement process

and QOL for the survivors. To prevent caregiver burnout

and to carry on the difficult but meaningful and spiritu-

ally satisfying work of supporting the dying person in

life role transitions, professionals can facilitate a good

death and assist the dying and their caregivers in finding

meaning at the end of life and, thus, experience a QOL. 

Frankl (2000) states that there are three factors that

focus on meaning fulfillment: 

• Doing a deed or creating a work 

• Experiencing something or encountering someone

(e.g., work and falling in love)

• Facing a fate that cannot be changed

He believes that humans must change themselves.

No matter what unfolds in one’s life, no matter the cir-

cumstance, life event, or activity, in order to create a

meaningful existence, Frankl says it is the “will to

meaning” that helps one through daily life. Through

occupational engagement, all these areas of meaning

fulfillment can be achieved, thus making meaning, or

better yet, facilitating the creation of meaning by

empowering one to be participatory. Participation in

old age or at the end of life does not necessarily have to

mean active physical engagement in occupation for one

to experience QOL. It could also mean passive engage-

ment if bed-bound or feeling spiritually connected to

occupation that can be facilitated by an occupational

therapy practitioner.

Pizzi (1984, 1993), Pizzi and Chromiak (2001), and

Pizzi and Briggs (2004) offer many case examples of

the creation of meaning and themes of care from both

an occupational therapy and occupational science per-

spective, including meaning and QOL. Developing a

sense of closure or resolution may help clients discover

meaning and identity and hence an improved QOL at a

time when his or her connection to the world seems to

be slipping away. In these cases, patients report being

at peace or even sometimes exhilarated as they experi-

ence life and others anew.

Pizzi and Chromiak (2001) cite a geriatric and a

pediatric case example whereby the occupational ther-

apy process unfolded through the discovery of things

meaningful and spiritually important to each of the

clients. Careful assessment of each person’s life

through ongoing occupational history-taking revealed

the essence of each person. From there, interventions

involved the making of products as well as being pre-

sent with each client, which was as important as the

doing process. With the older adult, named Sara, who

was referred to occupational therapy because she

would not complete her activities of daily living

(ADLs), the meaning of occupational engagement and

disengagement was much deeper and more expansive

than imagined by any of the health professionals with

whom she worked. It was in her cake baking that tran-

scendence was finally achieved, giving much meaning

to her and those caring for her. “From Sara, the thera-

pist and others learned some important lessons about

the power of occupation and how the mind and body, in

concert with a loving environment, can work wonder-

ful miracles, for both patient and professional” (Pizzi &

Chromiak, 2001, p. 267). 

In Bryan’s case, a child with HIV/AIDS, the authors

discussed the QOL and dignity that the therapy process

preserved for him. In both cases, the therapeutic

process was framed from a perspective that stressed

QOL and dignity.
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There is an increased likelihood that people will

experience pathological aging secondary to increasing

longevity. This will increase the psychosocial needs of

older people near the end of their lives and pose chal-

lenges to loved ones and professional caregivers. This

will also dramatically impact the QOL of the client and

their caregivers (Schultz & Heckhausen, 1996). “The

possibility that people will achieve a ’good death’ will

be significantly enhanced to the degree that we attend

to the psychosocial needs of their end-of-life care and

decisions” (Werth, 2002, p. 200). 

Sarvimäki and Stenbock-Hult’s (2000) research

described QOL in old age as a sense of wellbeing,

meaning, and value. A model of QOL was presented

and analyzed using 300 participants aged 75 or older

living in a community in Finland. They concluded that

wellbeing was high in terms of being satisfied with

one’s living area, economic situation, and health. A

Sense of Coherence test measuring meaning viewed

participants as having a meaningful, intelligible, and

manageable life, and participants also seemed to have a

strong sense of value and self-worth. Preliminary sig-

nificance was given to the model used. The researchers

acknowledge that a more subjective client-centered

study using the perceptions of older people about their

own QOL could be valuable. 

Lawton (1991) also cites the need for more subjec-

tive perspectives when exploring QOL. His conceptual

model relates to QOL and older people. It consists of

four major areas: perceived QOL, psychological well-

being, behavioral competence, and objective environ-

ment (Lawton, 1991). He states that QOL is influenced

by and needs evaluation from both objective and 

subjective perspectives. Arnold (1991) believes that

there are many factors that influence QOL for the

elderly and that QOL is an abstract concept that needs

more specific measurement rather than simply approx-

imating an understanding of the concept. 

For occupational therapists and occupational ther-

apy assistants working with the elderly and for those

clients and caregivers involved with end-of-life issues,

QOL is a very important outcome. This outcome can

best be realized through interventions that are holistic

in scope and that enhance the health and wellbeing of

those at the end of life and their caregivers. 

Conclusion

Definitions of QOL vary and are often contextually

dependent. QOL, as defined by the AOTA’s Framework,
is an important possible outcome of occupational therapy

health promotion approaches. When client-centered prac-

tice explores strategies to optimize participation with life

and living, the result will be enhanced client health and

wellbeing. The outcome of that participation, then, is an

increased QOL for the individual, no matter their age or

cultural, social, or medical situation (Raphael, Brown,

Renwick, & Rootman, 1994). It is the responsibility of

occupational therapists and occupational therapy assis-

tants to ensure their interventions address health and

medical conditions and include strategies that empower

and foster community and social participation in all

spheres of life, including spirituality where indicated by

the client. QOL is optimized through evidence-based,

client-centered, and occupation-centered focus. It is the

responsibility of occupational therapy assistants and

occupational therapists to be aware of QOL models, such

as those described in this chapter, and to regularly review

the literature for models and research that inform practice

to promote QOL. 

◗ For Discussion and Review

1. What makes your life good? What makes your life

not so good?

2. What do you think makes life good (and not so

good) for persons with a chronic disability? How

would you go about determining what contributes

to and detracts from their QOL?

3. How does engaging in occupation contribute to

your own QOL? How does engagement in certain

occupations detract from your QOL?

4. If you were at the end of life, what would contribute

to fostering optimal QOL so that you could experi-

ence a good death?

5. What specific instruments can occupational thera-

pists adapt that measure QOL from an occupation-

based perspective?

6. How does the profession of occupational therapy

operationalize the concept of QOL to determine the

extent to which individuals, communities, and 

populations experience a good (or poor) QOL?

◗ Research Questions

1. How do people at the end of life or who are older

community dwellers define QOL for themselves?

2. What is the nature of the relationship between 

experienced QOL and the engagement in occupation

that is meaningful to the individual? 

3. What is the nature of the relationship between

health-related QOL and holistic quality of life for

individuals? (For example, positively or negatively

correlated? Strength or magnitude of correlation?)

4. From their own perspectives, what do people living

with disabilities say about the connections between

their health, function, and QOL? 
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5. How do disasters affect occupational participation

and impact QOL for children?
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135

Occupational Justice
Melba J. Arnold and Debra Rybski

Injustice anywhere is a threat to justice everywhere.

—Dr. Martin Luther King, April 16, 1963

Learning Object ives

This chapter is designed to enable the reader to:

• Describe concepts of social justice, social 
injustice, and social group identity development
and membership.

• Identify and define elements of oppression and
explain how oppression influences social identity
and its contribution to social injustice.

• Discuss concepts of occupational justice and how
the interrelation between social injustice and
oppression can predispose certain social groups
to occupational injustice.

• Identify and define various forms of occupational
injustice and apply these premises to situational
examples.

• Describe how occupational justice can be incor-
porated in the promotion of health and wellbeing.

Key Terms

Classism
Commutative justice
Distributive justice
Injustice
Internalized oppression
Occupational alienation 

Occupational 
deprivation

Occupational imbalance
Occupational injustice
Occupational justice

Occupational 
marginalization 

Oppression
Participation  
Participation restriction
Preventive occupation

Racism
Sexism
Social group identity
Social injustice
Social justice

Introduction 

From the very beginning of the profession, occupational

therapy practitioners have been concerned with justice

and the wellbeing of clients. For over a decade, and

through contributions of occupational therapists and

occupational scientists, the profession has increased its

focus on justice and its relationship to practice and occu-

pational wellbeing. Through patient advocacy, occupa-

tional therapy has focused on the promotion of ethical

and moral issues related to equal access to care for all

clients, regardless of condition, illness, or station in life.

Because occupational therapy concerns itself with the

occupational nature of human existence, practitioners

advocate for their client by addressing both the medical

and nonmedical aspects of the individual’s needs.

Although clients may present with clinical or medical

conditions, occupational therapy practitioners are con-

cerned with how these conditions impact their clients’

ability to continue to equally participate in society and

fulfill their occupational needs. Wilcock and Townsend

(2000) provide a clear distinction between social justice

and occupational justice by viewing the former as

addressing social relations and conditions of life, while

the latter deals with what people do in their relationships

and conditions for living. 

This chapter provides an overview of basic informa-

tion that addresses the need for practitioners to further

clarify the relationship between social justice and occu-

pational justice, and the implications for practice. By

developing a better understanding of the terminology

and the relationship between social justice and occupa-

tional justice, occupational therapy assistants and occu-

pational therapists can be more effective in dealing

with the challenges resulting from social changes that

affect human engagement in daily occupations, deter-

mine quality of life, and affect delivery of services to

clients. 
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In order to understand the relationship between the

terms social justice and occupational justice, it is

important to think of social justice in both a national

and international context. It is becoming exceedingly

more complex to find any firm basis for a common def-

inition of social justice across the world. Actions and

behaviors that may be just in the United States might be

considered unjust beyond U.S. borders. Often, deci-

sions about social justice are based on a nation’s or

community's perceptions of power, influence, the allo-

cation of limited resources, and cultural factors. Thus,

it is critical to consider a multifaceted view of social

justice, including how various theorists define and

describe it, and to exemplify the need for a greater

focus on occupational justice throughout the United

States and the world. 

Social Justice

The origin and use of the term social justice can be

traced back to around 1845, but it is unknown who first

coined it. However, documentation reveals that the

term originated in print as early as the mid-1800s,

when it was used by a Jesuit who was considered to be

a political writer of that time (Shields, 1941). Accord-

ing to Shields (1941), because the term was recog-

nized as having “acceptable meaning,” it became more

widely used among different groups in the United

States and in parts of Europe. Various literature sources

agree that the notion of justice has been debated as far

back as the days of Socrates, Plato, and Aristotle

(384–322 BC).  

A literature search revealed a prevailing Judeo-

Christian, philosophical, and political interconnection

that contributes to the evolution of a generally recog-

nized definition of social justice in modern society. 

An early definition recognized social justice as “a cer-

tain equality in society; the equality of justice, by

which everyone in society gets his due from everyone

else” (Shields, 1916). Current definitions reflect a 

similar perspective. For example, U.S. Catholic 

Bishops outlined three elements to further describe 

justice—commutative justice, distributive justice, and

social justice (U.S. Catholic Bishops, 1999). The bish-

ops agreed on these elements because they believed no

single principle could govern the many possible situa-

tions society might encounter. These terms are defined

as follows:

• Commutative justice is the fundamental fairness

in agreements and relationships between individu-

als and social groups. 

• Distributive justice is the allocation of income,

wealth, and power in society evaluated in light of

its effect on persons whose basic material needs

are not met.

• Social justice means that people have a right to be

active, productive participants in society and that

society should not hinder the ability of an individ-

ual to develop their full range of social, economic,

and political participation. There is a reciprocal

duty between the individual and society. 

In a more comprehensive and modern approach,

Wilcock and Townsend (2000) explain social justice as

an experience that involves a society that is “governed

justly, ethically, morally, with civil principles of fair-

ness, [and that] promotes empowerment, provides

equitable access to resources, and promotes the sharing

of rights and responsibilities” (p. 84). In other words,

how humans relate to each other must be the funda-

mental core of social justice. A social justice perspec-

tive becomes important to egalitarian societies, because

it “draws attention to the ways in which we treat each

other and the distribution of material wealth and the 

opportunities which accompany that wealth” (Wilcock

& Townsend, 2000, p. 84). 

Noted philosopher and social contract theorist John

Rawls (2000) is known for his theoretical work on

social justice. Rawls theorizes that a just system exists

when there is fairness in exchange and when individual

needs and potential of all who are involved are consid-

ered and treated equally in terms of distribution of

resources, including civil, political, and reproductive

rights, responsibilities, and opportunities. He suggests

that social justice occurs when every person is treated

with respect and moral equality and when the lowest

member in society is afforded the same parity and fair-

ness as all others (Rawls, 2000). 

Goal of Social Justice
During the early 1900s, Italian writer. Loria saw the goal

of social justice as “an order in which the prosperous and

peaceable development of all will be possible” (Shields,

1941). The goal of social justice is viewed very much the

same today. Adams, Bell, and Griffin (1997) consider

the goal of social justice to be “full and equal participa-

tion of all groups in a society that is mutually shaped to

meet their needs” (p. 3). To achieve such a goal will

require individuals to engage in a participative and col-

laborative democratic process that is absent of domina-

tion and oppression (Gil, 1998). The concept of social

justice embraces basic values that include the equal

worth of all individuals, their right to have basic needs

met, and their equal right to opportunities. 

Given this philosophical primer on social justice one

can then ask, “What is the connection between social jus-

tice and occupational therapy?” Inherent in the services
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provided by occupational therapy practitioners, social

justice concerns must be addressed for every client. To

provide quality care from a social justice perspective, it

is routine to consider distinctions between clients based

on age, gender, culture, ethnicity, social class, race, sex-

ual orientation, or disability. However, also included in

these criteria are a final determination of “relative depri-

vation” and a baseline of what qualifies as a “minimally

acceptable level” of resources. Historically, occupa-

tional therapy has been in the forefront addressing

issues of social justice and quality of life in order to

empower clients. Emphasis on social justice is evident

in the early work of Adolph Meyer and other pioneers

in the occupational therapy field who provided care to

institutionalized individuals who might otherwise have

had little or no attention to their needs (Meyer, 1977).

Social Injustice

Social injustice cannot be discussed without addressing

the role and impact of oppression. Since the core of 

social justice involves equal participation in society by

all individuals to the extent of resources and situations,

it is easy to conclude that social injustice is fortified by

rules, regulations, policies, and other forms of guidance

that encourage an unjust, or inequitable, disadvantage

for some while greatly empowering others. The more a

society strives toward the promotion of social justice,

the more it is driven to understand and address the

social complexities that may create inequality, differ-

ence, oppression, domination, and exploitation. Gil

(1998) defines social injustice as “coercively estab-

lished and maintained inequalities, discrimination, and

dehumanizing, development-inhibiting conditions of

living . . . imposed by dominant social groups, classes,

and peoples upon dominated and exploited groups,

classes and peoples” (p. 10). Current-day examples

supporting Gil’s definition include health-care inequal-

ity; discrimination based on race, age, religion, ethnic-

ity, gender, or sexual orientation; homelessness;

poverty; inadequate education; and others. 

Oppression
Gil (1998) distinguishes between oppression and injus-

tice; he defines oppression as human relations involv-

ing domination and exploitation. Whereas injustice
involves coercive behavior designed to establish and

maintain inequalities, discrimination, and dehumaniz-

ing situations for others. Oppression plays a major role

in social injustice. 

Gil (1998) describes five institutions of social life

believed to shape the circumstances of living and the rel-

ative power of individuals, social groups, and classes: 

(1) stewardship; (2) organization of work and production;

(3) exchange of products of human work; (4) governance

and legal status or authorization; and (5) biological repro-

duction, socialization, and social control. Gil’s model

not only encompasses the quality of human relationships

among individuals, groups, and classes, but also the

overall quality of life, whether the origin is due to rela-

tionships or economic conditions. There are other life

dimensions that may be a part of oppression (e.g., psy-

chological, social, and cultural); however, Gil (1998)

believes that these five institutions are central to shaping

social life in general and that the absence of these is

likely to lead to oppression. Gil concludes that an

oppressive society exists when people are not considered

and treated as equals and therefore do not have equal

rights and responsibilities concerning the key institutions

of life.

Adams and colleagues (1997) offer six identifying

elements of oppression. Oppression is pervasive;

restrictive; hierarchical; it involves complex, multiple,

crosscutting relationships; it is internalized; and it is

based on “isms”—shared and distinctive characteris-

tics. The pervasive nature of social inequality can be

seen in social institutions and in individuals. Typically

oppression is more likely to be all-encompassing and

includes other elements such as bigotry, discrimina-

tion, prejudice, and personal bias. While use of the

terms oppression or social injustice relative to how

health care is administered to the elderly or individu-

als living below poverty may seem overly dramatic,

these groups often face severe health-care needs and

have more limits placed on their insurance and med-

ication coverage compared to other age groups that are

gainfully employed with better health-care coverage

(Cummings, 2003). Oppression is restrictive in that it

can limit self-development; for example, poor children

are less likely to have the experiences, role models,

and resources that might lead them to imagine them-

selves achieving high goals, such as becoming profes-

sionals or leaders in their country (Adams et al., 1997;

Finn & Jacobson, 2003). 

In the case of oppression, a hierarchical relationship

exists when dominant groups gain a disproportionate

benefit from their privileged status, as seen in the rela-

tionship between white people and people of color. In

U.S. society, whites generally enjoy more positions of

power and influence than other racial groups. They

earn more money, hold the majority of influential posi-

tions, and make decisions about the control of hospi-

tals, banks, lending institutions, major businesses,

transportation, housing, and U.S. agriculture (Adams 

et al., 1997). 

Power and privilege become far more complicated in

situations where individuals have complex, multiple,
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crosscutting group memberships (Adams et al., 1997).

The result is a continuation of hierarchical and internal-

ized relationships that can make it difficult to determine

“who is on first.” For example, consider men of color

who may enjoy economic opportunity not available to

most women. Conversely, these same individuals may

face limitations not endured by white coworkers, male

or female. Despite their economic and professional sta-

tus, there is greater likelihood of males of color being

stopped by police while driving an upscale vehicle or

having difficulty hailing a taxi than their white male

counterpart (Cose, 1993; Dill & Zinn, 1990; Feagin &

Sikes, 1994, all cited in Adams et al., 1997). 

The element of internalized oppression refers to

the manner in which an individual psychologically

absorbs his or her role as the oppressed (Fannon, 1968;

Freire, 1990; Miller, 1976, all cited in Adams et al.,

1997). This form of internalization can actually impact

both the oppressed and the oppressor. For example,

members of minority racial, religious, or sexual orien-

tation groups may internalize feelings of being

oppressed and ultimately become their own oppressor.

Paulo Freire (1970) described internalized oppression

as a dual experience that occurs inside the conscious-

ness of the oppressed. It is as if the oppressive state can

ultimately consume the individual to a point of self-

hatred and self-destruction and can give them a sense

of no escape from their situation. 

Social Identity and Oppression

Social identity plays a critical role in developing an

understanding of oppression. An understanding of essen-

tial identity develops from birth and from that moment is

shaped over time by the values and attitudes prevalent in

the individual’s context. Because identity describes who

humans are, there is a strong urge to protect beliefs, val-

ues, social group affiliations, and memberships that help

create a sense of self. A social group identity can be

defined as a sense of collective similarity based on one’s

perception that there is a common heritage within a par-

ticular group (Bettencourt & Hume, 1999). Throughout

years of development, the vast majority of people

develop this within the original social group in which

they are born. Humans have a tendency to strive to main-

tain their identity by remaining within the context of

their own group. When humans move outside the bound-

aries of their social group, their identity begins to trans-

form. The more individuals learn about groups outside

of their own, the more likely they will feel less threat-

ened by that group’s presence.

It is very important to note that oppression cannot be

understood only in terms of the individual, for people

are privileged or oppressed on the basis of social group

status. One of the privileges of dominant social group

status is the simple luxury of having a self-image of 

individuality that is unique to that person. For example,

a white man is rarely defined by his whiteness or male-

ness, regardless of his public endeavors. If he does

well, he is likely to be acknowledged as a highly com-

petent or qualified individual. By the same token, if he

does poorly, the blame is attributed to him alone. The

opposite is the case for subordinate group members.

Under similar circumstances, the subordinate individ-

ual is considered an exception when successful but is

likely to be viewed as representative of the entire social

group if the person fails (Adams et al., 1997).

Paulo Freire (1970) believed that oppressive forces

are not part of the natural order of things; instead, he

concluded that they are the result of historical and

socially constructed forces that can be changed. An

example of this can be seen in the belief that oppression

is manifested through the use of “isms” that are devel-

oped and sustained over time (e.g., racism, classism,

heterosexism, anti-Semitism, sexism, and ableism) and

are connected to other dimensions of oppressive expe-

riences (Adams et al., 1997; Bishop, 2002; Latting,

1990). Figure 8-1 illustrates the common social iden-

tity categories in which humans are likely to be

grouped. Based on the oppressive nature of the human

experience, each social identity group evolves into a

form of “ism.” For each social identity group and each

form of oppression, there is a target and an agent group.

For example, Native Americans, African Americans,

Latino Americans, or other individuals of color are

most likely to experience racism and are considered to

be the “target,” or subordinate, disenfranchised group,

while Caucasians are typically considered to be the

“agent,” or dominant, privileged group. 

Understanding the various forms of “isms” inherent

in oppression is important, as they contribute to the

development of social identity. There are two principles

that are important to understanding the impact of racism:

1. As a form of oppression, racism has a negative

effect on the dominant group and the subordinate

group. By using racism as a form of power, the

subordinate group is stigmatized and violated,

while the dominant group is encumbered with

psychic and ethical cruelty. 

2. There is an overt and covert level to racism in

that there are conscious and unconscious forms

of discriminating and prejudicial behavior that

pervasively embrace the cultural norms of the

dominant group (Adams et al., 1997). 

The civil rights movement of the 1950s and 1960s

in the United States was the catalyst for a growth in

the understanding of racism. Racism can be defined
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as prejudice, discrimination, or oppression against

another individual based on physical differences such

as skin color or other features. According to the doc-

umentary Race: The Power of an Illusion (Adelman,

2003), race is a modern idea, in that ancient societies

did not divide people by physical differences but by

religion, status, class, or language. 

Classism refers to the hierarchical nature of oppres-

sion based on economics. It evolved out of the 1960s

and 1970s as an explanation of the structural factors

that maintain oppressive, exploitative, economic, and

social relations. When reference is made to the “upper”

or “elite” class, it means individuals with power and

status. The opposite is true when people are identified

as “lower” class, meaning individuals without power or

people who are poor. Understanding classism reveals

how power, over time, can transform domination into

practices that are taken as the natural order of the rela-

tionship between the oppressor and the oppressed. 

Sexism refers to the social structure of patriarchy

and how women internalize its existence. As a response

to sexism, the feminist movement uncovered how

women internalized the theory of patriarchy and

became collaborators in creating and perpetuating the

experience. Women ultimately challenged the tradi-

tional notions regarding human nature, sexuality, fam-

ily life, and gender roles and relations (Adams et al.,

1997). For over 150 years in the United States, women

have worked to deconstruct the unjust relationship

based on gender to gain their basic human rights and to

develop their own identity as equals and individuals. 

The oppressive nature of each “ism” is evident when

viewed alone (see Fig. 8-1). However, consider individ-

uals who are faced with multiple issues of “ism.” 

Today’s society is far from the clearly defined cultural

groups of the past. Interracial or intercultural marriages

and sexual orientation have had a major impact on how

the social structure has changed and what constitutes

social group membership. Although attitudes and

mind-sets have changed at varying social levels, the

pervasiveness of oppression of individuals based on

class, race, gender, and financial status still exists

(Adams et al., 1997). Imagine a homosexual individual

who is also African American, Mexican, Latino, or His-

panic, with a low income and a disability. Conceivably,

the degree of social injustice (oppression) experienced

by such a person would be far greater than if this per-

son was a white male or female with an elite status

(Adams, et al., 1997; Bishop, 2002; Johnson, 2001).

Individuals of multiple identities and diverse social

group memberships, along with the complexity of their

experiences resulting from oppression, will be the

greatest future challenge confronting social justice and

researchers in the field.  

Within each “ism” category, there is a clearly iden-

tifiable dominant group (i.e., oppressor) and a subordi-

nate group (i.e., oppressed). Social justice literature

refers to the dominant group as agents and the subordi-

nate group as targets (Adams et al., 1997). Typically,

agent members are privileged at birth or may acquire

their status through means of privilege. As a result of

their status, agent members knowingly or unknowingly
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Adapted from. Teaching for diversity and social justice by M. Adams, L. A. Bell, & P. Griffin, 1997, New York: Routledge.
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exploit the target members. When this happens, social

oppression exists. Target members are disenfranchised,

victimized, stigmatized, exploited, restricted, and viewed

as expendable by members of the agent group. Adams

and colleagues (1997) propose that social oppression 

exists if the following are true: Normalcy and correctness

is determined by the agent member; unequal and differ-

ential treatment is systematic and institutionalized; the

target members internalize their oppressed condition; and

the target member’s cultural practices are disregarded,

eliminated, imposed on, or replaced by those held by the

dominant group. 

The dynamics of oppression can be found in individ-

uals, institutions, and societal systems. Individuals cre-

ate oppressive experiences by bringing their attitudes,

beliefs, values, and behavior into situations, whether

consciously or unconsciously. This can be seen in cases

involving hate crimes or use of racial or religious slurs.

Structural oppression may exist in government agen-

cies, educational systems, and business, as manifested

by the unusually high rate of imprisonment for people

classed as minorities or low income or for individuals

with mental illness. It is also manifested in the high rate

of poverty and disenfranchised, the continuing imbal-

ance in educational opportunities, and the existence 

of unfair housing and employment (Adams et al., 1997;

Finn, 2003; Gil, 1998; National Alliance on Mental 

Illness, 2006; Thibeault, 2006). 

Socioeconomical 
and Political Issues

Effects of oppression on social justice can be seen nation-

ally and globally. Examples of social injustice throughout

the world appear in newspapers, news magazines, and 

on the radio and television. Stories and data abound about

the exploitation and unfair treatment of persons, typically

the very young and very old, the poverty-stricken or 

those with low income, people with disabilities, or any

combination of these characteristics. A press release by

the Congressional Black Caucus (Cummings, 2004)

reported economic data from the U.S. Census Bureau

(USCB). The report stated that in 2003, the poverty rate

for African Americans rose by 24%, bringing the ranks of

poverty-stricken African Americans to 9 million. For 

Hispanic Americans, the poverty rate climbed by 22%,

placing 9 million Hispanic Americans below the poverty

line. For children in the United States, 12.9 million were

living in conditions equal to that of a destitute third-world

country. In 2003, the number of Hispanic Americans

without health insurance rose to 13.2 million, an increase

of 1.4 million since 2000. For the same year, 7.3 million

African Americans were without health insurance, an 

increase of almost 600,000 since 2000. During the fourth

quarter of 2008, the overall national unemployment 

rate was 6.9%. The unemployment rate for whites was

6.3%, for African Americans 11.5%, and for Hispanic

Americans 8.9% (U.S. Department of Labor, 2009).

These data indicate that the conditions of poverty and the

ability to afford health insurance are inevitably linked. 

Health Disparities

The health disparities between African Americans and

other racial groups are striking and apparent in life 

expectancy, infant mortality, and other measures of

health status. Factors contributing to poor health out-

comes among African Americans include discrimina-

tion, cultural barriers, and lack of access to health care

(U.S. Census Bureau, 2000a).  According to a report

published in 2001 by the U.S. Department of Health

and Human Services (USDHHS), the average health-

related life expectancy at birth for African American

males is 68.3 years, compared with 74.8 years for white

males, and 75 years for African American females ver-

sus 80 years for white females. The report cited the

incidence of diabetes for African Americans, a leading

cause of death among this group, was twice the rate

than that of white Americans. Infant mortality rates 

are reportedly twice as high for African Americans as

Caucasians, at 14.6 and 5.8, respectively (Lukacs &

Schoendorf, 2004; USDHHS, 2001). 

A 2004 report from the Intercultural Cancer Council

(ICC) stated that up to 80 percent of elderly women

with newly diagnosed invasive cervical cancer have not

had a Pap test in excess of 5 years. Older Hispanic

women continue to be less likely to be screened for

cancer until the later stages of the disease. Forty per-

cent of elderly Mexican American women report never

having had a mammogram. The ICC further reports

that the elderly, especially among ethnic groups, get

substandard care and generally have poorer mortality

outcomes compared to white or more affluent patients.

Within the Native American population, male elders

have a greater chance of dying from malignant tumors

as compared to their white or black counterparts. 

Access is considered to be the primary indicator for

the lack of health care for the elderly, particularly

among ethnic groups. Lack of health insurance cover-

age, limited Medicare coverage, and political and socio-

cultural barriers are credited as the primary factors that

limit health care for the elderly. Generally, racial and

ethnic elderly minorities covered by Medicare suffer

from more illnesses and are more apt to live in poverty

(ICC, 2004). According to the ICC, elderly patients

have expressed a physical and emotional distance from

health-care systems that ultimately lead to a delay and
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avoidance in receiving the necessary preventive ser-

vices, and this eventually leads to mortality. 

An International Perspective

In addressing social injustice and oppression from a

global perspective, in their 1998 conference in Rome,

Catholic Bishops decreed to do whatever could be

done to change international attitudes and behavior

toward Africa, which is considered to be the epitome 

of marginalization. With 30 of the world’s poorest

countries, Africa houses two-thirds of the world’s

refugees. Throughout its history, Africa has been sub-

jected to both internal (from its own governments) and

external oppression. Throughout the world, there are

over 45 million refugees and displaced persons, 80%

of whom are women and children. These individuals

often dwell in the poorest of countries (e.g., Eastern

European countries such as Romania, the Czech

Republic, Bosnia, Serbia, etc.) with no relief in sight

and a growing sense of hopelessness and despair for 

life and culture (U.S. Catholic Bishops, 1999). Other

indigenous people, as seen with the “untouchables”

(Dalits or castes) in India, face an inescapable lifetime

of low-level hierarchy, poverty, social exclusion, and

isolation based on ancient principles of hereditary pol-

lution (meaning once born into this social station, one

cannot escape the generational cycle) and totally unre-

lated to any principles of race. In the hierarchical sys-

tem, the Brahmans are considered to be the purest and

the untouchables the most polluted. Dalits include

people whose occupation in life are considered to be

humiliating or unclean and involve tasks thought to

have a polluting nature, such as killing or disposing of

animals or working with their hides or coming into

contact with human waste. Once born into this social

caste, escaping the associated discrimination and

stigma is nearly impossible (U.S. Catholic Bishops,

1999; Moon, Omvedt, & Zelliot, 2001). 

Cases of modern-day slavery exist throughout the

world, even in places such as Paris, London, New York,

Los Angeles, and Zurich. According to Bales (1999),

“this is the new slavery which focuses on big profits

and cheap lives. It is not about owning slaves in the 

traditional sense of old slavery, but about controlling

them completely. People become completely dispos-

able tools for making money” (p. 4). Ruthless business

owners throughout the world are benefiting from the

work of modern-day slavery as reported in some sugar

factories in the Caribbean or in jewelry factories and

garment sweatshops in India. Workers are paid little, if

anything at all, to produce goods that are shipped glob-

ally and sold to make millions of dollars for the own-

ers. Although society will speak out against the perils

of modern-day slavery, it becomes a primary economic

process that keeps the cost of products low and brings

high returns on investments (Bales, 1999). 

In many ways, migrant workers in the United States

embody modern-day slavery.  Immigrants seeking to 

escape severely impoverished settlements arrive here

willing to work under any conditions to earn wages.

Employers of Mexican, Chinese, and other workers

benefit from this desperation by paying below minimum-

wage requirements while demanding that employees

work well in excess of 40 hours per week without over-

time pay. In some cases, as seen in garment factories in

New York that utilize Chinese workers, it is not uncom-

mon for employers to withhold earned wages or to

make claims of having a cash flow problem to postpone

payment (Goode & Maskovsky, 2001). 

Vulnerable Populations

Aday’s (2001) accounting of vulnerable populations

gives another perspective of social injustice. She writes

of how certain populations are targeted as vulnerable or

at risk for poor physical, psychological, or social

health. Aday concluded that the mental health and well-

being of low socioeconomic status groups tend to be

more adversely affected by stressful or negative events

than is the case for those with higher status. Certain

factors serve as predictors of populations at risk. It is

already known that social status, age, gender, race, and

ethnicity are significant features or predictors of vul-

nerable populations; individuals who fall into these

vulnerable categories are at a higher risk of health dis-

parity. Other additional contributing factors that have

served as predictors of populations at risk include

social capital (e.g., family structure, marital status,

social networks, etc.) and human capital (e.g., schools,

jobs, income, housing, etc.). Among these vulnerable

groups, African Americans, Hispanics, and Asians are

more likely to be in poor health than the majority of

Caucasians. Health areas of concern for vulnerable pop-

ulations include childbearing (e.g., low birth weight,

infant mortality, prenatal care, teen births, and maternal

mortality); chronic illness and disability (i.e., physical

and mental); and limitations in activities of daily living

and overall quality-of-life experiences. Two especially

vulnerable groups—the homeless and persons with 

disabilities—are discussed here.

Homeless
The United States is considered to be the world’s super-

power, with great resources, yet hundreds of thousands

of men, women, and children are classified as homeless

and live on the streets each day. Homelessness is 
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characterized by a lack of fixed, regular, and adequate

nighttime residence, or the nighttime residence is a 

public/private shelter or institution not designed for reg-

ular sleeping or living accommodations. It is projected

that by the year 2010, there will be 1.7 billion people in

the United States who will have been homeless at some

point in their lives. It is estimated that as many as

600,000 people reside in homeless shelters every night.

Reports show there are approximately only 250,000

shelter spaces available for the homeless. Racial distri-

bution of the homeless averages around 50% for African

Americans, 35% for Caucasians, 12% for Hispanics,

and 1% for Asians. Most disturbing is that at the

national level, 39% of the homeless are children. Con-

sider the impact this has on a child’s ability to acquire a

formal education when he or she has no permanent loca-

tion or learning environment. Equally distressing are 

the homeless statistics for U.S. veterans. Reportedly,

despite the fact that male veterans make up only 34% of

the general adult male population, they comprise 40%

of the homeless male population (USDHHS, 2003). 

Making a case for the social injustice and oppression

for the homeless is not difficult. Without medical

resources, insurance, Medicare, or Medicaid, the dispar-

ity in health increases significantly in terms of chronic

health problems, mental illness, and drug and alcohol

addictions. Eventually, individuals arrive at the emer-

gency room to be treated for a condition that would oth-

erwise be cared for on an outpatient basis through routine

health maintenance.

People With Disabilities
As mentioned earlier, stigma plays a major role in 

labeling target groups to justify the prejudice and dis-

crimination directed toward them. In the case of per-

sons with disabilities, those who acquire a disability

from defending the country or from working are con-

sidered to be more deserving of benefits from society

than individuals who sustained a disability from reck-

lessness or other forms of behavior considered to be 

irresponsible. Individuals with congenital or mental

disabilities experience a far greater degree of stigma as

compared to individuals who may have acquired a

physical disability in some other manner. Individuals

with congenital disabilities are more likely to be per-

ceived as being personally or morally responsible for

the cause or onset of their disability, as if they could

have prevented its onset (Smart, 2001). 

Prior to the Americans with Disabilities Act (ADA),

many individuals with disabilities were excluded from

most social experiences, such as attending school, attain-

ing employment, participating in recreational or leisure

experiences, and shopping. The ADA evolved as a fed-

eral legislation to prevent prejudice, discrimination, and

stigma (all of which are environmental limitations)

against people with physical and mental disabilities. An

able-bodied perspective of the ADA is that it shifts the

responsibility for the disability “issues” from the indi-

vidual to the U.S. population in general. Others believe

that, because people with disabilities may receive certain

privileges and opportunities, the ADA is a form of 

reverse discrimination that allows individuals to be

exempted from valid employment or educational oppor-

tunities while receiving monthly disability payments.

The ADA is predicated on the premise that the real issue

with disabilities is the result of the prejudice that stems

from the environment, and thus the U.S. Supreme Court

concluded that the prevention of disadvantages associ-

ated with disability should be the responsibility of all

(U.S. Department of Justice, 2005).

Smart (2001) offers three perspectives of justice 

relative to persons with disabilities. First, everyone

receives equal treatment but not equal outcome. Prior

to the ADA, individuals with a disability had the right

to purchase an airline ticket, but accessibility was a

problem. So, the opportunity was there, but the out-

come was different secondary to the disability. 

Second, everyone receives what he or she has earned,

be it reward, penalty, or bad luck. Such a Darwinian per-

spective is based on survival of the fittest. Guiding this

thought is the notion that it is a waste to provide assis-

tance or accommodations to individuals who are consid-

ered inferior (e.g., people with disabilities), because they

will not have the requisite abilities to utilize the assis-

tance or resources in an effective (productive) manner. 

Third, everyone gets what he or she needs despite

individual differences. This form of justice allows

for individual rights and opportunities and in doing

so benefits society as a whole. The complications

inherent in this perspective are in determining which

needs of a person with a disability are legitimate 

and which ones are not. This perspective is further

complicated in that many individuals in the United

States believe they should be “blind” to any differ-

ences (e.g., color, ethnicity, gender, disability). How-

ever, history has shown that every group can—and

have—claim to have a greater need for resources and

accommodations; therefore, deciding on who should

and should not receive consideration becomes very

difficult. Although a goal of “everybody gets what

he or she needs” is not 100% attainable, the benefits

to society of striving toward this goal would be

enhanced diversity and improved economic health.

In this scenario, individuals gain the opportunity to 

be independently responsible for contributing to the

growth of society. As complicated as this perspective

can be, it still most effectively aligns with the original

intent of the ADA. 
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Occupational Justice 
and Injustice

History of Occupational Justice
Occupational justice is a construct born out of the com-

plexity of the 21st century. It is in its infancy of develop-

ment and grew out of the call to promote “social justice

by enabling development of individuals’ occupational

potential” (Townsend, 1993, p. 176), the driving theme

in Elizabeth Townsend’s 1993 Muriel Driver lectureship

titled Occupational Therapy’s Social Vision (Townsend,

1993).  To raise the consciousness of the profession, she

brought to the forefront issues occupational therapists

face in striving to engage in client-centered practice.

Townsend addressed the challenges of occupational

therapists serving those individuals who not only enter

traditional professional doors, but also those who hover

outside in the shadows of hospitals, clinics, schools, and

communities who quite frequently experience barriers to

health-care services. Those most likely to be confronted

are alone in the community, in adult prisons and juvenile

justice centers, in Medicaid-reimbursed nursing homes,

in senior community centers, and in homeless and

domestic and child abuse centers. Out of this original

conceptual direction arose the partnering of ideas around

the concept of social justice in occupational therapy with

another leader in the international occupational therapy

arena, Ann Wilcock from Australia. At the time, Wilcock

was studying occupation from a public health perspec-

tive as well as the evolution and development of humans

as occupational beings and the human’s need for occu-

pation to establish and maintain health (Wilcock, 1993). 

Townsend and Wilcock first began using the term

occupational justice in 1997 after meeting and begin-

ning to explore together their ideas about justice and

occupation (Townsend & Wilcock, 2004a). It was in

their discussions of how an occupationally just world

could enhance the health of all its citizens that they

began to synthesize their ideas and explore what occu-

pational justice, and conversely what occupational

injustice, meant for occupational therapists and their

practice with individuals and populations. Wilcock first

wrote about the concept in An Occupational Perspec-
tive of Health (1998a). Here her ideas regarding the

profound impact of occupation on human health began

to converge into a concept that related to the occupa-

tional health and wellbeing of individuals. To explore

their ideas in more depth, these authors began investi-

gating the concept of occupational justice by reviewing

occupational science and occupational therapy, as well

as interdisciplinary literature on social justice, and they

began holding a series of conversations with therapists

at occupational justice workshops around the world.

This resulted in a conceptual definition in Wilcock and

Townsend’s 2000 “Occupational Terminology” article

in the Journal of Occupational Science. They initiated

the discussion by referring to occupational justice as

being “about recognizing and providing for the occupa-

tional needs of individuals and communities as part 

of a fair and empowering society” and that “occupa-

tional justice can be described as the equitable oppor-

tunity and resources to enable people’s engagement in

meaningful occupations” (Townsend & Wilcock,

2004b, p. 79). Out of these workshops also evolved the

ideas, reasoning, beliefs, and principles that began the 

exploratory theory of occupational justice (Townsend

& Wilcock, 2004a, 2004b). 

Exploratory Theory of Occupational Justice
Townsend and Wilcock are reserving the right to refrain

from delivering a definition of occupational justice, pre-

ferring to contemplate the concept as an exploratory 

theory (Townsend & Wilcock, 2004b). Discussions at the

workshops around the world between 1999 and 2002 led

to many contributions and the development of the possi-

ble defining features of, and linkages between, occupa-

tion and justice leading to the concept of occupational

justice. As a result of asking participants three key 

questions—What is occupation? What is justice? and

What is occupational justice?—some similar themes

became apparent. Emerging key concepts referred to

were enabling; equal distribution of the right and oppor-

tunities for occupations; choice in culturally and person-

ally meaningful occupations (Townsend & Wilcock,

2004b); and equal opportunities to live, work, and play in

safe and supportive environments. These were based on

defining concepts of participation outlined in the 2001

World Health Organization’s (WHO) International Clas-
sification of Functioning, Disability and Health (ICF).
Complementing the international workshops, Townsend 

and Wilcock (2004b) undertook an in-depth historical

and interdisciplinary literature review that supported the

direction and development of the exploratory theory of

occupational justice. 

Components of Occupational Justice
At the foundation of the exploratory theory of occupa-

tional justice emerged the ideas of equity, including

those of fairness, empowerment, and civility (Wilcock &

Townsend, 2000). Three interconnected pillars of knowl-

edge were built on these foundations: the concepts of 

occupation, enablement, and justice. Occupation is the

participation in one’s daily life activities. Enablement
suggests participatory and empowerment-oriented

approaches to lifestyle design and practice. Justice was 

defined by discussing the underlying determinants of jus-

tice and the socially determined forms of occupational
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wellbeing and social inclusion that vary given individual

differences and contexts (Townsend & Wilcock, 2004b). 

The exploratory theory of occupational justice pre-

sents ideas, beliefs, principles, and reasoning related to

the occupational nature of humans. Ideas introduced

included the following: people are occupational as well

as social beings; human occupational needs differ with

each person; and differing forms of enablement address

a variety of occupational needs, strengths, and poten-

tials. Beliefs and principles include: humans participate

in occupations as autonomous yet interdependent agents

in their societal context; health depends on participation

in health-building occupations; and empowerment

depends on enabling choice and control in occupational

participation. Reasoning that has evolved from the the-

ory includes recognition that occupation experiences and

environments are determined by economic, political,

cultural, and other determinants; media, caregiving, edu-

cation, and employment are examples of occupations

that shape and are shaped by other occupations; and

potential outcomes of occupational injustices are, for

example, occupational alienation or occupational mar-

ginalization (Townsend & Wilcock, 2004b). In under-

standing occupational justice, it is helpful to delineate its

distinguishing characteristics from those of social 

justice (Townsend & Wilcock, 2004a). 

Distinctions Between Occupational 
and Social Justice

In discussions and writings about the topic of occupa-

tional justice, Townsend and Wilcock have attempted

to illuminate the similarities and differences between

occupational and social justice (Townsend & Wilcock,

2004a, 2004b). This effort helped provide a context for

which occupational science and occupational therapy

can see potential study and application of occupational

justice. Some of the differences identified by the 

authors are highlighted in Table 8-1. These differences

point out the unique contributions of occupational jus-

tice to an individual’s engagement in occupation as a

vehicle to occupational identity, health, and wellbeing.

Agents That Impose Occupational
Injustice and Targets 
Who Are Predisposed to 
Occupational Injustice

Agent individuals, institutions, and policies that

impose occupational injustice on vulnerable individu-

als or groups are those that supersede the individual’s

power to make choices in their lives about what they

can and want to do. Institutions such as underfunded

state systems, residential congregate living settings, 

educational systems, and foster care systems can 

eliminate opportunities for individuals’ occupational

potential in the guise of safety, economic changes, and

guardianship. Business owners of sweatshops, for-

profit organizations providing health or social services,

owners who hire immigrant or migrant workers, and

multinational businesses may offer work that deprives

individuals of fair privileges and can be unhealthy. 

Occupational determinants, forms, and outcomes such

as poverty, limited access to health care, and unem-

ployment create situations where individuals can suffer

the consequences of occupational injustice and can be

considered agents of occupational injustice.

Occupational Injustice 
at Individual, Community, 
National, and International 
Levels

Occupational injustice scenarios were discussed inter-

nationally at the occupational justice workshops led by

Townsend and Wilcock. They believed that sometimes it

was easier to bring to participants’ awareness cases

where occupational injustice was observed, as opposed

to where occupational justice was embraced. Occupa-
tional injustice was described as individuals, groups,

communities, and nations experiencing a lack of mean-

ingful occupation for its members in their daily lives. At

most workshops, participants described cases of people

not being allowed to fully embrace their potential as

humans as occupational beings. These discussions have

been carried over to clinics, classrooms, and community

settings as participants have returned to their places of

employment to further explore these concepts. From 

the ongoing dialogue, Townsend and Wilcock (2004b)
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illuminated four different thematic descriptions of occu-

pational injustice: occupational alienation, occupational

deprivation, occupational marginalization, and occupa-

tional imbalance.

Occupational Alienation
“Occupational alienation may occur when one’s right to

experience occupation as meaningful and enriching is

lost” (Townsend & Wilcock, 2004b, p.80). Occupa-
tional alienation is associated with “prolonged experi-

ences of disconnectedness, isolation, emptiness, lack 

of a sense of identity, a limited or confined expression

or spirit, or a sense of meaningless” (Townsend &

Wilcock, 2004b, p. 80). Individuals or groups who 

might experience this injustice include those enslaved

(Kwong, 2001), native peoples (Aday, 2001), and con-

fined refugees (Schisler, Conor, & Polatajko, 2002), all

living or working great distances from home or loved

ones. In the United States, as a result of living on reser-

vations, Native Americans have missed opportunities

for school and work that were meaningful and respect-

ful of their culture. Consequently, they have suffered

high rates of substance abuse and unemployment (Aday,

2001). Also experiencing occupational alienation are

the migrant farmworkers who are illegal aliens from

Mexico and Central America (Zavella, 2001), and the

urban garment district workers who are illegal aliens

from China (Kwong, 2001). Both groups come to work

in the United States and frequently leave families and

support systems behind for long periods of time. They

work for very low wages and often more than 40 hours

per week. They suffer greatly and may experience occu-

pational alienation by engaging in work that is physi-

cally hard, menial, tedious, and at times dangerous to

the point of injury or illness (Loh & Richardson, 2004).

The injustice of this is even more severe when the work-

ers are children robbed of opportunities to expand their

occupational potential through school. 

All these individuals or groups are people who should

be able to have “occupational dreams” and a vision of the

future that would allow occupational development

through doing, being, believing, and becoming (CAOT

1999 campaign slogan adapted from Wilcock, [1998b]),

as described by Fearing and Clark (2000). However, as a

result of ongoing meaninglessness in the daily routines

and occupations of their lives, these individuals do not

reap the health-promoting benefits of occupational

engagement. Children are a particularly vulnerable group

to occupational injustice. Children raised in deprived

orphanage environments have missed the opportunity to

engage in meaningful developmental activities necessary

for important integrative experiences that facilitate brain

maturation (Kadlec & Cermack, 2002). In addition,

abused and neglected children are particularly at risk for

occupational alienation, as exposure numbs a child’s

interpersonal relations and affects regulation and self-

development. This prevents early childhood health 

co-occupations with caregiving adults and affects perfor-

mance in other important occupations of participation

such as school, family, and social activities (Whiting,

2001). 

One group of children particularly at risk for abuse

and neglect are those in the foster care system. This

group has been found to have significantly more health

and developmental problems than other children, par-

ticularly behavioral and emotional concerns. These are

possibly a result of underlying risk factors such as

abuse, chaotic family life, or interrupted attachment

(Hansen, Mawjee, Barton, Metcalf, & Joye, 2004). As

these children age, they become more at risk as they

approach the time when they need to transition out of

foster care. Results of Mech’s (1994) analysis of post-

placement outcomes of former foster children showed

high rates of high school dropout, difficulty finding a

place to live, and high public aid use known as cost-

to-community. These individuals frequently suffer the

effects of missing social supports, which puts them at

great risk for occupational alienation. 

Occupational Deprivation
“Occupational deprivation may occur when one’s occu-

pational rights to develop through participation in occu-

pations for health and social inclusion are limited”

(Townsend & Wilcock, 2004b, p. 80). Occupational 
deprivation is a term introduced by Wilcock (1998a)

and elaborated on by Whiteford (2000, 2010). It is 

described as “a state of prolonged preclusion from

engagement in occupations of necessity, and/or mean-

ing due to factors that stand outside the control of the

individual” (Whiteford, 2010, p. 305).

The individual or group does not have a choice or

control over decisions in their daily lives as a result of

external impositions that are beyond the realm of their

influence. Whiteford sees these particular injustices as a

global concern in such areas as incarceration, disability,

refugeeism, sex-role stereotyping, unsatisfactory condi-

tions of poverty, and geographic and social isolation. 

Whiteford (1997) explored the deprivation of

meaningful activities experienced during incarcera-

tion. Activities that were imposed or noncreative—

such as meeting with prison staff, exercising, watch-

ing television, and sleeping—composed most of their

day and were done mainly in social isolation. The tem-

poral aspect of their day was extremely slow. When

occupation-based activities were incorporated, the

inmates saw the benefits, including “satisfaction of

showing something they made to someone, letting out

frustration, gaining money, and keeping hands and
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mind on something positive” (p. 128). It was custom-

ary to withdraw activities from inmates as a form of

discipline. This exacerbated their long days of social

isolation. These reflections clearly demonstrate the

pain of inactivity throughout many of the inmates’

days and the struggles they experienced with the

meaninglessness of so much of their lives. 

Disability also can be a particularly depriving experi-

ence. In the United States, people with disabilities 

comprise 20% of the population. Currently, 42% of indi-

viduals in the United States over age 65 have one or

more disabilities (U.S. Census Bureau, 2000b). Trends

indicate these numbers will continue to rise as the popu-

lation ages. The ADA provided comprehensive civil

rights protections to individuals with disabilities in the

areas of employment, state and local government ser-

vices, public accommodations, transportation, and

telecommunications. Despite this landmark legislation,

individuals with disabilities continue to experience occu-

pational injustice through the inability to participate fully

in everyday activities of their choice. These individuals

continue to experience disparities in securing employ-

ment, with 70% being unemployed (U.S. Census Bureau,

2000b). Inaccessible transportation, public/private build-

ings and community facilities, and health care and social

services are examples of things that hinder individuals’

participation in all aspects of life. Fewer than 10% of

individuals who are disabled own their own home (U.S.

Census Bureau, 2000b), and those who want to live inde-

pendently have difficulty finding accessible housing and

are frequently forced into group living situations.

Children with disabilities comprise about 18% of

the population (Newacheck et al., 1998) and are also at

risk for missing the opportunity to fully participate in

their communities. Under the Individuals with Disabil-

ities Education Act (IDEA), 13% of school-age chil-

dren in 2002 qualified for special education services

(U.S. Department of Education, 2003). However, many

children, particularly those with mild to moderate or

invisible disabilities, may fail to be identified for 

special-needs services before entering school and may

therefore miss the opportunity for early intervention or

early childhood services. Disability impedes a child

from full participation in school and at home.

Poverty can also lead to occupational deprivation.

Poverty in the United States affects individuals in both

urban and rural environments and has a limiting impact

on the occupational engagement of people living in

these communities. Poverty creates many challenges

for families who raise children in the United States,

where the official poverty rate was 12.1%. For children

living below the poverty level, the rate was 16.7%, 

and for children under age 6, the rate was 18.5% of the

population. Among black or Hispanic people, the rate

of poverty was higher, with 24.1% and 21.8 %, respec-

tively (Proctor & Dalaker, 2003). In some urban 

Midwestern cities affected by the economic downturn,

poverty rates have increased (Proctor & Dalaker,

2003). These same communities have minority num-

bers that average over 60% of the population which is

another risk factor for occupational deprivation (Vision

for Children at Risk, 2003). Urban minority children

are more likely to be poor than nonminority children.

When poverty and disability converge, 28% of children

living in poverty are identified as disabled (Fujiura &

Yamaki, 2000), and those living in an urban commu-

nity are likely to also be a minority. 

This convergence may be ascribed to several risk fac-

tors. Children living in poverty often reside in housing

with lead exposure (Dugbatey, Evans, Lienhop, &

Stelzer, 1995), lack proper nutrition (Brown & Pollitt,

1996), and experience diminished positive family inter-

action due to maternal depression or parental substance

abuse (Cattell, 2001). They also experience barriers to

health-care access (Newacheck et al., 1998), childcare

(Phillips, Voran, Kisker, Howes, & Whitebook, 1994),

and social and educational services (Humphry, 1995).

These poverty-related factors are associated with devel-

opmental delay in young children aged 0 to 3 years

(Sonnander & Claesson, 1999) and in preschoolers

(McLoyd, 1998), and are associated with academic dif-

ficulties in school-age children (Aber, Benett, Conley, &

Li, 1997). These experiences deprive children of enrich-

ing occupational opportunities and limit full participa-

tion in daily living, such as going to school and playing

in safe communities. This contributes to a future risk for

occupational injustice when they become adults.

Poverty in rural areas poses equally devastating 

but different occupationally depriving conditions.

Marshall (2003) investigated the effect of poor water

quality due to chemical runoff from the coal indus-

try on the lives of rural families in southeastern Ken-

tucky. Many activities that involve using water—

including hygiene, cooking, and outdoor leisure

participation—were delayed or restricted. Damage

to household items and clothing created an addi-

tional hardship to daily living. Occupational injus-

tice, in the form of occupation deprivation, was

noted in this population, as the interaction of context

and occupation was explored. 

Occupational Marginalization
“Occupational marginalization may occur when the

right to benefit from fair privileges for diverse participa-

tion in occupations is deprived” (Townsend & Wilcock,

2004b, p. 80). When the right to exert individual or 
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population autonomy through choice in occupations

and the right to develop through participation in occu-

pations for health and social inclusion is abused, there is

occupational marginalization. This is less overt in the

influence it has over people’s participation in their 

communities. Occupational marginalization has been

described as the inability of humans to exert micro,

everyday choices and decision-making power as they

participate in occupations. It may operate invisibly

through governmental and societal policies and culture

for individuals and through what they choose to do for

their physical, emotional, and spiritual health (Townsend

& Wilcock, 2004b). It takes on a normative expectation

or standard in society for individuals to participate, as

opposed to an individual’s ability to participate as they

wish or desire. It makes individuals relinquish self-

determination and makes occupational therapists relin-

quish client-centered practice. Older adults in many 

urban impoverished communities live in fear of vio-

lence, and consequently, they feel trapped or held

hostage in their homes. This self-imposed isolation 

sets limits on what they can and wish to do and on 

their health and wellbeing (Jackson, Carlson, Mandel,

Zemke, & Clark, 1998).  

Violence in society imposes a curse of occupa-

tional marginalization. Women who are victims of

domestic violence are at risk not only for them-

selves but also for their children (Gallew, 2004).

These women live in fear, which compromises 

their fragile self-determination and self-esteem,

leading to occupationally marginalized lives. Chil-

dren exposed to violence in the home are less likely

to thrive and grow to appreciate close and nurturing

relationships (Helrich, Lafata, McDonald, Aviles, &

Collins, 2001). When children are occupationally

marginalized through violence in their lives, severe

ramifications are seen. Violence and adolescent

homicide are the third leading cause of death in

children aged 5 to 14 and are the second leading

cause of death in 15- to 24-year-olds (USDHHS,

2000). This devastating outcome is a severe form of

occupational injustice. 

In for-profit health-care systems or government-

subsidized school systems with strict limits on numbers

of visits, therapists feel constrained when needing to

practice client-enabling occupational therapy. Authen-

tic occupational therapy requires the therapist to use

well-developed clinical reasoning skills, particularly

those of the narrative nature, to understand the client’s

occupational needs and desires and to help him or her

build a new occupational future. This is very challenging

in many current traditional provider environments and

diminishes the opportunities for occupational therapists

to enable clients who are experiencing limits on 

decision-making opportunities to engage in health-

promoting and even therapeutic skill-building activities

and occupations.  

Occupational Imbalance
“Occupational imbalance may occur when the right to

benefit from fair privileges for diverse participation 

in occupations is removed” (Townsend & Wilcock,

2004b, p. 80). Occupational imbalance is a term that

emerged from Wilcock’s (1998a) work on the human

need for occupation and its influence on health and

wellbeing. Townsend and Wilcock (2004a) discuss

using occupational imbalance as a population-based

term to identify groups of people who do not share in

the labor and benefits of economic production. These

people are being occupied too much or too little to

experience meaning and empowerment in choosing

meaningful daily occupations and establishing routines

and habits. These individuals might be in both the paid

and unpaid labor market. The Charter of Human Rights

of the United Nations Article 23 (United Nations,

1948) states that every person has the right to work, 

to free choice of employment, and to equal pay for

equal work. Ravaged by over 200 years of racism in 

the United States, black males continue to experience

unequal opportunities to reach nondiscriminatory

employment practices. Many black men have too 

little that is meaningful to do, resulting in lack of

empowerment and self-determination (Darity Jr.,

2003). In contrast, women working outside the home

who are trying to balance family and work life are 

frequently quoted as stressed and overworked (Kirkby

& Skues, 1998). 

Certain professionals who have been traditionally

underpaid for their contributions, particularly in health

care, have experienced imbalance. Townsend (2002)

considered this imbalance to be occupation overload.

In the past decade, this was observed in the increasing

patient caseload of health professionals as a result of

the for-profit health-care system’s economic priority in

the provision of services. In a study of 10,000 nurses,

Aiken, Clark, Sloane, Sochalaski and Silber (2002)

found that as nursing caseloads increased above a

baseline level, patient mortality increased by 7%, job

dissatisfaction increased by 23%, and burnout

increased by 15%. Nurses in high-caseload hospitals

felt a lack of respect for what they provided to patients

and planned to leave their positions within the next

few years. This predicament suggests that increasing

caseloads will not save money but will increase costs

as nursing exits and turnovers create personnel chal-

lenges for administrators. 
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Occupational Justice 
in the Promotion of Health 
and Wellbeing

The World Health Organization (WHO) defines health

as “a state of complete physical, mental and social well-

being and not merely the absence of disease or infirmity”

(1948, p.100). Healthy People 2010, the nationwide

health agenda of promotion and disease prevention in the

United States, asserts that individual health is closely

linked to community health—the health of the commu-

nity and environment where people live, work, and play

(USDHHS, 2000). Both of these definitions allude to the

individual’s ability to be actively engaged in daily life.

This may involve full participation in one’s daily activi-

ties in one’s natural environment. Participation is 

defined in the ICF as involvement in a life situation

(WHO, 2001) and is about being engaged in daily life.

Participation restriction is defined as problems an indi-

vidual may experience in involvement in life situations.

Participation has a positive influence on health and well-

being. Law (2002) reflects and discusses the importance

of participation in occupations of everyday life within

the aggregate of a strong research evidence base illumi-

nated by the work of the Canadian Child Center for

Childhood Disability Research (Law, 2002). She defines

participation more specifically from this work as

“involvement in formal and informal everyday activi-

ties” (p. 641). Law also defines certain characteristics of 

active participation, including individual choice and con-

trol, a supportive environment, a means-rather-than-

an-ends emphasis, and a challenge that matches skill and

that when accomplished results in a sense of mastery

(Law, 2002).

As occupational therapists have begun to recognize

the importance of occupation to health, not only in its

therapeutic power but also in its health promotion

potential, new and creative programs have emerged.

This is not a new view for occupational therapists

(Reitz, 1992; Scaffa, 2001) but one that has taken on

increased emphasis given national and international

calls for health promotion and prevention (Kniepmann,

1997). The WHO (1986) defines health promotion as

“the process of enabling people to increase control over

and to improve their health” (p. iii). Fazio (2001)

reflects that occupational therapists’ view of health

promotion emanates from the basic belief that a bal-

ance of work, rest, self-care, and leisure is necessary to

optimal health and wellbeing. Occupational therapy

assistants and occupational therapists know the impor-

tance of balance to the fulfillment of living in the most

meaningful and healthy way. Health promotion is gen-

erally seen as operating with individuals or groups in a 

context without the challenges of illness, disability, or

risk of such possibilities (Fazio, 2001). Health promo-

tion provides consultations, supports, or enhancements

to maximize one’s health potential. Fazio comments

that it is difficult to separate health promotion from

prevention of illness, because if one is providing the

supports for health promotion, it will translate into the

prevention of illness and disability.

The Centers for Disease Control and Prevention

(CDC) has shifted its focus from the prevention of mor-

tality and morbidity to an increased emphasis on work-

ing to improve the health and wellbeing of individuals

with disability (Lollar & Crews, 2003). This is an

opportunity for occupational therapy to play an integral

role in an interdisciplinary approach to develop new

and creative health promotion programs. These new

trends in practice are consistent with the American

Occupational Therapy Association position paper, writ-

ten by Scaffa, Van Slyke, and Brownson (2007), Occu-
pational Therapy in the Promotion of Health and 
Prevention of Disease and Disability, in which health

promotion interventions “promote healthy living prac-

tices, social participation, occupational justice, and

healthy communities, with respect for cross cultural

issues and concerns” (p. 2). In addition, in the Occupa-
tional Therapy Practice Framework: Domain and
Process (referred to as the Framework; AOTA, 2008),

health promotion is addressed as one of the key inter-

vention approaches to support engagement in occupa-

tion for participation in society. 

Occupational Justice 
and the Occupational Therapy
Process in Health Promotion 

Individuals, groups, and communities experiencing occu-

pational injustice are at great risk for poor health. Occu-

pational therapists who desire to focus on addressing

occupational injustice will find challenges to practicing

in traditional settings and with more medical-model

approaches. However, those committed to client-centered

and occupationally just practice will reach out to individ-

uals, groups, and communities in new and different ways,

and will naturally incorporate a health promotion

approach as supported by the Framework (AOTA, 2002).

Scaffa (2001) has led this occupational-science approach

to health promotion and has defined for practitioners the

concept of preventive occupation, which she defines as

“the application of occupational science to prevent dis-

ease/disability and promote the health and wellbeing of

persons and communities through meaningful engage-

ment in occupation” (p. 44). Some examples of practice

that have begun to take on this converged model address
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populations that are particularly vulnerable to occupa-

tional injustice.

In “The Guide to Occupational Therapy Practice,”

Moyers (1999) refers to the Well Elderly Study and its

lifestyle-redesign program as an example of health pro-

motion in a community of multicultural, urban-dwelling

elders (Clark et al., 1996; Jackson et al., 1998). Prior to

the intervention, this community of elders might have

been considered as experiencing occupational injustice.

Many would not leave their homes for fear of violence or

other threats to safety. Many lived alone and lacked the

social supports necessary to ensure healthy daily living

habits and routines. Through individualized occupational

therapy programs, community members were assisted in

ways to improve their health and quality of life. 

This evidence-based health promotion program is

now being replicated across the United States in differ-

ent settings, communities, and with different popula-

tions. The goal is to enhance one’s health through 

conscious decision-making about engaging in occupa-

tions that promote healthy lifestyles and improve the

quality of one’s life. One population being explored 

is individuals at risk for ill health as a result of obesity,

a national health concern. Over 60% of individuals 

in the United States are overweight or obese and are

experiencing difficulties in managing their weight.

Individualized occupational therapy that incorporates a

lifestyle-restructuring program is suggested to support

healthy choices, to maintain a healthy weight, and to

improve the quality of one’s life (F. Clark, personal

communication, October 30, 2004).

In addition to the lifestyle redesign program for well

elders, another example of an occupational therapy

approach addressing older adults living in the commu-

nity potentially at risk for occupational alienation is the 

occupational therapy component of a university-

community partnership (Neufeld, 2004). This partner-

ship identified the needs of and the support necessary

for independence in elders living in a naturally occur-

ring retirement community (NORC)—a community

with a high population of residents over 60 years of age

and that initially began as a community with a younger

population. As part of the team, occupational therapists

have been able to support the concept of aging in place,

with recommendations and programs that support the

residents’ continued participation in independent liv-

ing, productive activity, and leisure in their community. 

In another population-based, university-community

partnership serving older adults, a local Area Agency

on Aging and School of Allied Health partnered to pro-

vide health promotion services to caregivers of older

adults living in family homes. Caregivers can be at 

risk for occupational deprivation when overwhelmed

by the caregiving needs of family members. The health

professionals provided important information and 

consultations on such topics as mobility and activities 

of daily living (ADLs) safety, medication routines 

and risks, respite care, and nutrition (Saint Louis 

University, Doisy School of Allied Health, 2002). This

caregiver-support program emphasized the important

need for balance in the caregiver’s life to prevent occu-

pational overload.

Older adults living in nursing homes have been iden-

tified as being at risk of occupational deprivation

(French, 2002). Wood (2003) has explored the nursing

home environment for adults with Alzheimer’s disease

(AD) for day-to-day functioning and quality of life.

Preliminary results indicate the importance of the care-

givers and environmental interactions in supporting 

occupational engagement and quality of life for per-

sons with AD. Health promotion programs can empha-

size an ecological approach to caring for individuals

with dementia that focuses on the critical features in

the environment that support occupational engagement,

not only for home caregivers, but also for staff and 

residents of institutional programs. An ecological

approach would address both the social and physical

features of the environment that interact with clients’

capacity for occupational performance and that could

be adapted to enhance their occupational potential.

Individuals with disabilities, both physical and

mental, are at risk for occupational injustice and 

can benefit from a client-centered occupational ther-

apy approach infused with occupational justice prin-

ciples and reasoning. One population at risk for

occupational injustice is adults with developmental

disabilities. These individuals face issues that are

problematic for reaching occupational potential.

They are at risk for occupational deprivation in

opportunities for participating in society in such

areas as work, independent living, and leisure. The

Canadian Centre for Health Promotion’s approach to

quality of life emphasizes the importance of partici-

pation for adults with developmental disabilities

(Renwick, 2004). Occupational therapists have

assisted these individuals with this model, which

brings both a health promotion and a client-centered

focus to intervention. The model emphasizes three

domains of quality of life: (1) being, belonging, and

becoming; (2) the importance and satisfaction of fac-

tors in one’s life; and (3) the personal control one

can have on those factors that can influence one’s

quality of life. The model has been used successfully

in a large-scale research project and can be used to

advocate for policy change to establish or enhance

programs that support quality of life for adults with

developmental disabilities (Renwick, 2004); this, in

turn, could diminish occupational injustice. 

Chapter 8 Occupational Justice 149

1193_Ch08_135-156.qxd  6/8/09  5:58 PM  Page 149



In its decision in Olmstead v. L. C., the U.S.

Supreme Court recognized the role that occupational

injustices can play in preventing the achievement of

meaningful occupation (527 U.S. 581 1999). In the

decision, it was stated that “wherever possible, people

with disabilities should be provided services in the

community, rather than in institutions” (p. 1). The New

Freedom Initiative (Bush, 2001) brought attention to

the need to assist in implementing Olmstead by

improving the daily life experiences for people with

disabilities. The New Freedom Initiative progress

report has indicated areas where improvement has been

made (White House Domestic Policy Council, 2004).

Three examples of ways the New Freedom Initiative

has helped to decrease occupational deprivation of

individuals with disability are (1) increased support for

individuals to purchase technology needed to telework, 

(2) implementation of the “Ticket to Work” program

that supports training and work-related services so

individuals can choose their supports needed, and 

(3) improved access to transportation through the

“United weRide” program. 

Children are another population at risk for occupa-

tional deprivation. As a result of trauma such as abuse,

neglect, and violence, children experience occupational

injustice and may require specialized support services.

Developing best practices that focus on a transdiscipli-

nary and family-centered approach has been shown to

enhance the occupational potential in these children

(Hyter, Atchinson, Henry, Sloane, & Black-Pond, 2001).

Enabling families to seek support and looking at ways to

continue support are health promoting and can result in

breaking the cycle of trauma.

Rybski and Wilder (2004) propose that pediatric

therapists can facilitate health promotion in children at

risk for occupational deprivation in underserved com-

munities. In community-based childcare centers, they

have supported developmental surveillance and screen-

ing programs. This has been accomplished by empow-

ering childcare staff, who have a keen awareness of

children’s abilities and challenges to participate in

early identification and referral. This model utilizes a

community-needs assessment approach in which

health-care providers reach out to at-risk children. This

approach is different from more traditional medical or

educational models, where occupational therapists see

children only after they have been identified by another

health/education team member and then referred for

early intervention or early childhood services. 

Adolescents at risk are another population vulnerable

to occupational injustice. Farnsworth (2000) described

how young offenders, at risk for decreased social well-

being as a result of their lifestyle and environment,

spend their time. The young offenders reported that

57% of the time they were engaged in leisure occupa-

tions that were predominantly passive, and they spent

21% of their time in personal care occupations. Only

10% of the time did they report being engaged in 

productive occupations, such as education or employ-

ment. Leaving school and lack of financial and human

resources contributed to the high percentage of engage-

ment in passive leisure occupations. Recently immi-

grated adolescent male minorities are frequently at risk

for gang behavior. Once an adolescent joins a gang, they

often drop out of school and engage in crime and other

high-risk behaviors that involve guns and drugs. 

A community-based occupational therapy program

to address this population was targeted in the New 

Occupations for Life program (Snyder, Florence, 

Masunaka-Noriega, & Young, 1998), an outgrowth of a

Los Angeles Alternative Education program for youth.

These adolescents seemed to have fallen through the

cracks in society. The 6-week occupational therapy

program allowed adolescent gang members to explore

alternative socially acceptable and personally meaning-

ful occupations in a safe, trusting environment. Activi-

ties that were action-oriented to meet the kinesthetic

learning needs of the students were used to focus on

socialization, prevocational and employment readiness,

self-management, resource awareness, and community

building. Program evaluation outcomes indicated a

positive response and impact of the program (Snyder 

et al., 1998). 

In a study on the occupation of leisure in adolescents

and its influence on mental health, Passmore (2003)

found that achievement and social leisure supported

mental health while time-out leisure did not. Adoles-

cents unable to participate in achievement and social

leisure due to social or physical barriers experienced

occupational injustice and a decrease in health and

wellbeing. Adolescents who transition out of foster

care are particularly at risk for occupational alienation

as they struggle to bridge the gap between dependence

and independence. Propp, Ortega, and Newhart (2003)

found that when programs engage in an empowerment

model called interdependent living that fosters interde-
pendence, connection, and collaboration, adolescents

feel a sense of power in decision-making that facilitates

a move to health-promoting social participation.  

Women and their children who are domestically

abused may also experience occupational deprivation.

Abusers may prevent women from choosing meaningful

activities in which they wish to engage. Many times

these women are socially isolated from support networks

and are financially dependent on their abusers, interrupt-

ing any pattern of meaningful daily occupations. Gallew

(2004) suggests a community-based approach emphasiz-

ing management of independent living skills while 
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supporting a gradual reentry into community social 

networks. This can encourage social participation and

renewed role competency as a provider and caregiver

critical to the important roles in these women’s lives.

Another group of individuals at risk for occupational

deprivation are recently immigrated persons, some of

whom are refugees or illegal immigrants. Both of these

groups come into the new country with few of their

home world’s belongings and must start over with very

little economic or social support. Sullivan, Gupta, and

Spiegal (2003) investigated immigrant refugee women

to better understand the changes in occupations as

these women adjusted to new environments. They

found that the orchestration of occupation changed in

the new country, given differences of temporal and

environmental factors. They also found that the func-

tions of occupations took on varying degrees of multi-

plicity, such as paid employment, which provided

social and cultural learning opportunities as well as

subsistence. These lessons can be applied in occupa-

tional therapy population-based practices in the com-

munity and in more traditional medical settings where

health promotion is advocated. 

Advocacy and empowerment for occupational justice

beyond practice settings and addressing sociopolitical

and policy issues in health and social services takes occu-

pational therapists clearly into the community. It requires

an activist perspective that may not always be associated

with contemporary occupational therapy but certainly

was present in the profession’s historical foundations.

This activist client-centered approach for occupational

therapy was further diagrammed and highlighted by

Townsend and Wilcock (2004b). Steps to take in this

approach included raising awareness and recognition of

occupational justice and injustice, and researching and

acting to change any occupational injustice they confront. 

Another multistep model for social justice action,

the Action Continuum, (Adams et al., 1997) can be

used to address issues of occupational justice. This

model is a continuum approach that has eight specific

stages for practitioners to reflect upon and identify

their stage of readiness to confront and take an activist

approach. At one end of the continuum are actions

against inclusion and social justice, and on the other

end are actions for diversity and social justice. This

model was taught and implemented in reflective class-

room and community activities in an occupational 

science course that focused on occupation in a global

society (Arnold & Rybski, 2003). At first students

struggled to recognize themselves on the continuum,

but as the course progressed and more instances of

occupational injustice became apparent to them in class

activities, international news discussions, and commu-

nity experiences, they became more able to aspire to

and act in activist ways. They were able to make rec-

ommendations for changes in ecological supports to

enhance opportunities for the occupational potential of

clients experiencing occupational injustice. They rec-

ognized and sought solutions to difficulties therapists

face in engaging in client-centered, health-promoting

practice. In addition, they sought alternative solutions

to address the occupational injustice they found and, as

a result of their experience, recognized in themselves

the ability to take on an advocate/activist role. 

Conclusion

Perhaps it is thought that social justice is “writ large,”

in that too much attention is attributed to its level of

importance. Theorists such as Townsend (2002) chal-

lenge occupational therapy professionals and occupa-

tional scientists to explore the relationship between the

profession and social justice. She encourages occupa-

tional therapy professionals to better understand the

difference between what is known about social justice

and what she and other occupational therapy theorists

refer to as occupational justice. According to Town-

send, there are paradigms of justice that distinguish

occupational justice from social justice, yet acknowl-

edging a relationship between the two concepts is

essential in addressing a client’s holistic needs. Social

justice is concerned with inequality that is directed

toward marginalized individuals of various target

groups (e.g., social class, race, gender, disability, age,

etc.). It is concerned with equitable distribution that

focuses on access and opportunity. Equal opportunity

and access for daily occupations such as work and edu-

cation will be different for persons with disabilities and

for able-bodied individuals. The role of occupational

therapy is inherent in addressing the inequities of

opportunity for occupational development or inequities

related to lack of appropriate enablement for those liv-

ing with a disability.

Vulnerable populations globally are at great risk 

for occupational alienation, deprivation, marginaliza-

tion, and imbalance secondary to social injustice leading

to occupational injustice. Occupational therapists see

individuals in their daily practice who are experiencing

occupational injustices and unable to engage in mean-

ingful occupations. Occupational therapy interventions

that have demonstrated ideals of occupational justice,

many of which are health promotion programs, have in

some cases recognized the relationship between their

client-centered approaches and the concept of occupa-

tional justice, but in many cases have not gleaned a rela-

tionship. History of occupational therapy practice shows

us that the roots of the profession grew out of addressing

social injustices and promoting health and wellbeing
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through participation in valued daily activities. The newer

concepts of occupational injustice can enrich occupa-

tional therapy interventions at individual, community,

and population levels.

A major challenge for the profession is to delineate

how to help therapists recognize the themes of occupa-

tional justice in their current practice. This could occur

through continuing education case studies and research

that will help therapists recognize the importance of

taking an occupational justice activist role. In continu-

ing education opportunities, stage models that instruct

therapists in the continuum of recognizing and taking

action to change occupational injustice can be presented.

This will allow occupational therapists to accept where

they are on the action continuum in their knowledge,

skill, and performance in incorporating occupational

justice into their programs to enable clients to experi-

ence occupational justice. Through a collaborative

enabling approach with their occupational therapists,

clients will then be able to recognize the actions needed

to positively impact their own occupational health 

and wellbeing. Lastly, advocacy for both the client and

the profession of occupational therapy must include edu-

cating other health-care and community disciplines and

third-party payers to develop an understanding of occu-

pational justice relative to client needs and recovery. 
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Case Study 8-1

Karly is a 30-year-old obese African American woman with
diabetes. She is married to a Hispanic man but has been
separated for 3 years. She has two girls, ages 5 and 9, and
one son, age 15. She has a GED (general equivalency
diploma) and works three part-time, minimum-wage jobs
to maintain her family. She receives very little, if any, finan-
cial assistance from her husband. She does not qualify for
government financial assistance. 

She has a history of bipolar disease and has to go for her
medical checkup every 4 to 6 weeks, which occasionally
affects her getting to work on time. Her bosses are not
pleased and deduct from her pay for tardiness. She is not
revealing the nature of her illness to her employers out of
fear of being fired. She works 5 days a week and typically
gets home around 10:00 to 11:30 p.m., depending on the
bus system. She also has to work on rotating weekends,
which she does not mind because it means a little extra
money for the family. Her greatest financial difficulty is
being able to afford the family needs as well as her medica-
tion, which costs $30 for each prescription. Sometimes she
skips dosages to try spreading out the time between refills.

Karly has side effects from her medication, and this
affects the quality and timeliness of her work, but she will
not reveal her illness, as she knows the company has ter-
minated other employees who had a mental illness. Her
third job for each day is janitorial work. On this job, there is
a shortage of employees, so workers have to double up on
their assigned cleaning areas. This means that sometimes
Karly is unable to complete her work during the regularly
paid hours. Even though it takes her longer to do more
work, her employer will not pay for the overtime and has
threatened that anyone complaining will be terminated.

Since Karly does not have a car, she rides the bus for all
transportation needs; however, she must walk several
blocks from her home to catch the bus. The same applies
for her children, who must ride the school bus every day.

So, she wakes up very early each day to walk with her chil-
dren to catch the school bus before she goes to work.
Because of her three jobs, her children are “latchkey” and
are responsible for each other until their mother comes
home from work, which, again, is typically very late at night. 

Karly’s apartment has only two bedrooms. The girls
have a room and share a bed. Her son sleeps on the sofa
in the living/dining area. The apartment usually does not
have hot water, there are sewer problems, the locks on
the doors are easily penetrated (the landlord will not
upgrade the locks, and Karly cannot afford the cost of the
change), the building is infested with bugs and rodents,
and the only set of elevators in the building often break, so
tenants are forced to use the stairs. The stairways are
poorly lit, which further increases the risk for criminal
behavior. Karly refuses to complain to the landlord out of
fear of being evicted. She does not believe she would be
able to find another apartment at a price that she could
afford or that would be large enough for her three children. 

Karly lives in a very large city/county area, and the crime
rate for her neighborhood is dreadfully high. She constantly
worries about the safety of her children. Her nearest rela-
tive lives 6 hours away, so there is no family support. The
infrastructure for her community is very poor, and there are
several abandoned buildings that also serve as havens for
criminal acts and as shelter for homeless people. Her son
has begun to verbally abuse his sisters and disregard
Karly’s directives on chores and safety. She had him
assessed by the school and was told that he had signs of
obstinate behavior disorder. Karly was not sure what this
meant, and because she could not afford to pay for coun-
seling, she decided to try and deal with it on her own. 

Karly is very tired most of the time. She has little time to
spend with her children. Sometimes she is so sleep
deprived she becomes unable to think clearly. On occasion,
she, too, has been impatient and verbally strong with her
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◗ For Discussion and Review

1. Explain Freire’s concept of internalized oppres-

sion. What is the importance of understanding

this concept?

2. Provide a description of the difference and relation-

ship between social justice and occupational justice.

3. Define occupational injustice.
4. Identify and discuss examples of occupational

injustice, including occupational alienation, occu-

pational deprivation, occupational marginalization,

and occupational imbalance.

5. Explain how occupational justice can be addressed

in health promotion approaches through the occu-

pational therapy process.

◗ Research Questions 

1. Is there a direct relationship between social injus-

tice and occupational injustice?

2. Does social group identity have a direct correlation

to occupational injustice?

3. In what way does current occupational therapy

practice reflect occupational justice?

4. Is there a direct relationship between occupational

injustice and injustice in vulnerable populations?

5. How does occupational justice, through the occupa-

tional therapy process, influence health promotion?
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children. She loves them very much but feels that she is
slowly losing control over everything that is important to her.

Questions

1. Using the scenario for Karly, identify social and occu-
pational injustices that exist at each of the following
levels: individual, institutional, and societal.

2. Explain how commutative, distributive, and social 
justice exists or does not exist in Karly’s scenario.

3. Based on Freire’s definition of “internalized oppres-
sion,” does Karly’s scenario indicate the presence of
this experience for her?

4. List the social identity groups to which Karly belongs. 

5. For each social identity group for which Karly is a
member, list and describe her role as a “target” or
“agent” member.

6. List the forms of oppression that Karly may experi-
ence as a result of her social identity group. 

7. In what ways might Karly or her family experience
each of the following?
a. Occupational alienation
b. Occupational deprivation
c. Occupational marginalization

8. In what ways might Karly and her family be viewed
as members of a vulnerable population prone to
occupational injustice?
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SECTION II Designing Health Promotion 
Interventions

Chapter 9

Evaluation Principles 
in Health Promotion Practice
S. Maggie Reitz, Michael A. Pizzi, and Marjorie E. Scaffa

On my fieldwork in physical rehabilitation, I had many opportunities to observe and then

eventually to evaluate patients. When I observed, I was very concerned and frankly, upset

that the therapist I observed evaluated patients strictly from a “what’s wrong” perspective

and then, in 15 minutes proceeded to tell the patient what needed to be worked on, what

their goals were and how to get their arm back in shape. The therapist never asked the

patient how he was feeling, what in life was important to get back to doing and never talked

about HIS goals or even anything about his social situation that he came from or where he

would return. When it came time to treat, this same therapist set the patient up with a peg-

board and told the patient to pick up the pegs and put them into the board and she came

back 20 minutes later to see if he did it. When I asked him some questions, I found out he

was a corporate lawyer who smoked two packs of cigarettes per day, had 4 children and a

wife, worked 60 hours a week, and never took time for himself. He said he felt very guilty

and depressed about not being the breadwinner in the future and that he missed something

in life. He also said that he was pretty upset that the therapist didn’t seem all that concerned

about him or his health.

—Occupational therapy student, 2002 (personal communication with M. Pizzi)

Learning Object ives

This chapter is designed to enable the reader to:

• Delineate the distinctions between evaluation and
assessment in occupational therapy.

• Discuss philosophical issues related to evaluation
while integrating the language and constructs of
the International Classification of Functioning,
Disability, and Health (ICF) developed by the
World Health Organization (WHO, 2001). 

• Apply the American Occupational Therapy Associa-
tion’s (AOTA) Occupational Therapy Practice Frame-
work (AOTA, 2008) to the evaluation process.

• Implement ethical standards and guidelines in
health promotion and wellness evaluation and 
assessment.

• Describe the concept of evidence-based 
assessment.

• Define the concepts of reliability, validity, and 
usability as they relate to standardized assess-
ments.
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Introduction

Occupation and client-centered practice begins with

evaluating the individual’s occupational participation

in the context of his or her life. Evaluation and assess-

ment are the means used to discover who people are via

the creation of an occupational profile. An analysis of

occupational performance determines occupational

health needs and subsequent barriers. The intervention

process subsequently follows, leading to eventual

restoration of occupational participation in meaningful

and important areas of one’s life. 

According to the Standards of Practice for Occu-
pational Therapy, the term evaluation refers to “the

process of obtaining and interpreting data necessary for

interventions. This includes planning for and docu-

menting the evaluation process and results” (AOTA,

2005b, p. 633). Assessment refers to “specific tools

and instruments that are used during the evaluation

process” (AOTA, 2005b, p. 663). These are the same

definitions used in the Occupational Therapy Practice
Framework (referred to as Framework). This chapter’s

goal is to provide both the knowledge and motivation to

engage in evidence-based prevention and health 

promotion practice, specifically in terms of selecting

and reporting assessment results. In addition, this chap-

ter considers ethical issues and explores theoretical and

philosophical perspectives related to the evaluation

process in health promotion practice.

Best Practice and Evidence-Based
Practice in Health Promotion 
Assessment 

Leaders in occupational therapy have been encouraging

practitioners to increase their use of and competence in

outcome measures and to increase their engagement in

best practice and evidence-based practice (Coster &

Vergara, 2004; Holm, 2000, 2003; Law, 2002; Law,

Baum, & Dunn, 2005). Law and Baum (2005) differen-

tiate between the terms standard practice and best prac-
tice. Standard practice is the utilization of routine

approaches, which evolved from the best practices of

yesterday. Best practice is looking beyond the current

established way of delivering services and searching for

new, innovative solutions that may yield better results in

terms of both efficiency and effectiveness; this term is 

used in business, health, and education [and refers] to

procedures which are believed to result in the most effi-

cient provision of a product or service. Occupational

therapists believe that evidence-based practice is a

major element of what is now described as best practice.

(Canadian Association of Occupational Therapists,

Association of Canadian Occupational Therapy Univer-

sity Programs, Association of Canadian Occupational

Therapy Regulatory Organizations, Presidents’ Advi-

sory Council, 1999, p. 268)

Best practice includes the pursuit of evidence on

which to base practice and therefore must include 

evidence-based practice. Dunn defines this term as

informing the client 

of what the profession knows (or does not know)

about the effectiveness of the evaluations and inter-

ventions being proposed so that the recipient can

make informed decisions about what services are

acceptable and what he or she is willing to accept.

(2005, p. 22) 

While it may at first seem overwhelming to pursue

evidence-based practice in any area of occupational

therapy it may seem even more so in health promo-

tion practice. This challenge, however, must be met.

There are many myths about evidence-based practice

that hinder its application. Law (2002) debunks key

myths that relate to evidence-based practice in reha-

bilitation. These myths may also relate to evidence-

based practice in health promotion and are presented

in Table 9-1. 

Law also describes the paramount role of self-

directed learning in its quest and application. Law

stresses that 

practitioners must maintain a humble attitude about

their own practice patterns to excel at evidence-based

practice. The ability to admit one’s own errors and

158 SECTION II Designing Health Promotion Interventions

Key Terms

Activity demands
Analysis of 

occupational 
performance

Assessment
Best practice
Client-centered

Client factors
Context
Cultural context
Ethics standards
Evaluation
Evidence-based 

practice

Occupational 
performance

Occupational profile
Performance patterns
Performance skills
Reliability

Standardized 
assessment

Standardized tests
Standard practice
Usability
Validity

1193_Ch09_157-172.qxd  6/8/09  6:00 PM  Page 158



oversights and to critically assess one’s own prior

work is crucial because knowing one’s own limitations

(and when to look for help) is the basis of evidence-

based practice. (2002, p. 5)

This awareness of and engagement in self-directed

learning, and the profession’s continued movement

toward the use of outcome measures, is supported by

the AOTA’s Ethics Standards (2007) and other occupa-

tional therapy codes of ethics (Canadian Association of

Occupational Therapists [CAOT], 2007; Pollock & 

Rochon, 2002). The ethics of assessment will be dis-

cussed in more detail later in this chapter.

Bennett, Tooth, and colleagues (2003) found that

although 96% of Australian occupational therapists

reported believing in the importance of evidence-based

research, only 56% reported using research evidence to

select interventions. The most frequent sources of

knowledge for decision-making were consultation with

peers and participation in continuing education oppor-

tunities. Interest in and a need for education and the

availability of “brief summaries of evidence” to sup-

port evidence-based decision-making was indicated

from the survey results of Bennett, Tooth, and col-

leagues (2003, p. 13). To address the need for an evi-

dence-based database specifically for occupational

therapists, a group of Australian occupational thera-

pists from two universities collaborated to develop a

Web-accessible database called OTseeker (Bennett,

Hoffman, et al., 2003). A community-based prevention

example was used to describe how this database could

be useful to an occupational therapist who wished to

support the use of home visits and client education to

reduce the risk of falls.

Professional occupational therapy associations also

offer resources to assist their members to engage in  

evidence-based practice. For example, the AOTA pro-

vides the Evidence-Based Practice (EBP) Resource

Directory, which is an online service that links users to

websites related to the evidence-based practice of the

profession. “The Resource Directory is organized to

connect occupational therapists, occupational therapy

assistants, and students with useful Web-based

resources, including

• Databases and Internet sites in occupational

therapy, rehabilitation, and health outcomes

• Tutorials for acquiring basic and intermediate-

level skills to search and interpret the literature

relevant to occupational therapy

• National and international evidence-oriented

Internet sites posted by universities, government

agencies, and private organizations” (AOTA,

2009, EBP Resource Directory, ¶ 1).

There is also increasing emphasis on evidence-based

practice in public health. According to Brownson and

colleagues (2003), “Ideally, public health practitioners

always incorporate scientific evidence in making man-

agement decisions, developing policies, and imple-

menting programs” (p. 3). However, in reality, public

health interventions, like those of occupational therapy,

are often developed and implemented based on anecdo-

tal evidence. Evidence-based practice in public health

is defined as

the development, implementation, and evaluation of

effective programs and policies in public health

through application of principles of scientific reason-

ing, including systematic uses of data and information

systems, and appropriate use of behavioral science 

theory and program planning models. (Brownson,

Gurney, & Land, 1999, p. 86)

There are two types of evidence relevant for public

health practice. The first type is data that addresses 

the relationship between preventable risk factors and

Chapter 9 Evaluation Principles in Health Promotion Practice 159

Table 9–1 Myths of Evidence-Based Practice in Health Promotion

Myth Reality

Evidence-based practice already exists. Many practitioners take little or no time to review cur-
rent research findings.

Evidence-based practice is impossible to put into place. Even extremely busy practitioners can initiate 
evidence-based practice through little work.

Evidence-based practice is cookie-cutter interventions. Evidence-based practice requires extensive expertise.

Evidence-based practice is a cost-cutting mechanism. Evidence-based practice emphasizes the best 
available evidence for each client’s situation.

Adapted with permission from Table 1-1 “Myths of Evidence-Based Practice,” in Evidence-based rehabilitation (p. 7), by M. Law,

2002, Thorofare, NJ: SLACK. 
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specific diseases; for example, the link between smok-

ing and lung cancer. This type of evidence indicates

that “something should be done.” The second type of

evidence is data on intervention effectiveness. It delin-

eates which interventions are most effective for what

types of public health problems, and therefore it indi-

cates specifically “what should be done” (Brownson,

Baker, Leet, & Gillespie, 2003). These two types of

evidence served as the foundation for the development

of the national public health agenda Healthy People
2010: Understanding and Improving Health (U.S.

Department of Health and Human Services, 2000).

Other professional associations, besides those in

occupational therapy, are interested in promoting 

evidence-based practice among their members and

other health providers. For instance, the Society for

Prevention Research is “committed to the advancement

of science-based prevention programs and policies

through empirical research” (Flay et al., 2004, p. i). A

committee was appointed by this association’s board of

directors to “determine the requisite criteria that must

be met for preventive interventions to be judged tested

and efficacious or tested and effective” (Flay et al.,

2004, p. i). Efficacious prevention programs are those

that do “more good than harm when delivered under

optimal conditions” (Flay & last cited in Flay et al.,

2004, p. 1), whereas effective programs do so under

natural or “real-world” conditions.

Occupational therapists “must have the capacity to

collect data to support their intervention recommenda-

tions” if they are to engage in evidence-based practice

(Crepeau, Cohn, & Schell, 2003, p. 29). This is especially

true when occupational therapists enter new partnerships

with groups or communities. Care must be taken with the

selection of both assessments and interventions.

The Language, Evolution, 
and Philosophical Aspects 
of Health Promotion Assessment

The profession has returned to its roots, with increasing

interest in promoting wellbeing through building indi-

vidual and community capacity. Those served may

have health and occupational needs rather than medical

or activities of daily living (ADLs) needs. Instead 

of solely identifying and focusing on problems to be

worked on, strengths and potential for increased 

participation at the societal level are being considered.

Occupational therapists and occupational therapy assis-

tants are becoming more client-centered, which

emphasizes the client as the focus of the occupational

therapy process. Occupational therapy as a profession

has knowledge and skills to strengthen population- and

community-based program development and will need

assessments to help guide intervention plans. Popula-

tions and communities are once again being viewed as

potential clients by the profession, thus occupational

therapy is engaged in addressing family and societal

issues where people live, play, and work (AOTA, 2008).

Wilma West, Ruth Brunyate Wiemer, Geraldine

Finn, and Florence Cromwell emphasized the need for

occupational therapy to expand roles, responsibilities,

and boundaries to explore what was possible in the

community and in health promotion and disease preven-

tion (White, 1986). Unfortunately, the occupational

therapy profession did not heed their messages, which

were articulated as early as 1966 (West, 1967). How-

ever, before effective interventions are developed, valid,

effective, and reliable assessment and evaluative tools

and processes to determine the health, occupational

strengths, and needs of those to be served are required. 

Although philosophically dedicated to this concept of a

healthy society, occupational therapists have not always

demonstrated a commitment to match the rhetoric of

their leaders. . . . It behooves all occupational therapists

to accept the mandate of our professional leaders of the

1970s and to give priority to the expansion of the pro-

fession into the areas of health planning, health policy,

and advocacy for disease prevention/health promotion

programs. (Jaffe, 1986, p. 750)

The need for continued expansion from occupa-

tional therapy assessment and evaluation focusing on

problems of individuals to those more reflective of

health promotion, wellness, and prevention is espe-

cially critical in order to meet the needs of individuals

and those of communities and society. 

During the 1970s, occupational therapy assessments

were primarily used to measure physical performance

components (Mathiowetz, 1993). At that time, this was

considered appropriate practice. In the 1990s, a move-

ment within the discipline to modify the approach 

of assessment from bottom-up to top-down gained

momentum. Articles in an American Journal of Occu-
pational Therapy special issue on “critical issues in

functional assessment” discussed the need to switch to

a top-down approach, with primary consideration given

to assessing occupational performance and secondary

consideration given to assessing performance compo-

nents (Fisher & Short-DeGraff, 1993; Mathiowetz,

1993; Trombly, 1993). Fisher, in her 1998 Eleanor

Clarke Slagle Lecture, continued the support for a top-

down approach, suggesting the use of chart reviews,

life stories, or structured interviews as initial assess-

ment tools. This top-down approach is compatible with

health promotion efforts and is consistent with the

Framework (AOTA, 2008).
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Concern has been expressed that perhaps the “art of

occupational therapy” has been lost or diminished 

(Peloquin, 1989). Instead, the profession has become

more focused on the science of component occupational

therapy. Increasing the knowledge and the development

of ways to assess and restore performance components—

such as range of motion, strength, endurance, reflexes, and

self-esteem—has been an important step in the profes-

sion’s development. Good work developing and refining

component-based practice has enhanced the science of

practice. Efforts to further refine the art of assessment

need to be enhanced, especially in terms of population-

based practice. A top-down approach, achieved through

the completion of an occupational profile as described

in the Framework, successfully blends the art and 

science of practice. 

Peloquin (1989) states that 

the art of practice in occupational therapy is intrinsi-

cally centered on relationships, on the qualities that

make relationships meaningful, and on the meaning of

occupation in a life. Demands from today’s health 

care system make it increasingly difficult for practi-

tioners to engage in meaningful relationships with

their patients. (p. 219) 

Peloquin’s words continue to apply today. It is vital

that these therapeutic relationships continue, as they

will help sustain the art of practice and client-centered

care. Holistic assessment demonstrates the willingness

of the occupational therapy practitioner to discover 

the depths of a person’s occupational health and well-

ness, thereby showing a caring and empathic connect-

edness to those served and fulfilling the requirement

for evidence-based practice.

The Framework and the ICF

The Framework provides a blueprint for occupational

therapy evaluation regardless of the population served

or the setting in which the services are provided. The

occupational profile is the first step in the evaluation

process and “provides an understanding of the client’s

occupational history and experiences, patterns of daily

living, interests, values, and needs” (AOTA, 2008, 

p. 646). In addition, the occupational profile allows the

occupational therapist, in collaboration with the client,

to identify problem areas and set priorities regarding

activities of daily living, instrumental activities of daily

living, education, work, play, leisure, and social partic-

ipation. The term client as used in the Framework
refers to the recipient of service, which may be individ-

uals and their caregivers but may also include groups

(e.g., families, classrooms), organizations, populations,

and communities. The occupational profile can be 

developed through a variety of ways. For individuals,

structured, semistructured, or informal interviews can

be appropriate tools. Focus groups, surveys, town 

meetings or other processes can be used when working

with groups, communities, or populations. 

The second step in the evaluation process is the

analysis of occupational performance, during which

the occupational therapist collects and interprets

“information using assessment tools designed to

observe, measure, and inquire about factors that sup-

port or hinder occupational performance” (AOTA, 2008,

p. 649). This could include gathering data across the

domain of occupational therapy, which includes perfor-

mance skills, performance patterns, contexts, activity

demands, areas of occupation, and client factors

(AOTA, 2008). Descriptions of the elements of the

domain of occupational therapy are presented below

and are  based on the Framework. Performance skills
are the “abilities clients demonstrate in the actions they 

perform” (AOTA, 2008, p. 639). According to the Frame-
work, these include motor and praxis skills, sensory-

perceptual skills, emotional regulation skills, cognitive

skills, and communication and social skills. Perfor-
mance patterns include habits, routines, roles, and 

rituals that organize occupational behavior. These pat-

terns may support or hinder meaningful engagement in

occupations. Context refers to the internal and external

conditions (i.e., cultural, physical, social, personal,

spiritual, temporal, and virtual) that can affect the

client’s occupational performance. Activity demands
refers to the required energy to perform a specific occu-

pation. Such factors as required muscle actions, num-

ber and size of objects used, type of space, social

demands among others needed for an individual,

group, or community to successfully perform an occu-

pation could dictate the activity demand of an occupa-

tion at a specific time. Areas of occupation are listed in

detail within the Framework. Client factors vary

greatly according to the type of client. For individuals,

client factors include body structures and functions and

the values and beliefs, including spirituality, within the

client that may impact occupational performance At the

population level, client factors would include eco-

nomic, political, and social resources; values and

beliefs; and other structures that the population has in

common (AOTA, 2008).

During the analysis-of-occupational-performance

phase of evaluation, skilled observation as well as 

standardized and nonstandardized assessments are used

to collect data related to occupational performance

(AOTA, 2008). Standardized assessments are defined

as “assessment procedures in which processes are

clearly identified, along with guidelines for interpreta-

tion of results, [and] may have established and tested
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normative data with which to compare results” (Spear

& Crepeau, 2003, p. 1034). The occupational therapist

must integrate information from the occupational pro-

file with data from the assessments and, using clinical

reasoning, must identify factors that influence perfor-

mance skills and patterns and facilitate or constrain 

occupational performance. This analysis allows the

occupational therapist to determine the client’s

strengths and challenges, and provides the foundation

for intervention planning (AOTA, 2008). 

At least two of the four aims of the International 
Classification of Functioning, Disability, and Health
(ICF) relate to assessment. These two aims include estab-

lishing a common language to “describe health and

health-related states” and providing “a scientific basis for

understanding and studying health and health-related

states, outcomes, and determinants” (World Health Orga-

nization [WHO], 2001, p. 5). The importance of a com-

mon language in the development of assessments and in

reporting the results of assessments are particularly impor-

tant in health promotion, which is often interdisciplinary

and international in scope and potential contribution. 

Although the ICF focuses on the functioning of the

individual, components and definitions are relevant for

use in population-based health promotion practice. The

ICF provides 

a conceptual framework for information that is applic-

able to personal health care, including prevention,

health promotion, and the improvement of participa-

tion by removing mitigating societal hindrances and

encouraging the provision of social supports and facil-

itators. It is also useful for the study of health care 

systems, in terms of both evaluation and policy forma-

tion. (WHO, 2001, p. 6)

The ICF is divided into two parts: One addresses

function and disability and the second addresses con-

textual factors. Each of these parts is subdivided into

components. The function and disability portion is

divided into “body functions and structures” and

“activities and participation”; the contextual factors

portion is divided into “environmental factors” and

“personal factors.” Table 9-2 depicts these compo-

nents and the domains and constructs that are linked

to each. The four components are further divided into

categories. Each of the four components and many of

the associated categories has relevance to the evalua-

tion of the individual in terms of prevention and

health promotion. The “activities and participation”

and “environmental factors” components may have

more relevance to the selection or development of

assessment tools for health promotion of a group,

community, or population than the “body functions

and structures” and “personal factors” components.

Table 9-3 displays the categories associated with the

“activities and participation” and “environmental fac-

tors” components. The categories identified in this

table are within the domain of occupational therapy

practice and should be considered when evaluating

the prevention and health promotion needs of a group 

or community. 

The ICF further divides the categories of each

component into subcategories, providing a detailed

dissection and classification of terms related to health

and health-related states. Content Boxes 9-1 and 9-2
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Table 9–2 Overview of the ICF

PART 1: FUNCTIONING AND DISABILITY PART 2: CONTEXTUAL FACTORS

Body Functions Activities Personal

Components and Structures and Participation Environmental Factors Factors 

Domains Body functions Life areas (i.e., External influences Internal influences on 
Body structures tasks, actions) on functioning and disability functioning and disability

Constructs Change in body Capacity Facilitating or hindering Impact of attributes
functions Executing tasks impact of features of the of the person
(physiological) in a standard physical, social, and 

environment attitudinal world

Change in body Performance
structures Executing tasks 
(anatomical) in the current 

environment

Adapted from portions of Table 1, in An overview of ICF from International classification of functioning, disability, and health
(p. 11) by World Health Organization (WHO), 2001, Geneva, Switzerland. Copyright 2001 by WHO.
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identify the subcategories for a selected category from

each of the components described in Table 9-3. These

were selected as examples of categories that may have

more relevance to prevention and health promotion

efforts. The reader is encouraged to review and

explore the ICF in its entirety at http://www3.who

.int/icf/onlinebrowser/icf.cfm.

Although the ICF may at first appear overwhelm-

ing and cumbersome, it behooves occupational ther-

apy practitioners to be aware of international trends in

the language of health to maximize the exchange of

ideas and outcome data, thus advancing both standard

and evidence-based practice. The influence of this

classification system can be seen in the development
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Data from material in An overview of ICF from International classification of functioning, disability, and health (p. 30) by World

Health Organization (WHO), 2001, Geneva, Switzerland. Copyright © 2001 by WHO.

Table 9–3 ICF Categories for Selected Components

Activities and Participation Environmental Factors

Learning and applying knowledge Products and technology

General tasks and demands Natural environment and human-made changes to environment

Communication Support and relationships

Mobility Attitudes

Self-care Services, systems, and policies

Domestic life

Interpersonal interactions and relationships

Major life areas

Community, social, and civic life

Content Box 9-2

ICF Subcategories—Services, 
Systems, and Policies Category From
Environmental Factors Component
• Services, systems, and policies for the production

of consumer goods
• Architecture and construction services, systems,

and policies
• Open-space planning services, systems, and policies
• Housing services, systems, and policies
• Utilities services, systems, and policies
• Communication services, systems, and policies
• Transportation services, systems, and policies
• Civil protection services, systems, and policies
• Legal services, systems, and policies
• Associations and organizational services, systems,

and policies
• Media services, systems, and policies
• Economic services, systems, and policies
• Social security services, systems, and policies
• General social support services, systems, and

policies
• Health services, systems, and policies
• Education and training services, systems, 

and policies
• Labor and employment services, systems, 

and policies
• Political services, systems, and policies
• Services, systems, and policies, other specified
• Services, systems, and policies, unspecified

Data from material in An overview of ICF from International classifica-
tion of functioning, disability, and health (p. 44) by World Health Orga-

nization (WHO), 2001, Geneva, Switzerland. Copyright 2001 by WHO. 

Content Box 9-1

ICF Subcategories—Community, Social,
and Civic Life Category From Activities
and Participation Component
• Community life
• Recreation and leisure
• Religion and spirituality
• Human rights
• Political life and citizenship
• Community, social and civic life, other specified
• Community, social and civic life, unspecified

Data from material in An overview of ICF from International classifica-
tion of functioning, disability, and health (p. 42) by World Health Orga-

nization (WHO), 2001, Geneva, Switzerland. Copyright 2001 by WHO.
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of the Framework, which compares the language of

the Framework with that of the ICF and the Uniform
Terminology for Occupational Therapy—Third Edi-
tion (AOTA, 1994).

Issues in Assessment

There are many issues associated with evaluation and

assessment. Ethical and cultural concerns as well as the

importance of and need for a client-centered approach

to evaluation, assessment, and intervention are dis-

cussed in the following pages. 

Client-Centered Health 
and Wellness Assessment
Law, Baptiste, and Mills (1995) defined client-cen-
tered occupational therapy as “an approach to ser-

vice which embraces a philosophy of respect for, and

partnership with, people receiving services” (p. 253).

Partnering with those served in the evaluation process

can only enhance the communication between occu-

pational therapist and client, which will then most

likely lead to increased cooperation of the client to

engage in the occupational process and meet goals

that are collaboratively discussed and agreed upon.

There is no alternative than to collaborate with

clients and their caregivers/significant others if they

so choose. If clients are unable to make their needs

and goals known, then goal planning should be com-

pleted in consultation with the designated significant

other. Collaboration speaks to regard for others and 

a desire to form caring and open relationships. 

Outcomes will be enhanced, and quite probably

improved, when the client is a part of the process

from the onset. Client-centered approaches can more

powerfully produce meaningful occupational therapy

interventions. 

Law (1998) summarized constructs of a client-

centered approach and then later detailed the implica-

tions for measurement of occupational performance

(as cited by Law & Baum, 2001, 2005). In this

description, the construct of family can be applied to

a small two-person dyad as well as a larger extended

family unit. 

1. Occupational performance issues/problems will

be identified by the client and his or her family,

not by the therapist or team; if other issues, such

as safety, are not identified, the therapist will com-

municate these concerns directly to the client and

significant others.

2. Evaluation of the success of therapy intervention

will focus on change in occupational performance.

3. Our measurement techniques will enable clients

to have a say in evaluating the outcomes of therapy

intervention.

4. Measurement will reflect the individualized nature

of people doing occupations.

5. Measurement will focus on both the subjective 

experience and the observable qualities of occupa-

tional performance.

6. Measurement of the environment is critical in help-

ing therapists and clients understand the influence of

the environment on occupational performance, as

well as measuring the effects of changing environ-

mental conditions during the therapy process. (Law

& Baum, 2005, pp. 8–9)

In summary, in order for occupational therapy 

evidence-based interventions to be successful and pro-

mote health and wellbeing, effective and holistic health

and wellness assessment must be utilized as a first step.

With an understanding of the ICF and the Framework,
previously used assessments will take on new meaning,

and new assessments will be developed that will help

shape and create new ways of thinking in occupational

therapy. This evolving philosophy will assist the pro-

fession to more fully contribute to the health and well-

being of individuals, communities, and society. 

Cultural Issues
The context of culture is a very complex factor that

needs to be negotiated with care and respect during the

evaluation process. Cultural context, as defined in the

Framework, is the 

customs, beliefs, activity patterns, behavior standards,

and expectations accepted by the society of which the

individual is a member. Includes political aspects, such as

laws that affect access to resources and affirm personal

rights. Also includes opportunities for education, employ-

ment and economic support. (AOTA, 2002, p. 623)

Occupational therapy assessment often focuses on an

individual’s occupational performance, which is, as

defined in the Framework,

the act of doing and accomplishing a selected activity

or occupation that results from the dynamic transaction

among the client, the context, and the activity. Improv-

ing or enabling skills and patterns in occupational perfor-

mance leads to engagement in occupation or activities

(adapted in part from Law et al., 1996, p. 16 as cited by

AOTA, 2008, pp. 672–73)

In order for outcomes to more closely relate to a 

person’s life and lifestyle, assessment of occupational

performance must occur within context, which includes

understanding and acknowledging various cultural
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influences. These influences may include ethnicity,

family structure, sexual orientation, gender, and age. 

It is important that cultural backgrounds of those

served—be it a person, family system, community, or

society—are accurately understood in order to individ-

ualize therapy and to develop a more collaborative

experience in planning intervention and setting goals

(Mattingly & Beer, 1993). McGruder (2003) believes

that, besides these issues, the need “to ensure accurate

assessment and to increase the likelihood of equitable

treatment” (p. 85) are essential ingredients in the occu-

pational therapy process. Evans (1992) cautioned occu-

pational therapists to constantly review their decisions

to check for possible racial bias when deciding who

may or may not benefit from interventions. This self-

reflection should also be conducted when decisions are

made regarding access to health promotion interven-

tions and when selecting groups for population-based

programming. These efforts are supported by the 

Occupational Therapy Code of Ethics (2005) (AOTA,

2005a), specifically Principles 1A and D (Table 9-4).

The Framework is infused with language and terms

from the ICF classification system. This infusion can

be seen within the definitions of activity demands,

areas of occupational performance, and client factors. 

Attempts by the profession to use internationally devel-

oped and agreed-upon terms may assist with the 

sharing of culturally relevant assessment and interven-

tion successes.

Occupational therapy assessments and the entire eval-

uation process can be culturally influenced. For exam-

ple, Pizzi recalled administering to a British homosexual

man with AIDS the role checklist, an occupational ther-

apy assessment used to determine which occupational

roles a client values. He threw the assessment at the ther-

apist and stated he wasn’t filling it out, because there was

no space for him to put the role of partner, and he felt the

checklist was discriminatory. While this was an unex-

pected gesture on the client’s part, it heightened the ther-

apist’s awareness about this issue. 

Another patient of the same practitioner, this time in

homecare, was surrounded by family members of an

elderly Chinese patient, all of whom questioned the

occupational therapy referral, because, culturally, the

family cares for their elderly, both disabled and well

members. Occupation-based recommendations were

made for continued occupational performance, and

occupational participation was realized within the con-

text of the home, the family, and other cultural influ-

ences. The practitioner was very nicely shown to the

door and thanked for his time. No further visits could be

made, although the family was very polite about refus-

ing help. “Cultural differences enter into the therapy

process of assessment not only at the level of achieving

understanding and empathy for the client but also at the

level of choosing evaluation instruments and strategies

and interpreting results” (McGruder, 2003, p. 87). 

Health, promotion of healthy lifestyles, and preven-

tion are culturally influenced. For example, in the North

American dominant culture, there is a high value placed

on independence. Many occupational therapy assess-

ment tools are biased toward this value (Law, 1993).

McGruder (2003) discusses literature in occupational

therapy that “supports the need to tailor evaluation

strategies carefully, particularly considering culture and

racial, ethnic and class diversity” (pp. 88–89). Pizzi

(2003) emphasized the need to obtain an historical

account of the person as a primary strategy to assess his

or her culture and diverse needs. At the very least, cul-

tural differences should be acknowledged during assess-

ment. Utilizing therapeutic use of self to establish the

rapport needed to develop trust and maintain human dig-

nity through the evaluation process is essential. 

Ethical Issues in Health Promotion 
Assessment
There are many potential ethical quagmires therapists

can encounter during the evaluation process. Some of

these pitfalls are unique to community-based or health

promotion practice, while others are more germane to

the evaluation process as a whole. The AOTA Ethics
Standards (AOTA, 2007), which includes the Occupa-
tional Therapy Code of Ethics (2005) (AOTA, 2005a),

the Guidelines to the Occupational Therapy Code of
Ethics (Slater, 2006), and the Core Values and Attitudes
of Occupational Therapy Practice (AOTA, 1993), pro-

vide guidance regarding behavior to aspire to during

evaluation and intervention. The Ethics Standards are a

set of documents that can assist the occupational thera-

pist and occupational therapy assistant in fulfilling their

commitment to provide the best possible evaluation and

intervention services to their clients. They can be partic-

ularly helpful in self-refection of health promotion ser-

vice provision, as these services are often provided in

contexts with no or limited supervisory assistance.

Awareness and commitment to the Ethics Standards
prevents unintentional harm to clients and encourages

the delivery of services that reflect well upon the prac-

titioner and the profession. 

Examples follow of potentially unethical behaviors

and the rationale supporting why these behaviors are

unethical or illegal. This list of unethical behaviors is

not exhaustive but is illustrative to provoke the reader’s

thinking. Many resources, including the AOTA, the 

National Board for Certification in Occupational Ther-

apy (NBCOT), and state regulatory bodies are available

to consult if the reader has questions or concerns about

these or other issues. 
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Table 9–4 Selection of Principles That Influence Assessment in Health Promotion

1. Occupational therapy personnel shall demon-
strate a concern for the safety and well-being of 
the recipients of their services. (BENEFICENCE)

2. Occupational therapy personnel shall take mea-
sures to ensure a recipient’s safety and avoid 
imposing or inflicting harm. (NONMALEFICENCE)

4. Occupational therapy personnel practitioners 
shall achieve and continually maintain high 
standards of competence. (DUTY)

5. Occupational therapy personnel shall comply 
with laws and Association policies guiding the 
profession of occupational therapy. (PROCE-
DURAL JUSTICE)

6. Occupational therapy personnel shall provide 
accurate information when representing the
profession. (VERACITY)

Occupational therapy personnel shall:

1A. Provide services in a fair and equitable manner. They
shall recognize and appreciate the cultural compo-
nents of economics, geography, race, ethnicity, reli-
gious and political factors, marital status, age, sexual
orientation, gender identity and disability of all recipi-
ents of their services. 

1D. Recognize the responsibility to promote public health
and the safety and well-being of individuals, groups,
and/or communities.

Occupational therapy personnel shall:

2A. Maintain therapeutic relationships that shall not
exploit the recipient of services sexually, physically,
emotionally, psychologically, financially, socially, or in
any other manner.

Occupational therapy personnel shall:

4B. Conform to AOTA standards of practice and official
documents.

4D. Be competent in all topic areas in which they provide
instruction to consumers, peers, and/or students. 

4E. Critically examine available evidence so they may per-
form their duties on the basis of current information. 

4H. Refer to or consult with other service providers when-
ever such a referral or consultation would be helpful to
the care of the recipient of service. The referral or con-
sultation process should be done in collaboration with
the recipient of service.

Occupational therapy personnel shall: 

5D. Take reasonable steps to ensure employers are
aware of occupational therapy’s ethical obligations,
as set forth in this Code, and of the implications of
those obligations for occupational therapy practice,
education, and research.

Occupational therapy personnel shall:

6B. Disclose any professional, personal, financial, busi-
ness, or volunteer affiliations that may pose a conflict
of interest to those with whom they may establish a
professional, contractual, or other working relation-
ship. 

6D. Identify and fully disclose to all appropriate persons
errors that compromise recipients’ safety.

6E. Accept responsibility for their professional actions that
reduce the public’s trust in occupational therapy 
services and those that perform those services.

From Reference guide to the Occupational Therapy Code of Ethics (pp. 6–8), D. Y. Slater (Ed.), 2006, Bethesda, MD: American 

Occupational Therapy Association. Copyright 2006 by American Occupational Therapy Association. With permission.
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Five of the many potential issues therapists may face

during the evaluation process include (1) competence to

select and perform assessments, (2) conflict of interest,

(3) copyright infringement, (4) failure to perform due

diligence, and (5) misrepresentation of results. Each are

described below and are linked to one or more princi-

ples of the Occupational Therapy Code of Ethics (2005)
(AOTA, 2005a), the Guidelines to the Code, or Core
Values and Attitudes that direct and define appropriate

behavior.

Competence

A competent, ethical occupational therapist would com-

plete a thorough literature review and a needs assess-

ment prior to developing a health promotion program for

a group, community, institution, or organization. This

behavior is supported by Principles 4B, 4D, and 4E of

the Occupational Therapy Code of Ethics (2005) as are

the core values of truth and prudence. These principles

appear in Table 9-4. If the occupational therapist has had

no previous experience in this type of work, seeking a

mentor or obtaining additional training or education

would be appropriate first steps. Principle 4H (see Table

9-4) and Guideline 4.1, which states, “Occupational

therapy personnel developing new areas of competence

(skills, techniques, approaches) must engage in appropri-

ate study and training, under appropriate supervision,

before incorporating new areas into their practice” (Slater,

2006, p. 17), are relevant to this issue. Tickle-Degnen

(2002) encourages occupational therapists to be guided

by evidence when selecting assessments. 

Conflict of Interest

A multitude of possible situations exist where conflicts

of interest may arise. One example would be if a super-

visor directs his or her employees to routinely use an

assessment and/or a canned health promotion program

from which they receive royalties with no efforts to

individualize choice for the client’s needs. This is a con-

flict of interest in that financial gain may be influencing

assessment and practice decisions. This behavior would

be in violation of the value of truth and Principles 2A

and 6B (see Table 9-4) and Guidelines 6.1 and 6.2

(Slater, 2006), which caution occupational therapy prac-

titioners to avoid any situation that has the potential to

inappropriately influence their judgment or result in the

exploitation of a client.

Another example would be if two coworkers opened

a private health promotion practice that competes for

business with their primary employer. Their behavior

would be even more problematic if, without permis-

sion, they used materials for their private practice that

were developed while they were employees and were

owned by the primary employer. This behavior would

be in violation of Principle 5 (see Table 9-4) and

Guideline 3.2, which states, “Occupational therapy

personnel shall be diligent stewards of human, finan-

cial, and material resources of their employers. They

shall refrain from exploiting these resources for personal

gain” (Slater, 2006, p. 17). In addition, the behavior

would violate Guideline 6.4 and, to a lesser degree, 6.5.

Guideline 6.4 states, “Occupational therapy personnel

shall not accept obligations or duties that may compete

with or be in conflict with their duties to their employ-

ers” (Slater, 2006, p. 19), whereas Guideline 6.5 cau-

tions occupational therapy personnel not to “use their

position or the knowledge gained from their position in

such a way that knowingly gives rise to real or per-

ceived conflict of interest between themselves and their

employers, other association members or bodies,

and/or other organizations” (Slater, 2006, p. 19).

Copyright Infringement

Although individuals can attempt to justify “borrow-

ing” and “copying” a copyrighted assessment instead

of purchasing it, this behavior is both illegal and uneth-

ical. Depending on the purpose, asking local academic

institutions to borrow assessments can also be unethi-

cal. If the purpose of the loan is to review the assess-

ment for possible use and purchase, this would be both

prudent and fiscally responsible. However, if the pur-

pose was to make a copy for their use, it would be both

unethical and illegal. Employees are duty bound to

educate their employers of the necessity for access to

the appropriate assessments to provide competent ser-

vice to recipients. This duty is supported by the values

of justice and truth and by Guideline 3.1, which states,

“Occupational therapy practitioners take steps to make

sure that employers are aware of the ethical principles

of the profession and occupational therapy personnel’s

obligation to adhere to those ethical principles” (Slater,

2006, p. 17).

Failure to Perform Due Diligence 

Working expediently can be a positive attribute, but it

can also lead to unethical behavior if sufficient care is

not taken to select the best available assessment, to

properly administer the assessment, and to properly

report results. If the person knows the best assessment

and is able to perform it but does not do so, this

behavior is inappropriate and has the potential to

harm the object of the assessment, be it an individual,

a family, or a community. This behavior would thus

violate Principles 1 and 2 (see Table 9-4). Another

concern is this behavior’s potential to negatively

impact society’s view of the profession and the repu-

tation of the profession’s members, which would be in

violation of Principle 6E. 
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There are numerous resources available for occupa-

tional therapists to become knowledgeable about both

standard practice and best practice in assessment

(Hyner, et al., 1999; Law, 2002; Law, Baum, & Dunn,

2005). Besides these and other texts, additional

resources are available. The AOTA provides informa-

tion on evidence-based practice through its website and

continuing-education opportunities. Other professional

organizations and state associations also provide

resources and educational opportunities. It is essential

that occupational therapists use these resources to main-

tain their competence in selecting the best available

assessment to use in health promotion interventions with

the individual, family, community, or population. If

occupational therapists conduct assessments they are not

competent to perform, they fail to uphold the value of

truth and are in violation of Principles 1, 2, 4, and 5 (see

Table 9-4). It is important for occupational therapy per-

sonnel to know their strengths and weaknesses and to be

honest with themselves and the recipients of their care.

Misrepresentation of Results

Modifying assessment data for financial gain is obvi-

ously an unethical and illegal behavior. For example, it

is unethical to misrepresent the outcome of a community-

needs assessment to create the illusion that a health-

promotion program you can provide is required when

the assessment actually indicates that the community is

in greater need of other services that are more appropri-

ately provided by another occupational therapist or dis-

cipline. This behavior is in conflict with the core value

of truth, Principle 2A (see Table 9-4), and Guidelines
6.1 and 6.2 as described above. Guideline 1.3 states,

“Occupational therapy practitioners must be truthful

about their individual competencies. . . . In some cases

the therapist may need to refer the client to another pro-

fessional to assure that the most appropriate services

are provided” (Slater, 2006, p. 15), and it provides

helpful guidance as to appropriate behavior.

A second example of misrepresentation of results

occurs when results are manipulated in an attempt to be

helpful to an individual, family, or community. Although

it may be tempting to falsify data to ensure that a com-

munity or individual receives needed health promotion

services, it is still fraudulent and unethical. This behav-

ior is also not supported by the Ethics Standards.

Assessment Selection

Completing an occupational profile (AOTA, 2008) 

provides the occupational therapist with the back-

ground information necessary to assist in selecting

appropriate assessment tools, including standardized

tests. Standardized tests are administered and scored

following a prescribed system and are either norm-

referenced or criterion referenced (Imel, 1990). More

specifically, according to Surrey and colleagues (2003),

the prevailing criteria indicate that a standardized test is an

instrument that must meet the following six conditions: 

• Establishment of reliability

• Verified validity

• Specific and clear administration instructions

• Appropriate instructions for interpretation of the

results

• Well established equipment standards

• Normative data based on large population 

samples (pp. 97–98)

Many factors must be considered prior to selecting

assessment tools or tests. Windsor (2002, 2003) devel-

oped a test critique assignment for a graduate research

class at Towson University. This assignment required stu-

dents to answer questions regarding the ease of a test’s

administration, cost, and psychometric properties (e.g.,

reliability, validity, standard error of measurement). A

modified version of selected questions from this assign-

ment appears in Content Box 9-3.

168 SECTION II Designing Health Promotion Interventions

Content Box 9-3

Considerations for the Selection 
of a Test or Standardized Assessment
1. What is the purpose or function of the test?
2. Is the purpose compatible with the client’s

goals?
3. Will the test provide data about the client’s 

occupational performance?
4. What is the validity of the test?
5. What is the reliability of the test?
6. What is the appropriate test population 

(e.g., age, diagnostic group)?
7. What is the test’s cost to the client?
8. What is the cost to the institution or agency?
9. Does this cost include test materials/manual/

answer sheets?
10. Are the test materials easy to manipulate, use,

clean?
11. Is the test administered in a group or 

individually?
12. How long does the test administration take?
13. How easy is it to administer/score?
14. Does fatigue affect the result?
15. Do you have the required skill/training to 

administer the test?
16. Do you have the required skill/training to 

interpret the test results?

Adapted from Test critique assignment by M. M. Windsor, 2002 &

2003, for OCTH 613 Advanced Research Methods in Occupation-

Based Practice, Towson, MD: Towson University. Adapted with 

permission.
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The questions included in Content Box 9-3 address

the three primary attributes requiring scrutiny when 

selecting a test: validity, reliability, and usability
(Lyman, 1998). These three attributes are defined and

described in Table 9-5. A clear link between the con-

structs to be measured in an assessment and an

accepted theory is necessary to enhance the assess-

ment’s validity. The presence of this link should be

considered when selecting an assessment tool. Also,

care must be taken prior to selecting an assessment

designed for a specific population (e.g., individuals

with physical disabilities in the United States) if using

it with a different population (e.g., new immigrant fam-

ilies from the Sudan who are experiencing stress from

war and resettlement). Usability, or practical factors,

must always be considered when selecting health pro-

motion assessments, whether the client is an individual,

a family or group, or a community. 

Polgar (2003) reported varying recommendations or

guidelines for a minimum level of reliability depending

on a test’s purpose. In general, the purposes of assess-

ment in health promotion (e.g., screening, assessment

of attitudes) do not require the same level of reliability

as a test to determine an individual’s discharge place-

ment. Whereas a 0.90 minimum level of reliability is

recommended for placement decisions, it may be

appropriate for health promotion screenings to require

a reliability coefficient of only 0.80. Although a relia-

bility coefficient of 0.60 is often considered too low 

for use in a clinical context, it has been proposed as an

acceptable minimum level of reliability for group atti-

tude tests, if the results are reported for the group as a

whole (Polgar, 2003). Detailed information regarding

critiquing standardized assessments (Polgar, 2003) and

interpreting test scores (Lyman, 1998; Silverlake,

1999) are available. 

It is more challenging to locate standardized health-

promotion occupation-based assessments than assess-

ments for other areas of occupational therapy practice.

However, even if standardized assessments are unavail-

able, both usability and alignment with client needs and

preferences must be considered when selecting a non-

standardized assessment tool. A variety of resources

(AOTA, 1996; Boop, 2003; Christiansen & Baum,

1997; Hyner et al., 1999; Law et al., 2005; Letts, Baum,

& Perlmutter, 2003 [assessments specific for older

adults]; Paul & Orchanian, 2003) are available to assist

the occupational therapist in identifying, locating, and

selecting appropriate assessments for health promotion

interventions.  

Component Versus Holistic 
Assessment and Objective 
Versus Subjective Assessment

It has been difficult to find holistic prevention/health

promotion and wellness assessments specific for occu-

pational therapy that have some level of validity and

reliability, though these assessments exist in other disci-

plines. Development of such assessments has been 

limited in occupational therapy, with the majority of

assessment tools being component-driven, emphasizing

a person’s deficits and problems and being objective in

nature (versus client-centered and coming from, or at

least including, the client’s subjective experiences).

This appears to be an area for further development and

growth in occupational therapy.

While the profession’s official documents value

diversity; the promotion of healthy lifestyles; the preven-

tion of disease; and the principles of being client-

centered, occupation-based, and holistic, the assessment

tools and the overall evaluation process simply do not

reflect many of these factors. Using only component-

based assessments with interventions that focus only on

improving the performance of that function or structure

does not speak to the possibilities that occupational ther-

apy can afford a client. The Framework, while acknowl-

edging these as client factors, emphasizes participation.

The overarching goal of occupational therapy, according
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Table 9–5 Necessary Attributes to Consider in the Selection of Assessments

Term Definition/Description Source

Reliability The consistency of measurements when the testing procedure is repeated Polgar, 2003
on a population of individuals or groups (American Educational Research 
Association [AERA], 1999, p. 25)

Validity The degree to which evidence and theory support interpretations of Polgar, 2003
test scores or assessment results (AERA, 1999, p. 9)

Usability All such practical factors such as cost, ease of scoring, time required, 
and the like (AERA, 1999, p. 9) Lyman, 1998
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to the Framework, is “supporting health and participa-

tion in life through engagement in occupation” (AOTA,

2008, p. 660). If the Framework is used as intended, it is

vital that assessments take on a more global and holistic

perspective. Practitioners, including those working in 

a more component-driven and often reimbursement-

driven environment, are focused on function. Function 
is often used to describe occupational performance,

because occupational therapy enhances and facilitates

both function and occupational performance. However,

in order for the profession to move forward and to con-

tinue developing its unique identity, practitioners need to

continually reflect on the following questions: 

• Is this really occupational therapy? 

• Is the client’s uniqueness being considered in the

assessment process? 

• Is the focus on the client’s needs, goals, aspira-

tions, and hopes?

• Will the intervention help to facilitate a level of

occupational engagement that is satisfactory to the

client?

One strategy to address these questions is to  ensure

clients have as much input as they wish during the eval-

uation process. 

No one knows the client better than the client. The

occupational therapist’s ability to clinically reason

through a situation to assist a client to optimize their

health and wellbeing is crucial. However, occupational

therapy knowledge and application of that knowledge

can result in an objective bias toward what the practi-

tioner deems is important in the client’s life. The prac-

titioner may then make decisions regarding assessment

and intervention that are unduly influenced by what 

the practitioner believes is right and good. When occu-

pational therapists add to the assessment process the

dimension of a client’s subjective responses, such as

their narrative, story, or occupational history, then

intervention that follows will more likely automatically

include an integration of both the client’s perceptions

of their life story and the practitioner’s clinical reason-

ing skills. The astute, expert therapist effectively uses

conditional reasoning. This enables him or her to eval-

uate the client within the social contexts of home and

community and thereby identify the client’s current and

future needs more appropriately (Benamy, 1996).

Lund, Tamm, and Branholm (2001) explored and

compared patients’ and professionals’ perceptions

about participation in care. First they examined how

patients perceived their participation in the planning of

their rehabilitation. They next described the nurses’

and occupational therapists’ view of the strategies 

used to encourage patients’ participation, and then 

they compared the perceptions of the two groups (i.e., 

patients and health-care providers). Data were col-

lected through semistructured interviews with 57 

hospitalized patients, 39 nurses, and 11 occupational

therapists. On the basis of the data, patients were cate-

gorized as

• relinquishers, 

• participants, and 

• occasional participants.

Professionals were categorized as information

providers and rehabilitation practitioners. Approxi-

mately the same strategies used by the professionals to

encourage patient participation were provided regard-

less of patient category. It was suggested that profes-

sionals needed to be sensitive to the patient’s desire to

participate in the planning of a rehabilitation program.

Further research was recommended to investigate

which circumstances affected patients’ participation

and which strategies professionals could use to encour-

age their participation.

Conclusion

Measurement of occupational performance includes

the use of both quantitative and qualitative assessment

approaches, from the perspective of the client, his or

her family or caregiver, and the occupational therapist. 

As occupational therapists develop an evidence-based

practice, a valid measurement process is essential in

providing evidence of the effectiveness and efficiency

of our services. Our measurement practices need to fit

within a client-centered practice where persons, their

families and therapists work in partnership to enhance

occupational performance. Our clients expect, and

have a right to know and receive, evidence of the out-

comes of occupational therapy service provision. (Law

& Baum, 2001, p. 15)

The likelihood of a client following up with health-

promotion or prevention interventions will be greater

when the client values the occupational therapy process

through being a part of the process. In addition, the

client is more likely to feel included and respected. The

next chapter will describe several health promotion

assessments that foster the collaborative relationship.

◗ For Discussion and Review

1. A professor copies an assessment for educational

purposes, because the department states it does not

have enough money budgeted to purchase one for

each student. Describe how this is or is not an ethi-

cal problem, and defend your position.
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2. What does the Framework say about assessment

and evaluation? Is there a distinction? Should com-

ponents of occupational performance be included?

Why or why not?

3. Describe how validity and reliability of assessments is

related to best practice and evidence-based practice.

◗ Research Questions

1. Develop a qualitative study to examine practition-

ers’ understanding and application of ethical rea-

soning when selecting and using assessments to 

determine the needs of individuals, families, or

communities. 

2. Design a quantitative or mixed-method research

study to determine (a) the most frequently used

assessments in occupational therapy health promo-

tion and (b) the rationale for their selection. 
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Chapter 10

Assessments for Health Promotion 
Practice
Michael A. Pizzi, S. Maggie Reitz, and Marjorie E. Scaffa

The assessment offers therapists using a client-centered approach the opportunity to com-

municate to clients that they care about the client’s view of the situation, that they want to

understand the context of the person’s life, that they are committed to helping, that they

have some expertise that may be of assistance, and that they can be trusted to do what the

client has said he or she wants. 

—Pollock & McColl, 1998, p. 90

Learning Object ives

This chapter is designed to enable the reader to:

• Select appropriate occupational therapy assess-
ments for health promotion and prevention
practice.

• Identify assessments from other disciplines specific
to the prevention of injury and disability and to the
promotion of health and wellness that can be 
utilized or adapted for occupational therapy practice.

• Describe the variety of quality-of-life (QOL)
assessments available, and discuss their 
usefulness in occupational therapy health 
promotion practice.

• Describe and implement an occupation-based
wellness screening tool that can be used with
people of all life stages and from a variety of 
populations.

• Identify assessment approaches and tools appro-
priate for evaluating the health promotion needs
of communities. 

Key Terms

Achievable risk
Appraised risk 
Capacity assessment
Client

Community assessment
Family systems theory
Health risk appraisals

(HRA)

Macro level
Meso level
Micro level

Occupational wellness
Relative risk 

Introduction

In a health-care environment that is becoming more

focused on health promotion and prevention, occupa-

tional therapy has an opportunity to contribute to and

lead the movement to create healthy individuals, com-

munities, and wellness-oriented societies. This chap-

ter describes currently available occupational therapy

assessments that may be appropriate for health 

promotion practice and discusses health promotion

and quality-of-life assessments that can be utilized by

occupational therapists.

These assessments can be used specifically to pre-

vent injury and disability and to promote health and

wellbeing. Community assessment is discussed, and a

health promotion occupational therapy screening tool

designed for adults or caregivers is introduced to incor-

porate into the occupational therapy evaluation process. 

Occupational Therapy
Assessments

Many of the well-known assessments in occupational

therapy measure components or portions of a person’s

occupational performance. The areas of occupation

measured may include “activities of daily living

(ADLs), instrumental activities of daily living (IADLs),
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are relevant for health promotion practice. Several of

these will be discussed in this chapter, including 

the Canadian Occupational Performance Measure

(COPM); three assessments based on the Model of

Human Occupation, including the Occupational 

Circumstances Assessment Interview and Rating

Scale (OCAIRS, Version 4.0), the Occupational Self

Assessment (OSA), and the Family Assessment of

Occupational Functioning (FAOF); and the Assess-

ment of Motor and Process Skills (AMPS). A listing

of additional occupational therapy assessments that

may be useful in health promotion practice can be

found in Content Box 10-1. While these are not

specifically designed for health promotion practice,

many are closely aligned with the principles and prac-

tice of health promotion. 
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rest and sleep, education, work, play, leisure, social par-

ticipation” (American Occupational Therapy Associa-

tion [AOTA], 2008, p. 628). Many assessments used in

occupational therapy come from other disciplines or are

informal assessments created to suit the practitioner’s

particular work environment. This ad hoc approach is

often a source of great frustration among occupation-

centered practitioners who are attempting to engage in

best practice. While some of these assessments may be

holistic and may focus on health and wellbeing, their

validity and reliability can be questioned.

In the current economic and health-care climate, it

is essential that assessments provide the foundation

for evidence-based and best practice, as defined in 

the previous chapter. Client-centered, occupation-

focused occupational therapy assessments exist that

Occupational Performance
• Canadian Occupational Performance Measure

(COPM)
• Model of Human Occupation Screening Tool 

(MOHOST)
• Occupational Circumstances Assessment Inter-

view Rating Scale (OCAIRS)
• Occupational Performance History Interview—

second version (OPHI-II)
• Occupational Questionnaire
• Occupational Self-Assessment (OSA)—adult and

child versions
• Perceived Efficacy and Goal Setting System for

Children
• School Function Assessment
• Self-Assessment of Occupational Functioning

(SAOF)
• Volitional Questionnaire—adult and child versions

Play
• Child Behaviors Inventory for Playfulness
• Children’s Playfulness Scale
• ChIPPA (Child-Initiated Pretend Play Assessment)
• Pediatric Interest Profiles (PIPs)
• Play History
• Preferences for Activities of Children (PAC)
• Preschool Play Scale, Revised
• Test of Playfulness (ToP)

Leisure
• Activity Index & Meaningfulness of Activity Scale
• The Experience of Leisure Scale (TELS)
• Idyll Arbor Leisure Battery includes

• Leisure Assessment Inventory
• Leisure Attitude Measure
• Leisure Interest Measure
• Leisure Motivation Scale
• Leisure Satisfaction Measure

• Knowdell Leisure & Retirement Activities Card Sort
• Leisure Interest Profile for Adults
• Leisure Interest Profile for Seniors
• Modified Interest Checklist 
• NPI Interest Checklist

Work
• COP System Career Guidance Program
• Geist Picture Interest Inventory—Revised
• Hall Occupational Orientation Inventory
• Transition Planning Inventory
• Transition to Work Inventory
• Work Adjustment Inventory
• Work Environment Impact Scale (WEIS)
• WorkPlace Mentor
• Workplace Skills Survey

ADLs and IADLs
• Assessment of Motor and Process Skills 
• Kohlman Evaluation of Living Skills
• Psychosocial Impact of Assistive Devices Scale
• Task Management Strategies for Caregivers

Social Participation
• CASP-19 (Control, Autonomy, Self-Realization, and

Pleasure)
• Children’s Assessment of Participation & 

Enjoyment (CAPE)
• Community Integration Measure
• Community Integration Questionnaire
• Health-Related Quality of Life
• Participation Scale
• RAND Social Health Battery
• Satisfaction With Performance Scaled 

Questionnaire

Roles, Habits, and Routines
• Adolescent Role Assessment
• National Institutes of Health Activity Record

Content Box 10-1 

Potentially Useful Assessments for Health Promotion Practice
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Canadian Occupational Performance
Measure (COPM) 
The Canadian Occupational Performance Measure

(COPM), developed by Law and colleagues (1998), is an

occupational therapy assessment that can be very useful

as a health promotion and wellness tool. The COPM is 

a semistructured interview divided into three areas: 

self-care, productivity, and leisure. The occupational

therapist interviews clients to determine their perceived

occupational performance and their satisfaction with that

performance. Clients rate their perceived performance

and satisfaction on a scale of 1 to 10. It is client-

centered; uses the Canadian Model of Occupational Per-

formance as a theoretical basis; and has been used as a

measurement tool in practice, education, and research

(McColl, Paterson, Davies, Doubt, & Law, 2000).

The major strength of this assessment is that it is

truly client-centered. In addition, the COPM has

demonstrated validity and reliability. Criterion valid-

ity and construct validity have been supported (Law,

Baum, & Dunn, 2005; McColl et al., 2000), and test-

retest reliability has been reported from 0.75 to .89

(Law et al., 2005). The primary weaknesses of the

COPM are that the therapist must be a skilled inter-

viewer (McColl & Pollock, 2005), it is time-consuming

(McColl et al., 2000), and clients must be willing and

able to participate. This is an excellent tool to assess

a client’s perceptions, if he or she can participate;

otherwise, it may need to be used in conjunction 

with other tools or education in order to assess poten-

tial areas of occupational engagement. McColl and

colleagues (2000) have demonstrated the utility of
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• Role Change Assessment
• Role Checklist
• Routine Task Inventory
• Self-Discovery Tapestry
• Worker Role Interview

Context
• Accessibility Checklist
• Americans With Disabilities Act Guidelines Check-

list for Buildings & Facilities
• Environmental Rating Scales
• Home Assessment Profile
• Home Observation & Measurement of the 

Environment (HOME)
• Life Stressor and Social Resources Inventory
• Readily Achievable Checklist
• Safety Assessment of Function and the Environ-

ment for Rehabilitation (SAFER)
• School Setting Interview (SSI)
• Social Climate Scale: Community-Oriented Pro-

grams Environment Scale
• Social Climate Scale: Family Environment Scale
• Test of Environmental Supportiveness
• Westmead Home Safety Assessment

Developmental Assessments
• Denver Developmental Screening Test II
• Evaluation Tool of Children’s Handwriting (ETCH)
• First STEP Developmental Screening Tool for Eval-

uating Preschoolers
• Hawaii Early Learning Profile (HELP)
• Miller Assessment for Preschoolers

Social and Interaction Skills
• Aggression Questionnaire
• Burks Behavior Rating Scales
• Infant Toddler Social and Emotional Assessment

• Interpersonal Style Inventory
• Mother–Child Interaction Checklist 
• OT PAL (Psychosocial Assessment of Learning)
• Parent–Child Relationship Inventory
• Social Adjustment Scale—Self Report
• Social Interaction Scale (SIS) 
• Student Behavior Survey

Coping and Adaptation
• Adolescent Coping Orientation for Problem 

Experiences
• Caregiver Strain Index
• Carer’s Checklist
• COPE/ Brief COPE
• Coping Health Inventory for Parents
• Coping Inventory/Early Coping Inventory
• Holmes-Rahe Life Change Index
• OT-Quest
• Parenting Stress Index
• Resiliency Scales for Adolescents
• Rhode Island Stress & Coping Inventory
• Sickness Impact Profile
• Spiritual Wellbeing Scale 
• Student Adaptation to College Questionnaire
• Ways of Coping Questionnaire

Psychological Processes
• Adult Self-Perception Profile
• Children’s Nowicki-Strickland Internal-External 

Locus of Control
• Color-A-Person Body Dissatisfaction Test
• Culture Free Self-Esteem Inventories
• Depression and Anxiety in Youth Scale
• General Self-Efficacy Scale
• Multidimensional Self-Concept Scale
• Piers-Harris Children’s Self-Concept Scale

Content Box 10-1 

Potentially Useful Assessments for Health Promotion Practice—cont’d

Note: Many of these assessments are described in Asher (2007).
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the COPM in community practice. The global use of 

this assessment, which has been translated into 22

languages (McColl & Pollock, 2005), speaks to its

ability to put the value of client-centered care into

action.

Model of Human Occupation (MOHO)
Assessments 
When the Model of Human Occupation (MOHO) was

developed (Kielhofner & Burke, 1980), it was a differ-

ent and exciting theoretical model from which to

develop practice, especially on the individual level. The

MOHO has much to offer health promotion practice,

not only at the individual level but also at the family

and community level (see Chapter 2 in this text).

Although many assessments based on the MOHO have

been developed (University of Illinois at Chicago,

Department of Occupational Therapy, 2005), two

assessments are deemed particularly useful in health

promotion: the Occupational Circumstances Assess-

ment Interview and Rating Scale and the Occupational

Self Assessment (Kielhofner, personal communication,

2004). A third potential assessment in health promotion

practice is the Family Assessment of Occupational

Functioning (FAOF), which is currently being revised

and tested to improve reliability and validity. These

three assessments are described here.

Occupational Circumstances Assessment Interview
and Rating Scale (OCAIRS) 

The Occupational Circumstances Assessment Inter-

view and Rating Scale (OCAIRS) is a modification

of the original Occupational Case Analysis Interview

and Rating Scale. The acronym remains the same

even though the assessment’s title has been updated

to better reflect the current theoretical constructs and

principles of the MOHO, specifically the 2002 pub-

lished version of the MOHO (Kielhofner, 2002). The

latest version of the OCAIRS is available from the

MOHO Clearinghouse (Forsyth et al., 2005). This

assessment is classified as a semistructured interview

that guides the gathering of information in 12 areas

(Content Box 10-2) based on the MOHO. These areas

include constructs from the original MOHO, as well

as the client’s interpretation of past experience and

their readiness for change. The OCAIRS can be used

with adolescents, adults, and older persons who 

have sufficient emotional and cognition functional

abilities. The purpose of this assessment is to deter-

mine a person’s occupational participation and 

occupational adaptation process as a precursor to

developing an intervention plan with the client to

maximize his or her successful community adjust-

ment (Forsyth et al., 2005).
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There are three versions of the OCAIRS; they are

designed specifically for use with individuals in a men-

tal health setting, a forensics mental health setting, and

a physical disability setting. All three versions use the

same rating scale and criteria. Four forms are available

for each setting. These forms are similar in structure

but are modified to the contextual features of the set-

ting. Table 10-1 describes the forms’ general structure.

In order to use this assessment, the occupational thera-

pist should be familiar with current MOHO terminol-

ogy, should be skilled in the interview process, and

should have experience in psychosocial practice

(Forsyth et al., 2005). Novice users of the OCAIRS

should use the full questions in the recommended

sequence. Experienced users who use Form 1 may

modify both the questions and their order to enhance

the interview process and outcome. 

Upon interview completion, the therapist must rate

each item using specific criteria to assign a score based

on how well the measured item influences the client’s

participation. This scale includes four possible ratings,

described by the acronym FAIR: 

F:the item “facilitates participation in occupation”; 

A: the item “allows participation in occupation”; 

I:the item “inhibits participation in occupation”;

and 

R: the item “restricts participation in occupation.”

(Forsyth et al., 2005, p. 11).

With experience, the assessment can be administered

in 20 to 30 minutes, with an additional 5 to 10 minutes

for interpretation and recording of results. Studies on

both a Swedish version of the original instrument and

the second version of the OCAIRS provided evidence 

Content Box 10-2

OCAIRS Assessment Areas
• Roles
• Habits
• Personal causation
• Values
• Interests
• Skills
• Short-term goals
• Long-term goals
• Interpretation of past experiences
• Physical environment
• Social environment
• Readiness for change

Data from A user’s manual for the Occupational Circumstances
Assessment Interview and Rating Scale (OCAIRS, Version 4.0) (p. 3),

by K. Forsyth, S. Deshpande, G. Kielhofner, C. Henriksson, L.

Haglund, L. Olson, S. Skinner, & S. R. J. Kulkarni, 2005, Chicago:

Model of Human Occupation Clearinghouse, University of Illinois at

Chicago.
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of excellent inter-rater reliability and adequate internal

consistency (Haglund, Thorell, & Walinder, 1998; Henry,

2003). In addition, when compared to the Global 

Assessment Scale, the OCAIRS was found to have sat-

isfactory concurrent validity (Brollier, Watts, Bauer, &

Schmidt, 1989). No studies on the reliability and valid-

ity of the current version have been published.

A strength of the OCAIRS is that it assesses sev-

eral areas that are relevant for health promotion prac-

tice. Therapists in health promotion practice need 

information on a person’s habits and daily routines,

personal challenges, goals and plans to accomplish

those goals, social support, sense of self-efficacy,

ability to adapt to change, and readiness for change.

This instrument provides this information and rates

these areas in terms of their impact on occupational

participation. The focus on occupational participation

and its impact on health is particularly salient for

health promotion practice. Other strengths of the

OCAIRS includes the ability of the interviewer to

adjust the questions as needed, the obtainment of both

quantitative and qualitative data, and the relatively

short time frame needed for administration and inter-

pretation. A weakness of the assessment is that it can

be lengthy, particularly if the client and therapist

explore the scope of problems rather than solely iden-

tifying the problems (McColl & Pollock, 2005). The

weakness for health promotion practice is that it does

not necessarily measure health issues directly but

rather addresses occupational areas of participation

that impact health and wellbeing. 

Occupational Self Assessment (OSA) 

The Occupational Self Assessment (OSA) is a client-

centered, self-report assessment designed to “capture

clients’ perceptions of their own occupational compe-

tence and of the impact of their environments on their

occupational adaptation” (Kielhofner, 2002, p. 221).

The second version of the OSA was copyrighted in

1998 and revised in 2006. Care was taken to translate

constructs from the MOHO into everyday language

that is not culture-bound. In addition to the MOHO,

the OSA is also based on principles of a client-

centered approach. The OSA is most useful with

higher-level-functioning individuals who are able to

be reflective and plan, who have the capacity for real-

istic self-appraisal, and who wish to collaborate in

goal-setting (Baron, Kielhofner, Iyenger, Goldhammer,

& Wolenski, 2006). 

The OSA was designed to measure competence and

values for everyday tasks. Clients are given a list of 

21 items and asked to rate their perceived level of com-

petence regarding a particular task and the importance

of each task. (Table 10-2 identifies these items and their

relationship to the MOHO constructs.) Clients rate

their occupational competence by circling one of the

four possible responses (Baron et al., 2006, p. 14),

which include the following:

• “I have a lot of problems doing this.” 

• “I have some difficulty doing this.” 

• “I do this very well”

• “I do this extremely well.” 

Clients rate their occupational identity (i.e., values)

from the following possible four responses (Baron 

et al., 2006, p. 14):

• “This is not so important to me.” 

• “This is important to me.” 

• “This is more important to me.” 

• “This is most important to me.”

After clients rate their occupational competence and

their occupational identity for each item, they deter-

mine a maximum of four priority areas for change. The

areas are then rank-ordered to distinguish which is of

highest priority. The identified areas of potential

change become the foundation for collaborative inter-

vention planning (Baron et al., 2006).

The occupational therapist can examine the gap

between clients’ rated value of a particular item and

their rating of their occupational competence for that

same item. The gap can be considered a measure of sat-

isfaction with their competence. A small gap indicates

more satisfaction, while a large gap indicates less satis-

faction and greater potential for an area to be identified
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Table 10–1 Structure of Forms for OCAIRS

Form Interview Description

Form 1 Full questions

Form 2 Abbreviated questions

Full rating scale

Form 3 Note section

Abbreviated questions

Full rating scale

Form 4 Keyword list for use during
administration of any of the other
forms.

Data from A user’s manual for the Occupational Circumstances Assess-
ment Interview and Rating Scale (OCAIRS, Version 4.0) (p. 28), by 

K. Forsyth, S. Deshpande, G. Kielhofner, C. Henriksson, L. Haglund, 

L. Olson, S. Skinner, & S. R. J. Kulkarni, 2005, Chicago: Model of

Human Occupation Clearinghouse, University of Illinois at Chicago.
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as a priority for change. However, some clients may

prefer to first address goals that seem easier or more

reachable. In client-centered practice, it is important to

understand why clients select their particular goals,

especially if they do not match the items with the great-

est gap between competence and value.

As with the administration of any assessment, it is

important to consider the comfort and selection of the

environment. When the OSA is used in health promotion

with an individual, family, or group, the assessment could

be completed at home in between sessions or as part of

an initial session. Clients usually take between 10 and 20

minutes to complete this pencil-and-paper self-assessment. 

Afterward, the occupational therapist should allot an

additional 15 minutes for joint intervention planning, if

an intervention is indicated. The OSA can be used for

reevaluation purposes as a postintervention outcome

measure to assess changes in occupational competence

by following the specific guidelines as outlined in the

user’s manual (Baron et al., 2006).

The OSA has numerous strengths. It measures sev-

eral areas of occupational participation, practitioners

can collaborate with the client to make intervention

decisions, and studies have provided evidence of its

psychometric properties (Baron et al., 2006). Two

international studies using the OSA have demonstrated

preliminary construct validity and the usefulness of

the tool across language, cultural, and diagnostic

groups (Kielhofner, 2002). As mentioned previously, it

also can be used for reevaluation purposes to measure
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Table 10–2 MOHO Constructs and Related OSA Items

Constructs Items

Skills/Occupational Performance • Concentrating on my tasks

• Physically doing what I need to do

• Taking care of the place where I live

• Taking care of myself

• Taking care of others for whom I am responsible

• Getting where I need to go

• Managing my finances

• Managing my basic needs (food, medicine)

• Expressing myself to others

• Getting along with others

• Identifying and solving problems

Habituation

• Habits • Relaxing and enjoying myself

• Roles • Getting done what I need to do

• Having a satisfying routine

• Handling my responsibilities

• Being involved as a student, worker, volunteer, and/or family member

Volition

• Personal Causation • Doing activities I like

• Values • Working toward my goals

• Interests • Making decisions based on what I think is important

• Accomplishing what I set out to do

• Effectively using my abilities

Adapted from A user’s manual for the Occupational Self Assessment by K. Baron, G. Kielhofner, A. Iyenger, V. Goldhammer, & 

J. Wolenski, 2006, p. 63. Copyright © 1998 by University of Illinois at Chicago. With permission.
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outcomes. Another strength is that the OSA is linked to

theory and can be used to help explain this theory to

clients. As it is a self-report, other assessments may need

to be used in conjunction with the OSA to determine

occupational function and the impact of impairments on

one’s health and occupational participation. Reliability

measures, such as internal consistency and test-retest,

have not been reported (McColl & Pollock, 2005).

Users of any MOHO-based assessment should rou-

tinely monitor the MOHO Clearinghouse at http://

www.moho.uic.edu/ for information on the latest ver-

sions, the status of translations, and the reliability and

validity studies. The current version of the OSA no

longer includes items on the environment; an environ-

mental scale is currently being revised. A version of the

OSA for children, the Child Occupational Self Assess-

ment (COSA), has been developed (Kielhofner, 2002).

Results of preliminary studies on psychometric proper-

ties are available through the MOHO Clearinghouse

website. Both the OSA and COSA instruments show

promise for use in health promotion programs to enable

client-centered interventions and to address enhancing

occupational competence for improved wellbeing and

quality of life.

Family Assessment of Occupational Functioning
(FAOF)

The Family Assessment of Occupational Functioning

(FAOF) was designed to evaluate the occupational

function of family units using the MOHO and family

systems theory as a framework (Shepherd, Scaffa, &

Pizzi, 1989). Occupational therapists often include

caregivers and family members in the evaluation

process but rarely evaluate the occupational function of

the family as a whole. In contrast, family assessments

are plentiful in the family therapy literature but do not

include occupation-focused assessment items. 

Family systems theory describes a family system

as open and having a complex organizational structure

that maintains a steady, stable state through interactions

with its environment. Family systems have the capacity

to grow, develop, and change over time. Family mem-

bers are interdependent, engaging in complex interac-

tions. A change in one family member’s function can

affect all others in the family system. Therefore, an

individual cannot be completely understood outside the

context of his or her family (Caskie, 1998). Families

are more than the sum of their parts, and describing

individual family members explains little about family

functioning. In order to obtain an accurate understand-

ing of family dynamics, the family system must be

evaluated as a unit.

Although the MOHO was originally conceptualized

for individuals, it shares much in common with family

systems theory. Families can be thought to consist of

the same three interrelated elements (i.e., volition, 

habituation, and performance capacity) as described in

the MOHO (Kielhofner, 2002, 2004). Family volition

(i.e., personal, or in this case family, causation; values;

and goals) is strongly influenced by cultural back-

ground and socioeconomic status. Family habituation

reflects family habits and roles. The family’s perfor-

mance capacity consists of the combined abilities and

skills of family members that are available for the per-

formance of family functions. Family functions are the

occupations that families engage in to meet the needs

of individual members, portions of the family, and the

family as a whole. The needs addressed by families

include daily care, affection, socialization, self-defini-

tion, educational/vocational, economic, and recreation

(Turnbull & Turnbull, 1990). In addition, families

make a significant contribution to the physical and

mental health of their members. Family interactions

can facilitate or hinder health promotion, disease pre-

vention, and recuperation or rehabilitation efforts of

individual family members (Turk & Kerns, 1985).

The FAOF was developed to identify areas of family

occupational behavior that facilitate or constrain family

adaptation. The assessment was originally conceptual-

ized as a way to evaluate a family’s adjustment to dis-

ability, but it has much wider applicability. It can be

used to assess any family in need of occupational inter-

vention, including families affected by substance

abuse, domestic violence, or disaster. The FAOF con-

sists of 42 items addressing the three elements of the

MOHO and the environmental context of the family. In

the current version, there are 6 items in each of the fol-

lowing categories: values, interests, personal causation,

roles, habits, skills, and environment. Scores are calcu-

lated for each category, with the overall sum used as the

total score for the instrument. High scores are indica-

tive of adaptive occupational functioning, or the ability

of family members to meet the family’s needs and to

fulfill social expectations for productive participation.

The assessment items have a “we” orientation and are

designed to describe various aspects of family occupa-

tional behavior. All items are rated on a 5-point Likert

scale from “very true about our family” (5) to “not at

all true” (0). The assessment is a self-reported measure

that can be given to multiple family members to deter-

mine the degree of congruence of perceptions of fam-

ily functioning.

Content validity of the instrument was established

using a panel of 14 experts—occupational therapists

who used the MOHO in their practice or research. The

FAOF items were rated for clarity, relevance to the

MOHO and to family systems theory, and appropriate-

ness for occupational therapy practice. Approximately

Chapter 10 Assessments for Health Promotion Practice 179

1193_Ch10_173-194.qxd  6/8/09  6:04 PM  Page 179



94% of the assessment items were rated 3.5 or higher

(on a 5-point Likert scale) in all areas. Sixty-eight per-

cent of the items demonstrated 80% or greater agree-

ment among the raters regarding the MOHO component

being evaluated. In addition, 94% of the items were

rated 3.5 or higher for clarity, 97% were rated 3.5 or

higher for relevance to the MOHO, 98% were rated

3.5 or higher for relevance to family systems theory, and

98% were rated 3.5 or higher for relevance to occupa-

tional therapy practice (Pledger, 1990). The results 

of the content validity study were used to revise 

the assessment.

Chessler (1992) tested the concurrent validity of the

FAOF, comparing scores on the FAOF to those on the

Family Hardiness Index (FHI), which was developed

by family therapists McCubbin, McCubbin, and Thomp-

son (1986). The FHI was designed to measure family

resiliency and adaptability. One member of each of 25

families completed both instruments. Approximately

75% of the respondents were female. The correlation

coefficients by category and overall were low, ranging

from .012 to .342, indicating that these instruments

are not measuring comparable constructs. Continued

research is needed to further establish reliability and

validity of the FAOF. 

A significant strength of the FAOF is that it is a 

family-oriented occupational therapy assessment based

on occupational therapy theory and focused on family

systems rather than on individuals. It was tested both with

families affected by a physically challenged family mem-

ber and by those without a physically challenged individ-

ual. The FAOF may be further strengthened by reviewing

the MOHO’s evolution and considering additional items

based on new constructs; for example, it may be appro-

priate to add an item based on the use of occupational

adaptation, which is now incorporated into the latest 

version of the MOHO (Kielhofner, 2002, 2004). Further

studies are needed to strengthen the psychometric prop-

erties, but this tool can be a much needed and welcome

addition for practitioners concerned about the impact of

occupational impairments on the health and wellbeing of

families. 

The Assessment of Motor 
and Process Skills (AMPS)
The Assessment of Motor and Process Skills

(AMPS) is an observational assessment used to mea-

sure the quality of an individual’s performance of

instrumental activities of daily living (IADL) in con-

text by occupational therapists who have been

trained and calibrated in administration of this tool

(AMPS Project International [AMPS PI], n.d.b).

This client-centered assessment is conducted during

the performance of client-selected relevant tasks. It

was developed by Fisher and published in 1995

(Gitlin, 2005) and remains one of the few standard-

ized measures of performance in occupational therapy

(Fisher, 2006). Originally, the AMPS was developed

to measure solely IADL performance and included 56

possible tasks (Gitlin, 2005). However, based on feed-

back from raters, simpler personal activities of daily

living (PADL) were added to the AMPS (Fisher,

2006). Currently, the AMPS includes 85 tasks that

range from easy to difficult (AMPS PI, n.d.a) and that

fall within the ADL and IADL categories of the Occu-
pational Therapy Practice Framework (referred to as

Framework; AOTA, 2008). To use this assessment, the

therapist, in collaboration with the client, selects 2 of

the 85 tasks to perform, based on cultural appropriate-

ness and level of challenge. The quality of occupa-

tional performance in the two tasks “is assessed by

rating the effort, efficiency, safety, and independence

of 16 ADL motor and 20 ADL process skill items”

(AMPS PI, n.d.d, ¶ 1). The ADL motor and process

skills are similar to those defined under the activities

and participation domains of the International Classi-
fication of Functioning, Disability and Health (ICF),
published by the World Health Organization (WHO)

in 2001 (AMPS PI, n.d.d).

The ADL motor skills items are used to rate the

client’s ability to move his or her body and required

objects, while the ADL process skills are used to rate

the client’s level at choosing and manipulating tools

and materials, completing each step, and adapting to

problems that arise (AMPS PI, n.d.d; Bray, Fisher, & 

Duran, 2001).  Client performance is rated on a 4-point

scale, where 1 is assigned for “markedly deficient 

performance,” 2 for “ineffective performance,” 3 for

“questionable performance,” and 4 for “competent per-

formance” (Fisher, 2006, p. 389). The AMPS is appro-

priate to use with individuals who are interested and

participate in ADL or IADL tasks and who are devel-

opmentally at or above age 3 (Fisher, 1999).

The strengths of the AMPS are more numerous

than its limitations. Reliability and validity have been

well established. In terms of reliability, internal con-

sistency (r = .74 to r = .93) and test-retest (r = .74 to 

r = .91) have been reported across studies (Gitlin,

2005; Law et al., 2005). Validity, including content

and construct validity, has also been reported (Gitlin,

2005; Law et al., 2005). The AMPS has been interna-

tionally recognized as an excellent tool and has been

translated into several languages and found to be 

culturally relevant. The major limitations are the

mandatory rigorous training and calibration required

of practitioners and the necessity for using computer

scoring to report results for use in research and effi-

cacy studies (AMPS PI, n.d.c). 
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It must be noted that the authors of this chapter do

not support the idea that ADL or IADL assessments 

are health promotion or wellness assessments; rather,

its believed these measures provide data that, taken

with the results of other assessments, contributes to a

broad understanding of an individual’s performance in

life and the identification of potential areas to address

through health promotion interventions. A version of

the AMPS, the School AMPS, has been developed for

use in classrooms and has been the subject of validity

and reliability investigations (Atchison, Fisher, &

Bryze, 1998; Fingerhut, Madill, Darrah, Hodge, &

Warren, 2002; Fisher, Bryze, & Atchison, 2000). As

with any assessment, continued research on validity

and reliability is required. In terms of health promotion

practice, this version of the AMPS may be an excellent

resource for occupational therapists working in schools.

It could be used as part of a process to maximize a stu-

dent’s health and wellbeing through enhancing perfor-

mance at school. This enhanced performance then has

the potential to positively impact occupational perfor-

mance at home, further contributing to participation

and quality of life.

Wellness and Health 
Promotion–Specific Assessments

This section covers a selection of assessments developed

specifically for health promotion activities. Included 

is information on health-risk appraisals, occupation-

focused assessments, and quality-of-life assessments.

Health Risk Appraisals (HRAs)
Health risk appraisals (HRAs), or health hazard

appraisals (HHA), are self-assessments (pencil-and-

paper or computerized) designed to determine the

health risks of an individual or population. “The

HRA/HHA is an instrument that requires people to

answer a number of questions about their health 

behavior, health history, and the results of a few clin-

ical screenings (height, weight, blood pressure, and

cholesterol)” (McKenzie & Smeltzer, 1997, p. 45).

The data from the individual respondent is compared

to a computerized database to determine the person’s

risk of dying from a variety of causes as compared to

others of the same race, age, and gender. Many

HRA/HHAs provide information on life expectancy,

risk of developing various diseases, risk-reduction

strategies, and associated increases in life expectancy

for each prevention strategy (Breckon, Harvey, &

Lancaster, 1998).

Originally, HRA/HHAs were developed by physi-

cians to use in patient education, but now they are also

used to motivate people to change their health behav-

iors and provide data for needs assessment and 

program evaluation. Currently, HRA/HHAs are used as

a component of health education programs in a variety

of settings, including worksites, schools, community

centers, health fairs, and health-care organizations

(Alexander, 1999; Strecher & Kreuter, 1999). There are

a plethora of HRA/HHA instruments available (Table

10-3). Most have been designed to determine the over-

all risk of a variety of diseases, but some are available

to measure the risk of a single disease. These instru-

ments provide not only individual results, but also

aggregate data that can be used for health promotion

program planning and evaluation. 

HRA/HHAs have three basic components: a ques-

tionnaire, a risk estimate, and health education mes-

sages and reports. The questionnaire is designed to

elicit information regarding lifestyle factors and health

history. The risk estimate calculates the individual’s

relative risk of morbidity and mortality in comparison

to the population average. The health education mes-

sages and reports are designed to educate individuals

about their risks and recommended health behavior

changes (Alexander, 1999).

There are numerous benefits of HRA/HHAs. Typi-

cally, these assessments are individualized, confidential,

comprehensive, inexpensive, easy to use, and require

little time to administer. They emphasize modifiable

risk factors and have the potential to motivate health

behavior change by providing preventive health infor-

mation in an organized, accessible manner. HRA/HHAs

also have significant limitations. They are not a substi-

tute for medical advice, they do not diagnose disease,

and they do not predict an individual’s future cause of

death. In addition, these assessments do not address

social or environmental risk factors, have limited impact

in terms of health behavior change, and are not an

appropriate single modality health promotion approach

(Alexander, 1999).

It is important to recognize that the reliability of

HRA/HHAs varies among instruments and that self-

scoring (in contrast to computer scoring) reduces relia-

bility. In addition, there is significant variation in 

the self-reporting of specific risk factors and clinical

screening measurements (McKenzie & Smeltzer,

1997). Data from white, middle-class adults were typi-

cally used to develop HRA/HHAs. Therefore, these

may not be appropriate for use with children, the 

elderly, and minority populations (Alexander, 1999).

However, there is little controversy over their use as a

health-education tool, and they are deemed to have a

high degree of face validity. Validity of the instruments

focuses on the precision of the algorithms that predict

morbidity and mortality. The accuracy of the algorithms
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is only as good as the source data used in the calcula-

tions (Edington, Yen, & Braustein, 1999).

Risk assessment involves identifying precursors and

calculating relative risk, appraised risk, and achievable

risk. Precursors are health-risk behaviors, family his-

tory of certain diseases, and physiological measures of

body function, such as blood pressure. Relative risk
indicates the person’s risk of dying from specific

causes relative to the population average. Appraised
risk refers to the total risk of dying from all causes

within a specified time frame. Achievable risk demon-

strates the benefits of reducing all unhealthy precursors

to specified target levels and is a measure of the

reduced risk associated with health behavior change

(Alexander, 1999). HRAs are typically accurate in cat-

egorizing individuals by risk level but are not good pre-

dictors of an individual’s risk of dying from specific

causes. Combining HRAs with clinical screening of

blood pressure, weight, cholesterol, and other physio-

logical parameters increases their validity and useful-

ness (Edington et al., 1999). 

Occupation-Focused Health Assessments
In occupational therapy, there are few published assess-

ments for health promotion practice available. How-

ever, a few have been recently developed that are more

focused on health and wellness related directly to occu-

pational performance and participation. These are 

the Healthy Living Screening Tool, the Pizzi Holistic

Wellness Assessment, and the Occupational Wellness

Assessment.

Healthy Living Screening Tool

Pizzi, Scaffa, and Reitz developed a health promotion

screening tool that specifically addresses areas of the

AOTA’s Framework, occupational performance, and

participation. This screening tool is intended to obtain

general information regarding health status from adult

clients or caregivers. It is a self-assessment checklist,

which is reviewed in collaboration with the occupa-

tional therapist. 

The rating assigned to each category is the individ-

ual’s perception of importance or meaning to one’s life.

A section titled “Wanting to Change” provides the prac-

titioner with information on the clients’ readiness for

change based on the Stages of Change Model (see 

Chapter 3 in this text). Another section “What One Can

Do” allows the immediate inclusion of clients in their

own intervention plan and shows respect for their own

solutions to their daily living issues (client-centered ver-

sus expert-centered). The “Comments” section was pro-

vided for practitioners to make observations (e.g., tone

of voice, eye contact, affect) that may be indications 

to perceived susceptibility (Health Belief Model) or

readiness for change (Stages of Change Model). Things

verbalized (e.g., “I don’t like that I get sad when I can’t

do something”) could also be an indication of perceived

susceptibility or severity (e.g., of depression). Since this

is a new tool, data on its validity and reliability are not

yet available. As the tool is used more widely, perfor-

mance in these areas will be determined, along with 

its strengths and limitations. The assessment is not yet

published.

The Pizzi Holistic Wellness Assessment

The Pizzi Holistic Wellness Assessment (PHWA)

emphasizes that clients’ subjective perspectives of their

health can guide occupational therapists in developing

interventions best suited to people’s goals, desires,

needs, and occupational lifestyles (Pizzi, 2001). Indi-

viduals are generally more motivated to participate in

the intervention process when provided with occupa-

tional choices that are important and meaningful to

them. The PHWA is designed to assess clients’ self-

perceptions of health and identify strategies to involve

individuals in problem-solving solutions to enhance or

restore their own health. 

The PHWA is a self-assessment designed to help

people become aware of their most important health

issues and how they affect daily occupational perfor-

mance. Developing awareness and perceiving health

risks and issues related to occupational performance

are critical areas for occupational therapists to address.

(For an overview of health behavior models potentially

helpful in occupational therapy health promotion efforts,

see Chapter 3 in this text.) 

Eight specific areas of health were identified

through an interdisciplinary literature review. This

highly individualized and qualitative assessment uses a

scale of 1 to 10 for each health area, in which individ-

uals can rate their perceived levels of health. In the

qualitative sections, clients strategize, in collaboration

with the occupational therapist, ways to improve 

specific health areas that affect occupational participa-

tion and performance; for example, being in an abusive 

relationship, experiencing unresolved grief, having 

rheumatoid arthritis, or being overweight or too thin. 

The strengths of the assessment are that it is client-

centered; focused on barriers to occupational participa-

tion, both perceived and real; and includes the individual

in developing health promotion strategies toward opti-

mizing health in areas of interest to the person. This

approach helps demystify the perceived power of the

occupational therapist and places greater emphasis on

empowering the individual to take responsibility for her

or his own health. A basic foundational concept of the

assessment is that occupational therapists and occupa-

tional therapy assistants are but facilitators of health.
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True health restoration can only be achieved through the

client’s healthy occupational participation. 

Another strength of the PHWA is that it is the first

self-assessment of health and wellbeing relative to

one’s occupational participation in numerous occupa-

tional areas. In addition, the tool can be administered to

loved ones of the person being assessed to obtain other

perceptions of occupational participation, which is not

found in other assessments. The weakness of this

approach is that results of self-assessment often require

further explanation. This additional information can be

obtained through the use of the occupational questions

in each area and through a one-on-one discussion with

the client about the results. The PHWA has been suc-

cessfully used with a number of populations and has

great practical utility. Good beginning face validity 

and content validity have been demonstrated. The tool

has been used with occupational therapy students,

clients with various mental health and physical impair-

ments, and with well elders in the community (Pizzi,

2001). The PHWA has been found to be useful clini-

cally, additional research on its psychometrics is 

required. This tool has potential to contribute to occu-

pational therapy health promotion efforts by assisting

clients in self-identifying barriers to occupations, the

removal of which may promote quality and participa-

tion in life. The PHWA can be obtained at www.

michaelpizzi.com. 

Occupational Wellness Assessment (OWA)

Another health promotion–specific tool is the Occupa-

tional Wellness Assessment (OWA) developed by

White, Davidson, and Reed (2004). This assessment,

currently in a research version only, was developed

through a collaborative research project between Texas

Woman’s University and the Veteran’s Affairs Medical

Center (VAMC) in Houston, Texas. The project objec-

tives were to (1) develop an occupational wellness 

profile of older veterans with disabilities based on the

findings from interviews and quality-of-life assess-

ment, and (2) design an OWA to reflect the uniqueness

of veterans with disabilities. For the purposes of this

assessment, occupational wellness was defined as

“daily patterns of meaningful, purposeful and satisfy-

ing occupations of individuals that contribute to main-

taining health and wellness” (White, Davidson, Reed,

& Garber, 2000, p. 59). 

Assessment development was facilitated by data

collection from nine veterans over 50 years of age and

eight family members and was implemented in two

phases. Phase 1 was profile development using a qual-

itative methods approach, and Phase 2 was instrument

development. After thematic analysis in Phase 1,

themes were compared with the literature and a panel

of experts was engaged in oversight review. The occu-

pational wellness model provided additional support

for assessment development (White et al., 2000). Three

major themes for assessment were determined: occupa-

tion, values, and sense of control. 

The research edition of the OWA is comprised of

these three themes, with 12 questions in each theme.

Each question has multiple answers that clients can

check if they apply to their life situation. After each

question, the client indicates if there were 0 to 4 or

more answers. According to the authors, the assess-

ment takes 30 to 45 minutes to complete. “Ultimately,

a longitudinal study will determine the OWA’s potential

for changing individual’s occupational wellness or

problems encountered over time” (White et al. 2004, 

p. 11). There are no current published results of out-

comes from the OWA, but further research on the effec-

tiveness beyond the population of veterans will be

worthwhile.

Quality-of-Life Assessments

The President’s Commission for the Study of Ethical

Problems in Medicine and Biomedical and Behavioral

Research noted that

quality of life [is] an ethically essential concept that

focuses on the good of the individual, what kind of life

is possible given the person’s condition, and whether

that condition will allow the individual to have a life

that he or she views as worth living. (LaPuma &

Lawlor, 1990, p. 2919)

According to the Framework, an aspect of quality of

life (QOL) is an individual’s appraisal of life satisfac-

tion and progress toward his or her goals. Although

quality of life is considered a potential outcome of

occupational therapy intervention, it is important to

consider that not all people who experience an

improved QOL will perceive progress toward their

goals. One reason for this might be that perhaps these

goals are not self-determined but are determined by

others (for example, family, significant others, or

health professionals). Another possibility, in the case

of a person who is terminally ill (see Chapter 25 in this

text), is where the goal, not determined or spoken by

the individual, is only to achieve a pain-free physical

state. If clients do not perceive progress toward their

goals, then the Framework definition of QOL has not

been enhanced. (The term client can refer to individu-

als, groups, communities, or society.) In situations like

these, then, it is vital to include patient and caregiver

education and client-centered care when assessing for

and intervening to achieve optimal QOL as an occupa-

tional therapy outcome. Occupational therapists can
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collect client-centered information that helps create

individualized QOL interventions, with QOL being

determined and measured from the perspective of the

client being served. 

QOL definitions in the literature emphasize various

aspects of the construct. For instance, some highlight

physical or psychological or social functioning (or

some combination of these), life satisfaction, or psy-

chological wellbeing (Bowling, 1991; McDowell &

Newell, 1987; Schalock, Keith, Hoffman, & Karan,

1989). The definition developed as part of the Centre

for Health Promotion (CHP) conceptual approach is

concise yet holistic. It views QOL as “the degree to

which the person enjoys the important possibilities of

his or her life” (Rootman et al., 1992, p. 23), which

expands the concept of QOL. More broadly defined,

Possibilities refer to the opportunities and con-

straints in people’s lives as well as the balance

between these. They result from the ongoing interac-

tion between persons and their environments and

thus depend on characteristics of both persons and

environments. There are two types of possibilities

that operate in concert. Some possibilities occur “by

chance,” in that they are not primarily under a per-

son’s own control. An individual’s gender, genetic

endowment (including inherited physical disorders),

historical time of birth, and socioeconomic status of

the person’s birth parents are exemplars of this kind

of possibility. Other possibilities occur “by choice”;

that is, they are, to a great extent, amenable to much

more control by individuals. Individuals’ decisions

and choices about a whole range of life events exem-

plify this second kind of possibility. These include

decisions about how to spend one’s discretionary

savings, selection of friends, joining groups and

organizations, and choice of occupation. (Renwick,

Brown, Rootman, & Nagler, 1996, p. 80)

Osoba (2002) discusses health related quality of life

(HRQOL) assessments used at various levels of care:

the micro, meso, and macro levels. At the micro level
of care, the individual is key and the goal is to effect a

health benefit for that person. The meso level targets

groups of individuals with commonalities like diagno-

sis, age, or gender. The macro level involves health 

decision-making aimed at effecting health outcomes

for communities, cities, states, or a country. Osoba

(2002) discusses several HRQOL assessments, both

generic and condition-specific, especially those related

to working with people with cancer. Osoba makes a

strong argument for the inclusion of QOL assessment

and discusses strategies for increasing clinical mean-

ingfulness of the outcomes so that practice can be

strengthened and made more evidence-based. 

In her work on QOL and people with developmental

disabilities, Brown (1996) stated that 

quality of life measurement can not only provide reli-

able and valid data but also identify effective goals

within specified domains and suggest intervention

strategies. Through this approach, the social and educa-

tional environment of the individual can be modified.

As a result, behavior, performance, and perception can

change for the individual and for those around the indi-

vidual. In this sense, quality of life measurement is

highly innovative and can be directed to program needs

rather than simply comparing individuals with others.

Rather than regarding quality of life measures as nor-

mative, it might be more satisfactory to describe them

as idiosyncratic scales, which look for specific inter-

ests, needs, concerns, and perceived changes of individ-

uals within specific contexts. (p. 255)

QOL is an essential aspect of assessment and interven-

tion in order to promote health and enhance wellbeing.

It is vital that occupational therapists, occupational ther-

apy assistants, and occupational scientists who study

occupational engagement include the important con-

struct of QOL in their work. This perspective could

enhance the profession’s already well-established repu-

tation for being a holistic and client-centered profes-

sion. Three generic QOL assessments—the Quality of

Life Index for Adults, the WHO Quality of Life Assess-

ment, and the KINDL-R—will be discussed here

briefly. Chapter 7 in this text further elaborates on the

construct of QOL and includes a list of potentially use-

ful QOL assessments. 

The Quality of Life Index for Adults (A-QLI) is a

comprehensive, multidimensional assessment of QOL

for older adults that examines physical health, self-care,

pain, social relations/support, psychological wellbeing,

spirituality, meaning and purpose in life, and personal

values. The questionnaire can be self-administered or

administered by phone or in a face-to-face interview. A

second questionnaire format is for providers to fill out

when clients are aphasic or otherwise unable to respond

reliably to the assessment. These tools were developed

and tested by Becker and Diamond, at the University of

Wisconsin–Madison and are available for use royalty-

free by contacting the developers (Becker, Shaw, &

Reib, n.d.).

In 1991, the WHO initiated a project to develop a

cross-culturally appropriate QOL assessment tool. An

international team of researchers collaboratively devel-

oped a variety of instruments that assess individuals’

perceptions within their cultural context and values.

These assessments have been widely field-tested around

the world and are available in 29 languages. The WHO

Quality of Life Assessment-BREF (WHOQOL-BREF)
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instrument, a shorter version of the 100-item original, is

made up of 26 items that measure physical and psycho-

logical health, social relationships, and the environment

(WHO, 2007). The WHOQOL-BREF can be self-

administered or administered by interview. The BREF

version achieved a .89 or higher correlation on subscores

with the original longer version and demonstrated good

content validity, discriminant validity, internal consis-

tency, and test-retest reliability (Frank-Stromberg &

Olsen, 2004).

The KINDL-R Questionnaire for Measuring

Health-Related Quality of Life in Children and Ado-

lescents was originally developed in Germany in

1994 by Bullinger and was revised by Ravens-

Sieberer and Bullinger (1998a, 1998b) for use with

healthy children and adolescents as well as clinical

populations. The tool measures QOL aspects of phys-

ical wellbeing, emotional wellbeing, self-esteem,

family, friends, and school. The KINDL-R is actually

a flexible set of instruments for different age groups

of children that can be completed by both the child or

adolescent and their parents. The questionnaire has

been tested with 3000 healthy and chronically ill

children and their parents and demonstrates a high

degree of reliability (.70) and satisfactory convergent

validity. Currently, there are three age-related ver-

sions for children (aged 4–7, 8–12, and 13–16) and

two for parents (based on the child’s age) available.

In addition, a short, 12-item form is available as are

several disease-specific forms for children with 

obesity, asthma, and diabetes. The assessment is

available in numerous languages, including English,

German, French, Italian, Spanish, and Russian

(Ravens-Sieberer & Bullinger, 2000).

Community Assessment

Community assessment can be defined in two dis-

tinct ways. First, it can refer to the assessment of

individuals in order to prepare them for community

reintegration (e.g., discharge from the hospital,

release from prison) or to facilitate their transition to

a new community (e.g., downsizing and moving to a

retirement community). Second, it can refer to the

assessment of the community as the client. Referring

to a community as a patient or client is consistent

with the definition of the term client in the Frame-
work (AOTA, 2008). 

According to Jimenez, occupational therapists “can

look at communities on the macro level and treat them

as patients, too” (cited in Brachlescende, 2003, p. 8).

Jimenez and the Omaha Nation Community Response

Team conducted a community needs assessment with

the Omaha Reservation in Macy, Nebraska, “to find

out what people in the community wanted and what

was culturally relevant” (cited in Brachlescende, 2003,

p. 8). The outcome of this collaborative effort was 

the development of a community-based program

called Strengthening Family Partnerships. This pro-

gram provides a variety of services, including individ-

ual assessment and culturally meaningful prevention

activities.

Assessment of Individuals for Integration
and Transition
If community integration and the prevention of sec-

ondary or new health issues (i.e., primary prevention)

are the goal of intervention, a variety of assessment

options are available from which to choose. Many of

these have already been discussed above and in the pre-

vious chapter. Additional examples include the Interest

Checklist, developed by Matsutsuyu (1969) and revised

by Rogers, Weinstein, and Figone (1978), and the

Modified Interest Checklist available through the

Model of Human Occupation Clearinghouse (Asher,

2007; University of Illinois at Chicago, Department of

Occupational Therapy, 2005). 

In the case of an older adult coping with a new dis-

ability or hospitalized for an exacerbation of a chronic

disease, assessments that are both occupation-based and

that address prevention can be useful tools. The Commu-

nity Adaptive Planning Assessment (Spencer & David-

son, 1998), the COPM (Letts, Baum, & Perlmutter,

2003; McColl et al., 2000), the Activity Card Sort

(Baum, 1995; Sachs & Josman, 2003), and SAFER

(Letts et al., 2003) are examples of assessments that may

be useful for older adults who wish to review their living

arrangements or who are planning their transition to new

living contexts.

Assessment of the Community
There are two general types of scenarios where an

occupational therapist may implement a community

assessment. The first type occurs when a community

has already identified its problem or need and the

occupational therapist, in collaboration with the client

(i.e., the community), further explores the issue and

then plans an intervention. Whenever possible, the

project should include selecting and using an appro-

priate outcomes assessment to measure the interven-

tion’s effectiveness. The second type of scenario

would be when the occupational therapist, individu-

ally or within an interdisciplinary team, is contracted

to perform a community needs assessment. This type

of opportunity is described next.

When the community is the client, it may be more

appropriate to conduct a capacity assessment, which

focuses on assets and possibilities (Dudgeon, 2003)
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rather than a needs assessment, which often focuses on

diagnoses and deficiencies: 

Capacity assessment is based upon the capacities,

skills, and assets of community members, agencies,

and organizations. . . . Community members at all 

levels need to be involved in decisions that affect

them; they should help plan programs where they

are expected to be participants. (Nieto, Scaffner, &

Henderson, 1997, ¶ 2)

Capacity assessment is consistent with social and

occupational justice as well as health promotion and pre-

vention. Wilcock believes the contribution of occupa-

tional therapy to community development extends

beyond rehabilitation to include prevention by “helping

the socially and occupationally disadvantaged who are

at-risk of ill-health in the future” (2003, p. 40). Occupa-

tional therapists who engage in community development

“could enable people to recognize the occupational

needs of others, as well as their own, and to take action

to meet such needs more effectively” (Wilcock, 2003, 

p. 40). The capacity inventory, as described by Kretz-

mann and McKnight (1993), can be used in community

capacity assessment and development. Another example

of such an assessment is the Individual Capacity Inven-

tory (Foundation for Community Health, 2004).

Examples of other community-wide assessments

that may be appropriate, especially for interdisciplinary

efforts, include the Planned Approach to Community

Health (PATCH; U.S. Department of Health and

Human Services [USDHHS], Centers for Disease Con-

trol and Prevention [CDC], n.d.) and the MAP-IT strat-

egy. The PATCH  program was an application of the

PRECEED portion of the PRECEED-PROCEED

Model and served as the catalyst for the development

of the PROCEED portion of that model (Green &

Kreuter, 1992). “The goal of PATCH is to increase the

capacity of communities to plan, implement, and eval-

uate comprehensive, community-based health promo-

tion programs” (USDHHS, CDC, n.d., p. CG1-1). The

PATCH process, which includes five phases, is illus-

trated in Figure 10-1 (USDHHS, CDC, n.d., p. I-O-1). 

One key to the PATCH system is the coordination of

resources at the local, state, regional, and national lev-

els. Figure 10-2 details this coordination process

(Kreuter, 1992). PATCH was developed with the goal of

facilitating the abilities of local and state health agen-

cies to develop community-based health promotion 

initiatives directed toward the health priorities of that

community. Therefore, another important aspect of the

PATCH system is the focus on providing community

guidance and receiving community direction through

the consensus process (McKenzie & Smeltzer, 2001).

The small-group-dynamics expertise of occupational

therapists can be instrumental in the process of building

a community’s capacity to promote health.

PATCH materials are available in PDF format on the

CDC website to assist in navigating through the five-

phase process. These materials include a large file titled

Planned Approach to Community Health: Guide for the
Local Coordinator (USDHHS, CDC, n.d.), which con-

tains three documents. These three documents include

the Concept Guide, which explains the five phases of

the process; the Meeting Guide, which provides a series

of tools to engage the community in each phase of the

process; and the “Visual Aids” section, which provides

camera-ready materials.

The MAP-IT (Mobilize, Assess, Plan, Implement, and

Track) strategy was developed as part of the Healthy Peo-
ple in Healthy Communities (USDHHS, 2001) program

to facilitate community success in making changes that

impact their health. Examples of community-developed

and targeted health goals included

• reduction in the number of assaults;

• reduction of child endangerment as a result of

methamphetamine use by parents;

• de-escalation of school tension prior to the use of

deadly force.

The MAP-IT process is well detailed in Chapter 

2 of Healthy People in Healthy Communities, which 

is available online at http://www.healthypeople.gov/

Publications/HealthyCommunities2001/Chapter_2.htm.
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The MAP-IT process is well matched with the philoso-

phy of occupational therapy, as it is client-centered, is

focused on facilitating healthy occupational engage-

ment at the community-level, and is concerned with

tracking outcomes.

Assessments from other disciplines may be useful

for specific areas or types of community assessment

and development. These additional assessments can be

found by exploring the health education, health-

promotion, health behavior, and environmental health

literature. For example, Moudon and Lee (2003)

reviewed 31 environmental instruments that evaluated

walking and biking environments. Two of these instru-

ments were identified for possible use by lay commu-

nities. The first instrument is the Walkability Checklist

(National Highway Traffic Safety Administration, U.S.

Department of Transportation [NHTSA, USDOT],

2004a), which could be used by an individual or a

group to assess either a portion of a community or the

entire community. This checklist is available online

and addresses sidewalk safety, pedestrian-automobile

interface, other safety factors, and aesthetics. By using

this checklist with a local community organization, an

occupational therapist could achieve the overarching

goal of “supporting health and participation in life

through engagement in occupation” (AOTA, 2008, 

p. 626), for that community. 

Also available with the Walkability Checklist is a

list of possible immediate actions and community 

actions to address the identified problems (NHTSA,

USDOT, 2004b). An occupational therapist could

assist an interested group in planning and conducting

the survey and in displaying the results to maximize

their impact when communicating with local stake-

holders and policymakers. For example, local youth

organizations could be contacted to clear undergrowth

growing too close to paths used by small children and

replace it with flowering bulbs, donated by a local

garden supplier or purchased with grant money. These

efforts could both enhance the safety and attractive-

ness of the paths, thereby increasing their usage. Gov-

ernmental agencies also could be contacted regarding

the safety hazards of tree roots disrupting paths and

sidewalks. Elected officials could be contacted

regarding proposals to provide paths or lighting for

existing paths. The second instrument, the Bikeability

Checklist, is also available online and addresses ease

of use and safety (Pedestrian and Bicycle Information

Center, USDOT, 2004). 

Equally important to developing an ideal interven-

tion is a plan to assess the program to be developed.

The PRECEDE-PROCEED Model, discussed in-depth

in Chapter 3 of this text, provides guidance for simul-

taneous health promotion program development and
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outcome evaluation planning (Green & Kreuter, 1999).

Although the model provides overall guidance, specific

tools must be identified to measure outcomes in the

community. An example of such a tool is the Stanford

Health Assessment Questionnaire (HAQ), a well-

recognized and internationally used tool to measure

health outcomes of people with chronic conditions

(Bruce & Fries, 2003) and well individuals (Bruce &

Fries, 2003; Lubeck & Fries, 1992). The HAQ is one of

the oldest self-report outcome assessments and is avail-

able in over 60 languages (Bruce & Fries, 2003). This

tool was modified (Lubeck & Fries, 1992) to measure

health outcomes specifically for people with HIV

symptoms and was named the AIDS Health Assess-

ment Questionnaire (AIDS-HAQ).

Two other assessment options include the SF-12

Health Survey (SF-12) and the Health Impact Assess-

ment (HIA). The SF-12 has been used to measure the

health of individuals within the medical model. Work

by Burdine, Felix, Abel, Wiltraut, and Musselman

(2000) indicates that the SF-12 has potential for use as

a population health measure. A copy of this tool and

directions for requesting permission to reproduce are

provided by Hyner and others (1999). The HIA is a

program and policy assessment that should be con-

ducted prior to implementing a program or policy. The

HIA process is defined as “a combination of proce-

dures, methods and tools by which a policy, program or

project may be judged as to its potential effects on the

health of a population, and the distribution of those

effects within the population” (European Centre for

Health Policy [ECHP], 1999, p. 4). Beyond maximum

health of the target population, the HIA must ensure

that the policy or program is consistent with the follow-

ing values: democracy, equity, sustainable develop-

ment, and the ethical use of evidence. Governments in

Europe and global organizations such as the WHO are

encouraging the use of this process in order to ensure

the protection of communities before the implementa-

tion of programs or policies (ECHP, 1999).

Another role for an occupational therapist in health

promotion assessment is the adaptation of the tool to the

cultural or special needs of the community of interest.

The use of preexisting assessments in this type of ser-

vice delivery can be extremely helpful and can

strengthen the intervention. However, they also may be

problematic due to issues of cultural relevance or dis-

tinctive needs of the target population. For example, a

U.S.-based company wanting to provide a health-risk

assessment for their community (i.e., employees) as part

of a health promotion program should proceed cau-

tiously before using any assessments developed for 

U.S. workers to evaluate employees of other nationali-

ties, especially those located overseas. If an appropriate,

culturally relevant and accurate assessment cannot be

identified, then a decision will need to be made as to

whether an existing assessment can be modified or a

culturally relevant assessment must be developed. 

Conclusion

This chapter provided an overview of select assess-

ments both from within the occupational therapy pro-

fession and from other disciplines and entities. To be

evidence-based practitioners, occupational therapy

assistants and occupational therapists must keep pace

with the literature within occupational therapy and

must review literature from related health and social

sciences. It requires an investment of time to identify

and wisely select assessments for health promotion

interventions. The proper selection of a health promo-

tion assessment, as well as its effective administration,

adaptation, and data interpretation, is replete with

challenges. However, the resulting contribution to

improved social participation and community health

warrant this investment of time and energy to address

these challenges. The promotion of occupational jus-

tice and the resultant wellbeing of individuals and

communities will be best achieved using scientific

methods, including the application of reliable and

valid health-promotion assessments. 

◗ For Discussion and Review

1. Since the 1960s, health promotion and wellness

have been discussed in the profession’s literature,

yet there are few assessments that specifically

address these areas. What may have been the rea-

son for this, and what can be done presently and in

the future to better address health promotion and

improve the health of individuals, communities,

populations, and society?

2. Select one assessment that could be used in occu-

pational therapy health promotion and investigate

the most current research on its reliability, validity,

and usefulness in occupational therapy practice. 

3. What skills and knowledge can occupational thera-

pists and occupational therapy assistants bring to

interdisciplinary community assessment and inter-

vention efforts?

4. Search the literature for a recent research 

study on

a. an occupational therapy health promotion 

assessment,

b. a health promotion assessment from a different

discipline, or

c. a community assessment.
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Which of these studies would you replicate? Why

and how?

5. Compare and contrast two health promotion assess-

ments. How relevant might they be to occupational

therapy practice? Can they be adapted for practice?

In what type of setting can they be used?

◗ Research Questions

1. What is the reliability and validity of the COPM

with military service personnel returning from

active duty?

2. What is the reliability and validity of the PHWA

with recent immigrants? 

3. What factors impact rural, suburban, and urban

park utilization by families?

4. What are the outcomes of an occupation-based 

acquaintance rape-prevention program?

5. What is the relationship between health risks 

as identified by HRAs and occupational 

participation?

6. How does occupational function in families with

disabled members differ from occupational function

in families with no disabled members?
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Chapter 11

Health Promotion Program Development
Linda S. Fazio

Preventive care programs cannot be viewed as replacing the already valued contributions of

occupational therapy. But if we fail to use our professional knowledge to contradict those

forces which create poor health, we are, in fact, guilty of contributing to the poor health of

our communities and their citizens. A creative way of lessening the critical shortage of

occupational therapists is to prevent the conditions which require occupational therapy.

Occupational therapy belongs in the community.

—Gillette, 1973, p. 130

Learning Object ives

This chapter is designed to enable the reader to:

• Describe the process of developing an occupation-
centered community program.

• Understand the process of assessing the need
for community services.

• Discuss the importance of community program
planning to enhance achieving program goals and
objectives.

• Recognize the importance of a thorough investi-
gation of population, condition, and context in the
development of a community profile.

• Describe the relationships between program
goals, objectives, and programming activities.

• Appreciate the importance of theory and evidence-
based research to guide programming and 
evaluation.

• Describe the types of program evaluation 
and their uses.

Key Terms

Community
Community profile 
Evidence-based practice
Formative evaluation

Goal
Objectives
Outcome evaluation
Primary prevention

Program evaluation
Secondary prevention
Stakeholder

Theory
Volition

Introduction

Occupational therapists and occupational therapy assis-

tants frequently engage in program development in com-

mon practice settings such as hospitals and schools. On

occasion, these efforts include other disciplines in pro-

gram planning and execution. In addition to these famil-

iar settings, the community is becoming an increasingly

popular site for program development.  Occupational

therapy programs anchored in the community can

engage in prevention, restoration, maintenance, and

health promotion, singly or in any combination. This

chapter will describe the steps an occupation-centered

practitioner may follow during the conception, develop-

ment, implementation, and evaluation of a community

program directed toward prevention of illness and dis-

ability and the promotion of health and wellbeing. Inter-

woven with the descriptions of this process are small

vignettes of actual program development experiences.

The chapter will conclude with a case example of the

creation of an occupation-based community program.

Definitions of Community
A variety of definitions exist in the literature for the

term community. For the purposes of this chapter, com-
munity refers to a group of people related by a charac-

teristic such as age, gender, disability, culture, or social

similarities. In practice, the concept of community is

not necessarily limited to a geographic location. The

label community “can be affixed to a place (locale) in
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prevention, as they provide interventions along the

developmental continuum. These interventions may

include prenatal and parenting classes for teens as well

as home and community safety programs for the well

elderly. Another example of secondary prevention is

teaching healthy seniors how to access public transporta-

tion in an effort to widen their options for meaningful

occupation, thus maintaining health (Fazio, 2001).

Occupational therapists currently target what is

described as the tertiary prevention phase of disability

limitation and rehabilitation as a major arena for inter-

vention. Although a role exists for occupational therapy

after onset of disease and diagnosis, it is in the first

phase when health promotion and protection are most

needed and effective.

Developing the Idea 
for Programming

Program development starts with the formation of an

idea or the identification of a need. Content Box 11-1

outlines this and other general steps in program devel-

opment. A program idea is most often borne of interest

and a strong desire to do something to address a com-

munity need or problem. Ideally, the community itself

identifies the need. There may be no better example of

what Kielhofner (2002) has described as volition as

when a community joins together to meet a common

goal. Volition has been defined 

as a pattern of thoughts and feelings about oneself as

an actor in one’s world which occurs as one antici-

pates, chooses, experiences, and interprets what one

does. Volitional thoughts and feelings pertain to what

one holds important (values), perceives as personal

capacity and effectiveness (personal causation), and

finds enjoyable (interests). (Kielhofner, 2002, p. 44)

This measure of efficacy, the ability to achieve

desired results, is driven by a “boundless enthusiasm,”

or what the American Heritage Dictionary (2008, ¶ 1)

defines as passion. Passion for an idea may carry both

the community and the program developer through

long hours of hard work, disappointments, and result-

ing changes in trajectories. It is not uncommon that

while designing a program, the scope of an interven-

tion may evolve. In addition, the original target popu-

lation may be expanded to other groups in ways not

originally considered. 

Programs are designed to clearly focus effort and

activity in meeting the needs of an identified group

(Fazio, 2001). Even when driven by passion for a place,

an activity, a group of people, or a particular illness or

condition, a program seldom is developed without an
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combination with a spirit of sharing, membership, and

commitment or it can simply be a spirit of sharing,

membership, and commitment” (Fazio, 2001, p. 2).

Practitioners in the community must make a commit-

ment to the broad context encompassed by this term, and

they have an ethical obligation to serve the needs of com-

munity members (American Occupational Therapy Asso-

ciation [AOTA], 2005) within the scope of practice

defined by the Occupational Therapy Practice Frame-
work (referred to as Framework; AOTA, 2008). Regard-

less of whether the occupational therapist or occupational

therapy assistant resides in or is a member of the commu-

nity, in order to properly serve a community, one must

understand the community and share in its problems and

victories. There is an implicit expectation that occupa-

tional therapy practitioners be responsive to the needs of

the community and of individual clients. This responsive-

ness requires an awareness of what might be described as

the “greater good” and a concern for social justice

(Wilcock, 1998). Certainly not all community-based pro-

grams are charitable in structure, but an expectation of

charity in spirit exists.

Levels of Prevention in the Community
Sultz and Young (2004) described the work of epidemi-

ologists and health service planners in their use of a

matrix for placing known facts about a particular dis-

ease or condition in the sequence of its origin and pro-

gression when untreated: “This schema is called the

natural history of disease” (Sultz & Young, 2004, p. 6)

and describes three levels of prevention: primary, sec-

ondary, and tertiary. The first, or primary, level is the

period during which the individual is at risk for a dis-

ease, disorder, or injury and is of particular significance

to occupational therapy providers developing commu-

nity programs. It is within this period that behavioral,

genetic, environmental, and other factors that increase

the individual’s likelihood of developing or acquiring

the particular condition are identified. Primary preven-

tion is key during this phase.

Kniepmann (1997) and Pope and Tarlov (1991)

used the same prevention terminology previously

described but did so only in response to the prevention

of illness and disabling conditions. According to these

authors, primary prevention refers to actions and

strategies directed toward the greater society; mini-

mizing environmental risk factors would be an exam-

ple. Occupational therapy addresses health promotion

and disability prevention as components of primary

prevention (Brownson & Scaffa, 2001).

The next level is secondary prevention, which

includes efforts to target specific at-risk groups in the

community. Occupational therapists and occupational

therapy assistants are instrumental at this level of 
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identified need. Occupation-centered program develop-

ers may not always find an immediate match between

need and their passion; however, this gap prompts fur-

ther examination. Perhaps redefining purpose toward

finding another environment/context for the program is

warranted. Passion must not be used to create a need

when one does not exist.

In program development, occupational therapists

and occupational therapy assistants share core values

and attitudes regarding practice and subscribe to 

the Occupational Therapy Code of Ethics (AOTA,

2005). These values include altruism, equality, free-

dom, justice, dignity, truth, and prudence (AOTA,

1993). Together with the Code of Ethics and related

documents, these values are as binding for the practi-

tioner in the community as they are for other occupa-

tional therapy contexts and provide for the client’s

protection as the highest priority.

Opportunities for program development can arise in

current employment settings to build upon programs

previously developed by other occupational therapists

or related health-care providers. Occupational therapy

practitioners may be encouraged to replicate a success-

ful program. For example, a manager may request that

a therapist design a program to extend existing services

to a new location or to expand present rehabilitation/

intervention services to include prevention measures.

Generally, therapists engaged in program development

are intrigued by the challenge of solving a puzzle or

problem and become impassioned by the process as

well as the idea.

Opportunities also exist to develop innovative, 

occupation-centered program ideas based on observed

needs of a community or population. For example, an

occupational therapist with a grand passion for kayaking

and ocean sports was convinced that differently abled

children and their families would desire to engage in

these challenging sports, which would build confidence

and personal efficacy (as it had done for him). Other pro-

gram ideas based on knowledge of a community or 

observation may be less innovative but worthy of action.

For instance, an occupational therapy assistant may

identify the need to develop a safe biking program after

observing unsafe practices in the community.

Assessing the Need for Services

There are many ways to discover or assess the needs of

a group or a community. Often advocates for themselves,

community members may identify a need and have

strong ideas about programming. They may find a pro-

gram developer who has already demonstrated expertise

through the design, development, and evaluation of other

programs. Physicians, teachers, city officials, religious

or spiritual leaders, other therapists, and health-care

providers may also present a need and ideas for pro-

gramming to a community, as in the following example.

A team of cardiothoracic surgeons wants to add pre-

vention programming to their practice. These practi-

tioners have long counseled their patients about diet

and exercise, but in these times of rising costs, both

financial and in terms of quality of life, prevention with

results is becoming an increasing priority. The need

seems apparent. However, a first step would be to fur-

ther verify need by investigating trends to support pre-

vention programming for this population (Fazio, 2001).

Supportive information, such as the following from the

New York Times, may be found for the desired program:

The number of hospitals offering alternative therapies

nearly doubled from 1998 to 2000, according to a sur-

vey by the American Hospital Association, to 15.5 per-

cent of all hospitals, and the association says hospitals

of all sizes are continuing to open alternative or com-

plementary medicine centers where patients or local

residents can drop in for a few hours for treatments.

(Abelson & Brown, 2002, ¶ 3)
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After an idea is conceived, the next step is to ascer-

tain if perceived need is not only present, but also a pri-

ority among the community or population. It has been

estimated that over $10 billion per year is spent on

alternative forms of health care, including supplements

(Eisenberg et al., 1993). In addition, 572 U.S. physi-

cians who responded to a mailed survey that included a

list of 16 examples of “unconventional medicine”

reported being most amenable to referring their patients

for “relaxation techniques, biofeedback, therapeutic

massage, hypnosis, and acupuncture” (Blumberg, Grant,

Hendricks, Kamps, and Dewan, 1995, p. 32). The list

also included spiritual healing, herbal remedies, energy

healing, megavitamin therapy, chiropractic care, rolf-

ing, yoga, and others (Blumberg et al.,1995). The pub-

lic’s willingness to spend so much time and money on

unconventional therapies and physicians being agree-

able to referring patients for at least a portion of these

techniques suggests a need among the community for

the proposed program. 

To continue with this example, the cardiothoracic

team may already have space and funding for the pro-

posed expansion. They now need a plan to assess the

target population holistically. An occupational therapist

can develop a needs assessment plan, together with

clients and other practitioners with shared interests and

potential contributions (e.g., health educators, nutri-

tionists, physical therapists, nurse practitioners). It is

likely that the physician group may have identified this

need based on their perceptions of what is best for their

clients/patients, but they may not have verified their

perceptions with the potential participants. This verifi-

cation would be the work of the programmer(s).

Phase I and II Needs Assessment
Thus, the physicians have provided what Fazio (2001)

describes as Phase I of the needs assessment: identifying

the need(s) of the targeted population as articulated by

the care provider, practitioner, community leaders, or, on

rare occasions, the community as a whole. It is then nec-

essary for the programmer to conduct Phase II to assess

specific perceived needs of the target population or the

broader community. From the combined results of Phase I

and Phase II, the information needed to develop both the

program and the outcome research questions is identi-

fied. This development is done through constructing a

series of profiles, which include demographics of the

participant population (e.g., ethnicity, age range, gender,

professions), the condition (in this example it may be

those at risk for coronary heart disease or those who may

be postsurgical or posttrauma), and the context (e.g., res-

idence, income levels).

This information is combined to form the service

profile, which the programmer will use to determine

the degree of fit with the needs of those involved at all

levels. This exemplifies how a potential program may

find the programmer. The converse case involves the

programmer with a passion of his or her own. It is com-

mon for an idea to develop so firmly that potential 

programmers search for those who may need the pro-

gramming they have in mind.

The Phase I and II experiences of the earlier exam-

ple regarding the potential programmer with a passion

for water sports and ocean kayaking is now described.

One of the first steps taken was to investigate 

occupational therapy facilities that provided services

to children with developmental delay, autism, and

cerebral palsy. The programmer narrowed the profile

for Phase I of the needs assessment to a geographic

area within approximately 10 to 15 miles from the

ocean. In such a community, it was likely residents

would have an appreciation for water sports, and many

might already be participants.

After developing a brief introduction of his pro-

gramming idea and an interview protocol, several 

therapists were interviewed to determine if they would

support the programming idea (Phase I of the needs

assessment). Generally, in this case they did not.

Although some of the therapists interviewed enjoyed

ocean sports (e.g., surfing, swimming, kayaking), they

believed the parents would consider these activities to

be far too unsafe and potentially dangerous for their

children to engage in at any level. 

Discouraged but undaunted, the programmer, with

the cooperation of the therapists, conducted Phase II of

the needs assessment via a focus group with parents 

of the children seen at the facilities. Prior to this visit, he

investigated statistics regarding safety (as an ocean life-

guard, he could have made assumptions regarding

safety, but as a programmer, he could not), he inter-

viewed instructors in existing water programming for

individuals who were differently abled (utilizing expert

and experienced practitioners), he conducted a task

analysis of riding a body board, and he performed a

self-analysis regarding the characteristics of his passion.

The programmer came to the parents’ focus group

far better prepared and grounded than when initiating

Phase I of the needs assessment. The parent group

exhibited a mixed response to the potential program-

ming, but their concerns regarding safety were

addressed early on via a skillful and motivating intro-

duction that included videos of a young surfer with a

spinal injury returning to his favored occupation.

Another video was shown of a differently abled child

being introduced to a surfboard and the same child

later riding the board with her instructor. The proposed

gains of efficacy, achievement, confidence, and joy

were evident in the video.
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Phase II was expanded to the children themselves 

in an ocean orientation. This is an example of how

Phase II can become a marketing venue for a program-

mer who initiates an idea and then seeks a need. It also

demonstrates the effectiveness of a careful Phase I fol-

lowed by research that permits the programmer to tar-

get the Phase II presentation to the concerns identified

in Phase I. This type of programming is not for every-

one, and there are potential dangers involved. The pro-

grammer must be fully prepared and credentialed to 

ensure safety in this or any other type of programming.

Adventure programming is captivating, but one child’s

adventure may be another’s nightmare. It does not

mean that ocean programming cannot be utilized for a

wide range of children; this is where an occupational

therapist’s knowledge of occupation, task analysis,

grading of activities, and goal setting is essential.

Ocean programming can include relaxation exercises,

appreciating the sound of the surf (Fig. 11-1), making

sand castles, and surfing.

Developing Community Profiles

The creation of a community profile can sometimes be

done simultaneously with establishing a need. The

community profile includes a description of the popu-

lation, their condition, and their context. AOTA’s

(2008) Framework is the central work to guide the

practice of occupational therapy. Its intent is to help the

practitioner understand engagement in areas of occupa-

tion as they are translated through performance skills;

performance patterns, with consideration for context;

the demands of the selected activity; and the client fac-

tors that influence performance. Of particular interest

to the practitioner in the community is the description

of context that includes cultural, physical, social, per-

sonal, spiritual, temporal, and virtual factors (AOTA,

2008). These contextual elements are important consid-

erations for any practice, but even more so for those

programs in the community, where an awareness of the

intricacies of context is experienced firsthand.

Spencer (2003) described contextual domains, sug-

gesting that each of these environmental domains be

examined at different levels, or contextual scales.

These scales move from those closest to the individual

to those that are more remote. According to Spencer, 

the concept of environmental scale is important not

only because it draws attention to different kinds of

influences on occupational engagement, but also

because it has important implications for who controls

the environment and, therefore, the processes by which

environmental change might occur. (2003, p. 429)

Observing the individual from the perspective of

contexts, moving from the immediate scale to a proxi-

mal scale, to a community scale, and to a societal scale,

is a useful marker for the community-centered practi-

tioner to maintain attention on the individual as he or

she is influenced by, and influences, these contexts.

Awareness of the complexity of context is important to

understanding all aspects of programming, from the

parameters of the community to assessing the need for

programming, establishing appropriate and targeted

programming, and evaluating outcomes. In describing

the process of profiling the community in order to

achieve a better understanding of the factors that must

be considered in building programs, Fazio (2001) sug-

gested sorting the community by layers (Fig. 11-2).

Her description of the development of programming

for a homeless runaway teenage population is compat-

ible with Spencer’s description of “scales.”

Developing Community
Programming Goals, Objectives,
and Activities

When preparing to write goals and specific objectives

for developing a program, it is important to connect the

programming plan, implementation plan, and evalua-

tion plan. In program development, a goal is what is

aimed for, what is hoped to be achieved; objectives are

attached to each goal to ensure the desired result is

accomplished. Within occupation-centered program

development for a community, the use of the term goal
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Figure 11-1 Ocean programming can provide access to the
sounds of the sea.

Photo courtesy of the American Occupational Therapy Foundation, Bethesda, MD.
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should reflect the needs of the community of clients/

patients/members, and the use of the term objective
should consider the profiles of individual participants.

When goals and objectives are well connected and

when objectives are measurable, the program’s effec-

tiveness can be demonstrated. Program goals should

benefit all participants, but if not all participants meet

their personal objectives, this does not mean the pro-

gram has failed. However, writing and achieving goals

that capture the program’s essence is important for

future program marketing and to engage others who

might wish to offer support (e.g., funding, time, in-kind

donations). For instance, in a gang-prevention pro-

gram, research suggests that the focus should be on

strengthening the relationship between parent and child

through a project or programming that requires a joint

effort for the common good.

Goals for such a program might be

• to empower children to create change for positive

global futures and

• to encourage parent–child teamwork.

Of course, these goals are not measurable as written,

so objectives must accompany them that, collectively,

will meet the conditions of the goal. The above 

two goals may be combined and enhanced to form the

following goal and associated objective:

Goal: Building a better community together

through parent–child teamwork

Objective: Each parent–child team will participate

in one neighborhood graffiti cleanup day by the

end of the 8-week program.

DiLima and Schust (1997) provided a list of criteria

for community-programming objectives. They recom-

mended that objectives be performance-, behavior-, or

action-oriented. Content Box 11-2 identifies additional

criteria for writing program objectives. 

When writing objectives, programmers need to be

descriptive and specific in order to clarify the outcome

measures and to determine if the desired outcome has

been achieved. Well-written objectives enhance the

programmer’s ability to evaluate the program’s effec-

tiveness. Verb choice indicates the action that will be

performed and may include such words as identify,
learn, cooperate, demonstrate, explore, promote, or

support. A noun that identifies the expected outcome

should follow the verb. The objective is completed by

providing the expected level or condition and the time

frame for objective attainment. For example, an objec-

tive for a potential community bike safety program

might be parents learning and demonstrating the safe

use of bike helmets for their child prior to a joint

child–parent bike ride by the program’s second week.

A program may have only one goal, but several

objectives may be required for participants to achieve

that goal. Everyone involved in staffing the program

must be able to observe and recognize when the objec-

tives have been accomplished. A tracking method for

progress and objective attainment must be readily

accessible to the various staff members throughout the

program.
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Content Box 11-2 

Criteria for Well-Written Program
Objectives
• Objectives must be precise in their language

(do not use general or vague verbs).
• Objectives must be measurable.
• Objectives must be clear and state the level, 

condition, or standard of performance.
• Objectives must be results oriented and have

stated outcomes.
• Objectives must have clear descriptions of the

content and performance.
• Objectives must have a specific time for completion.

From Community health education and promotion: A guide to program
design and evaluation (p. 209), by S. N. DiLima & C. S. Schust (Eds.),

1997, Gaithersburg, MD: Aspen. Copyright © 1997 by Aspen.
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Many planners begin with the idea for a program

and the intervention mode or modality, and then seek to

position and justify it through the steps of program

development. Hippotherapy, arts and crafts, play, and

computers are examples of modalities that may be

selected, around which goals and objectives are writ-

ten. There are many options for programming design

and more for occupation-based community program

activities. Table 11-1 identifies sources for program-

ming materials/interventions.

There are many ways to meet program objectives

and goals. The established program should reflect the

community’s culture and the philosophy and experi-

ence of both the community and the programmer 

or program team. The occupational therapist’s exper-

tise must include the ability to properly select a con-

ceptual model or theory that guides development of

the intervention.

Use of Theory to Guide
Programming

Practitioners think about what they see, what they do,

and how these elements are interrelated. Reed (1998)

described this “organized way of thinking about given

phenomena” (p. 521) as theory. According to Reed, the

focus of the profession is “occupational endeavors”

that are studied through four major constructs: “person,

environment, health, and occupation” (p. 521). Since

these constructs are multilayered and complex, many

theories have been developed (Reed, 1998). This vari-

ety of theories provides community-based practitioners

with options to frame discussions of target phenomena

and to guide program design and development.

In addressing questions stimulated by the interweav-

ing of community, occupation, and intervention, the

need emerges for meaningful ways to integrate these
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Table 11–1 Sources for Occupation-Centered Programming Supplies and Materials

Company and Contact Information Products

Attainment Company, Inc. (800-327-4269) Multiple options/supplies for children and adults with
special needs

Childswork/Childsplay (800-962-1141); Social and emotional needs of children and adolescents
e-mail: care@GenesisDirect.com

Communication Skill Builders (602-323-7500) Communication supplies/activities for children and
adults

Communication/Therapy Skill Builders Child and adult assessment and intervention tools
(a Division of the Psychological 
Corporation; 800-211-8378)

Dick Blick Art Materials (800-828-4548); Arts and crafts supplies
website: http://www.dickblick.com

Imaginart (800-828-1376); Therapy supplies for children, physical rehabilitation, 
e-mail: imaginart@aol.com and mental health

PCI Educational Publishing (800-594-4263) Supplies for cognitive and emotional independence

S & S Healthcare (800-243-9232); Arts, crafts, games, and exercise for education, therapy,
website: http://www.snswwide.com and rehabilitation

S & S Opportunities (800-937-3482) Child and adult rehabilitation equipment, supplies, and
furnishings

Tandy Leather and Crafts/TLC Direct (888-890-1611); Leathercraft, Indian lore
website: http://www.tandyleatherfactory.com

Wellness Reproductions, Inc. (800-669-9208) Supplies and resources for mental health facilitators,
educators, and therapists

Whole Person Associates (800-247-6789); Stress management, wellness/health promotion, 
website: http://www.wholeperson.com and emotional self-care resources
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constructs into a practice discipline appropriate for

today and the future. Theories and conceptual models

provide the foundation for program design and imple-

mentation, and help set parameters for program evalu-

ation (Scaffa, 1992). Practitioners and programmers

can use one or more models to provide structure for the

comprehensive services that are offered to a commu-

nity or population. 

The following is an example of how more than one

conceptual model may need to be used. The stage of

human development must be taken into account when

developing prevention or health maintenance programs

geared to the needs of children and adolescents. In par-

ticular, when programming goals suggest the encour-

agement of moral decision-making, an awareness of

developmental theory regarding social, moral, and eth-

ical development is critical. In selecting meaningful

and effective learning/teaching strategies and venues,

developmental responsiveness must be considered as

well. Developmental theory may be combined with a

theory or model from health psychology or another

health-related discipline to support a community-based

health promotion program. Several possible options for

these types of theories are described in Chapter 3 in

this text. 

For many occupational therapists practicing in the

field of pediatrics, developmental theory guides goal and

objective selection in all settings—a clinic, a hospital, a

school, or the wider community. Pediatric occupational

therapists should also be aware of other models and 

theories from related disciplines that may be used in

community-based health promotion programming. When

constructing programming for children and adolescents,

it may also be appropriate to combine behavioral or 

other approaches or models already in use at a facility

with developmental approaches. If the facility is not

currently using a specific approach or model, the pro-

grammer must be mindful of suggesting and using mod-

els that are compatible with the facility’s mission and

philosophy. 

Some practitioners may neglect theory as they

develop population-based or community programs by

incorrectly assuming, perhaps, that when an interven-

tion is used for prevention, models to guide such work

are not necessary. In fact, in the development and exe-

cution of prevention programs, theories and models are

particularly important. As in all practices, models are

utilized to identify what is important and to guide the

development of goals and objectives and to guide

choices of assessments, programming, and measure-

ment of outcomes. Many theories and models contain

diagrammatic representations of constructs and their

interrelationships. These schematics, along with writ-

ten descriptions can assist the program developer in

ascertaining relationships and dynamics and in antici-

pating reactions and responses. 

These health promotion theories may move occu-

pational therapists and occupational therapy assistants

beyond the individual practice models they typically

employ by adding more holistic ways to view the 

individual within the community. 

For example, in trying to understand and articulate

the placement of occupation-centered programs in the

community, work conducted by occupational scientists

may assist the process (Clark, 1993; Clark et al., 1991;

Clark, Wood, & Larson, 1998; Yerxa et al., 1990). There

are also useful theoretical orientations and models from

occupational therapy that can be employed in commu-

nity programming. Reitz and Scaffa (2001) reviewed

four occupational therapy models suited for community

health program planning: the Model of Human Occupa-

tion, Ecology of Human Performance, Occupational

Adaptation, and the Person-Environment Occupational

Performance Model. A preliminary selection of a theory

or model should occur in Phase I. The choice may be

revisited and changed as additional information is gath-

ered through the community profile and as Phase II

unfolds.

Searching for Evidence That
Programming Will Be Effective

In addition to selecting a theory or model during Phase

I, a search of current research on evidence-based out-

comes from previous programming efforts directed at

the same or a similar population should be conducted.

This process is commonly referred to as evidence-
based practice—searching for evidence that the pro-

gramming will be effective based on the work of other

practitioners and researchers. An awareness of the 

most recent literature may benefit even the most expe-

rienced practitioner and may contribute to improved

programming. Lou (2002) proposed that although text-

books cannot keep pace with the evidence required by

practitioners, recent advances do make it possible to be

an evidence-based practitioner. These advancements

include the availability of improved research, enhanced

information resources, and more accessible and reli-

able information technology. While there will always

be the benefit of receiving an expert opinion from an

experienced practitioner, today’s occupation-centered

community program developer must be a highly com-

petent information technology user. Content Box 11-3

describes Lou’s (2002) steps for collecting evidence.

Formulating a clear, focused question is crucial 

for conducting evidence-based research. There are a

variety of choices of where to search for the answer to
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a specific research question. Scholarly publications

may include books, journals (peer- and non-peer-

reviewed), and professional magazines. A search of

electronic bibliographic databases—compilations of

published research, scholarly articles, books, newspa-

per articles, and other such sources—and the Internet

may also be helpful. Numerous databases, each with a

particular focus, are available. However, the user is cau-

tioned that the content of websites is not always evaluated

for scientific rigor. For many conventional occupational

therapy practices, MEDLINE is a reliable database offer-

ing medically and biomedically related sources. 

However, for community programs, where the goal

involves maintaining emotional and social health and

preventing related dysfunction, answers may not be

easily found in the medical and biomedical literature.

More suitable databases may include Ovid (AARP,

AgeLine), CINAHL (nursing and allied health), HAPI

(health and psychosocial instruments), PsychLit, and

SocioFile. OTseeker, an online database, provides

information on randomized clinical trials that would be

of interest to occupational therapists and occupational

therapy assistants gathering evidence to direct program

development. OT Search, which is an occupational

therapy bibliographic system of the American Occupa-

tional Therapy Foundation and the AOTA, may also be

of assistance. 

Evidence for the Potential
Effectiveness of the Program:
Program Evaluation

A program’s ultimate goal is to achieve its desired out-

comes. Measuring outcomes is one aspect of program

evaluation. At some point during program implemen-

tation, programmers must be prepared to answer the

following questions:

• Is the program effective? 

• Is it doing what it was planned to do? 

• Were program goals met? 

• Were the stated objectives met? 

• Was the program implemented as planned?

Occupation-based programmers must be able to answer

these additional questions:

• Were occupation-based methods used?

• Did they enhance the program?

• If so, how?

The evaluation process should begin in earnest

when the program objectives are established to meet

the identified goal. If the objectives are measurable

and accurate in their expression of the goal, it is less

likely that problems will be encountered in the evalu-

ation phase. The first measures are most often quanti-

tative. It is necessary to determine who received the

services and how often. Without first knowing that

everyone has received the programming specified in

the objectives, further steps cannot be taken to evalu-

ate whether the services met expectations and were

effective. 

Qualitative measures of outcome are helpful to mea-

sure the quality of the program and may include focus

groups or interviews to gain perceptions and opinions

from participants regarding the program. These measures

may be useful in helping maintain a program participant’s

enthusiasm and often enhance marketing efforts; however,

such methods may not necessarily help ensure objectives

are being achieved. Greene (1994) discussed social pro-

gram evaluation and suggested it may be a unique form of

social inquiry. Additional qualitative measures may

include observation, ethnography, narrative/storytelling,

and numerous other designs and techniques. 

According to Greene, and appropriate to many com-

munities, “qualitative methods can give voice to the nor-

mally silenced” (1994, p. 541). Since many developing

community programs fall into the category of social pro-

gramming and the populations served may not necessar-

ily advocate for themselves, a comprehensive evaluation

that includes both quantitative and qualitative measures

is warranted. Evaluation is a continuous process of ask-

ing questions and collecting data of all kinds. It is a crit-

ical part of all successful programming efforts. There

must be a systematic and organized process of collect-

ing, analyzing, and storing data, and this process must be

considered when developing the overall program plan.

Methods of Evaluation
There are many ways to evaluate program effective-

ness. Forer (1996) described outcome evaluation as

the method of evaluation that “concentrates on the 
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Content Box 11-3 

Steps for Acquiring Evidence
1. Define your question by using the three ele-

ments: situation, intervention and comparison,
and outcome.

2. Select appropriate information sources.
3. Choose the best databases or printed sources.
4. Apply a search strategy using subject terms, key-

words, and/or index entries.
5. Modify your strategy to achieve a more efficient

search.

From Evidence-based rehabilitation: A guide to practice (p. 73), 

by J. Q. Lou, 2002, Thorofare, NJ: SLACK. Copyright © 2002 by

SLACK with permission.
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results of services, programs, treatments, or interven-

tion strategies generally following termination of ser-

vices or during a predetermined follow-up period” 

(p. ix). The primary goal in all program evaluation

efforts is, of course, evaluating the effectiveness of the

entire program, including the full array of services.

Weiss (1972) emphasized that program evaluation is

a broader concept than outcome evaluation and sug-

gested that the components of program evaluation be

expanded to include not only evaluation of outcomes,

but also needs assessment, process evaluation, and 

program efficiency and effectiveness. It is essential to

create congruence between needs, goals and objectives,

programming, and outcomes from the beginning of the

program-development process. 

While programming centers on a community or

population, it would be shortsighted to neglect the real-

ity that programs are designed to benefit individuals—

members of groups within a community or a popula-

tion. Therefore, the needs of each individual must be

considered, and these needs collectively provide the

basis for the program. For most programs, monitoring

individual process and progress provides incremental

measures that ultimately aid in the evaluation of the full

program’s effectiveness. Formative measures allow the

programmer to know how participants are responding

to the program and to see their progress toward goals

and objectives. These measures contribute to the for-
mative evaluation process described by McKenzie and

Smeltzer (1997) as gathering “immediate feedback

during program planning and implementation to

improve and refine the program” (p. 225). 

When occupation-based community-centered pro-

grams are evaluated, the following two questions

should be asked: 

• How will it be determined that the desired occu-

pational behaviors occurred? 

• When and how will the occupational behaviors be

measured?

All programs must be able to demonstrate effectiveness

in order to justify their continued existence. Such eval-

uation also provides the information that is needed to

continue improving the congruence between the goal,

objectives, and programming. This is the function of

formative evaluation. 

Formative evaluation can also include staff and

stakeholders. Stakeholders are persons who may or

may not benefit directly by being involved in the poten-

tial program (McKenzie & Smeltzer, 1997) but who

have a stake in the program’s outcome and often the

ability to influence that outcome. Focus groups may be

used to gather input from stakeholders and staff. It is

generally through a combination of formative measures

that necessary changes can be identified. Day-to-day

programming facilitates the achievement of the pro-

gram objectives and, ultimately, its goal(s). If objec-

tives are not being met, then alterations, adjustments,

and fine-tuning may be made in daily programming. If

the goal is not satisfied, adjustments of the objectives

may be required as well. The results of formative mea-

sures are then coupled with those from summative

measures that occur at the end of a programming cycle

to determine program effectiveness.

Programmers often develop their own assessment

instrument(s) based on program goals and objectives.

In some cases, they may purchase instruments for indi-

vidual participants that are designed to accompany the

theoretical models selected to guide program develop-

ment. Some assessments may be copied from texts or

articles, while others are copyright protected. Hinojosa

and Kramer (1998) have provided an excellent resource

for client evaluation. Additional excellent resources by

Asher (2007) and Cohn, Schell, and Neistadt (2003)

offer comprehensive overviews of evaluation and intro-

duce the reader to detailed chapters describing the eval-

uation process and specific assessments appropriate to

selected areas of practice. Assessment selection should

be based on the tool’s potential contribution to deter-

mine program effectiveness. The program evaluation is

linked to the progress individual clients make, so a 

consistent baseline measure of performance must be

included. In some instances, that measure will be made

by agencies or practitioners other than the programmer,

so efforts are required to access that information when

setting objectives.

Other Measurement Considerations
In some programs, neither individual measurement of

progress nor traditional models of evaluation and inter-

vention are used. However, an awareness of the progress

of individuals and the match between their goals and

objectives with those of the program should still be con-

sidered. An example of this would be a program target-

ing the development of moral judgment in adolescents

as they prepare to transition into the roles of young

adulthood (Fazio, 2001). The goal may specifically tar-

get the development of skills to decrease teens breaking

the law in the community (e.g., graffiti). Accompanying

objectives may focus on skills to find work and a resi-

dence or perhaps the provision of opportunity to explore

and engage in alternative meaningful occupations.

These objectives are measurable and related to out-

comes. Not all adolescents participating in such a pro-

gram may be successful in attaining each objective, and

they may not all accomplish the goal; however, it is

important to remember that programs may still be suc-

cessful even if all participants are not (Fazio, 2001).
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Case Examples of Program
Development and Evaluation

In some cases, new services are developed and imple-

mented within existing programs. In other situations,

newly developed programs are free-standing and

autonomous. Two examples are provided here, one new

service is embedded within an existing school program,

and the other is a new program developed in response

to an identified community problem.

A New Service Within an Existing Program
An ocean therapy program might be a good fit with the

work of school-based therapists by providing a summer

program to assist children in maintaining end-of-term

achievements in skill and behavior development noted

in their Individualized Educational Plans (IEPs). Cer-

tainly it would be important to collaborate with both

the therapist, who sees the child during the school year,

and the parent. The programmer would initiate the

evaluation process for the program with the needs

assessment, which in turn would guide the selection of

the population and the best model to ensure success of

the participants and the program. For such a program to

be successful, it is assumed that the goals of individu-

als would be similar enough so that each child would

benefit from the group experience. 

For example, the ocean therapy camp model could

provide intervention to enhance the intervention the

child is receiving from the school-based occupational

therapist and to assist in meeting the goals of the child.

In addition to maintaining existing therapeutic gains

and goals, the camp experience might supplement the

child’s individual therapy with opportunities to learn

socialization through structured group experiences,

provide opportunities to build confidence and efficacy,

as well as other benefits. If this is the case, the program-

mer might consider establishing baseline measures

and continuing formative and summative measures

around the goals of socialization, self-confidence, and

efficacy. Marketing efforts for such a camp would be

enhanced if indicators of success could be demon-

strated, in addition to what the child’s primary therapist

might identify. 

A New Program Developed in Response 
to an Identified Problem
At the request of city health authorities, a Phase I

assessment of need was initiated at a mission serving

homeless teenagers. The primary identified concern

was for the control of sexually transmitted infections

(STIs) in the teen population. The solution was initially

thought to be condom use, and although condoms were

distributed on a regular basis, the rate of STIs had not

declined. Following the Phase II focus groups and indi-

vidual interviews, it was determined that the solution

would not be found by focusing on the perceived 

problem (STIs). Substantial brainstorming, research,

and investigation of appropriate theoretical models—

including those related to the development of moral

judgment, volition, habituation, adaptation, and engage-

ment in occupation—were conducted. As a result, the

following goal, objective, and programming were estab-

lished to respond to the need(s) and to guide program

development:

Goal: To advocate for oneself in dating and other

relationships, by effecting positive change 

in one’s relationship with the environment 

(efficacy).

Objective: Adolescents participating in the program

will be provided with developmentally appropri-

ate information and skills via weekly modules,

which they can use to make informed choices

about practiced sexual behaviors.

Programming: Modules developed to include the

acquisition of information and the development

of skills structured around the subsystems of 

volition, habituation, and performance capacity.

Clearly, this brief scenario omits some significant

work; however, it depicts how the goal of encouraging

self-efficacy was enabled through an objective of pro-

viding developmentally appropriate information and

skills with which to make informed choices about prac-

ticed sexual behaviors. This is very different from 

distributing condoms. The linkages among efficacy,

cognitive and moral development, and sexual-health

habits guided the development of a program that pro-

vided information and enhanced skills appropriate to

adolescents’ occupational and developmental needs. 

It may appear simplistic to suggest that the first line

of program evaluation, the objective measurement of

outcome, is identified by the words be provided with
developmentally appropriate information and skills. A

simple attendance/participation grid can be used to

evaluate this measure, and data regarding the number

of participants who received the information can be

obtained. However, little more than this is known from

just this measure. 

To make the objective measure stronger, pre- and

post-tests can be used to determine practiced sexual

behaviors, but this still does not really provide the

information that will support the merit of continued

programming. A traditional research paradigm can be

used to track participants to determine how many

remain free of STIs over time or how many become

established in a transition facility and are no longer
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homeless. Those who have worked with similar popu-

lations know this to be extremely difficult; however, it

would likely be an effective measurement of the pro-

gram’s effectiveness and the measure to ensure contin-

ued funding for such a program. 

Managing numerous outcome measures, particularly

over time, will require an effective data-management sys-

tem and must be considered in the programmer’s time

and cost planning. Focusing on the development of effi-

cacy, a stronger pre- and post-measure that would provide

compelling evidence that the programming had, in fact,

helped to achieve this larger goal would be essential.

Such instruments as Rotter’s (1966) Internal/External

Scale would offer a measure of participants’ perception

of internal versus external locus of control. Rosenberg’s

(1965) Self-Esteem Scale was initially developed for use

with adolescents and would offer a pre- and post-test

measurement of positive and negative attitudes toward

one’s abilities and accomplishments. 

Conclusion

This chapter has offered a brief general overview of

the process of developing community-based, health-

promotion programs that enhance and encourage the

practice of meaningful occupations by children, ado-

lescents, and adults of all ages. The role of theory and

evidence-based research in program development was

presented. Scenarios were used to demonstrate what it

means to develop one’s idea and how to proceed with

needs assessment, including the need to develop

goals, objectives, and outcome measures. Resources

for the selection of program activities to meet objec-

tives and program goal(s) were identified. A discus-

sion of program evaluation offered suggestions to 

determine program effectiveness. There are several

dimensions, or tiers, of measurement needed to fully

evaluate a program. Program evaluation begins with

determining the dimensions within which program

success will be measured. Staffing, space considera-

tion, funding, development of marketing strategies,

and timelines have received only cursory inclusion

through examples but are all critical pieces of the 

program development process. 

◗ For Discussion and Review

1. What are you passionate about? From this passion,

formulate a program idea and identify a potential

community or population who may benefit from an

occupation-based program.

2. Is there an unmet health need on your college or

university campus? What students from which other

disciplines may have a shared interest or potential

skills to assist in developing a program to meet this

health need?

3. Identify a community or population of interest and

develop a needs assessment strategy to determine

their health promotion needs.

4. What are the roles of theory and research evi-

dence in the development of health promotion

programs?

5. Describe several strategies for formative and sum-

mative evaluation of community-based programs.

◗ Research Questions

1. Does an education program contribute to the

improved wellbeing of first-time parents?

2. Does a parenting/coping-skill-building program

contribute to the improved wellbeing of first-time

parents of a child with special needs?

3. Does a community support group contribute to

the improved wellbeing of caregivers of spouses

who have dementia?  Does it increase the

amount of time that they can live together in 

the community?

4. Is the Canadian Occupational Performance Mea-

sure (COPM) an effective outcome measure for

community-based health promotion programs?
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Chapter 12

Enhancing Community Health 
Through Community Partnerships
Patricia Atwell Rhynders and Marjorie E. Scaffa

The ultimate goal of community health is to enable every member of a community to

experience a level of wellbeing that allows participation in, and enjoyment of, his or her

chosen daily activities.

—Scaffa & Brownson, 2005, p. 482.

Learning Object ives

This chapter is designed to enable the reader to:

• Describe the characteristics of a healthy 
community.

• Identify threats to community health.
• Define basic concepts of epidemiology.
• Discuss the principles of community health 

intervention.

• Identify components of effective community
health interventions.

• Apply occupational therapy concepts to the devel-
opment of community health initiatives.

• Describe the RE-AIM model and how it applies to
program evaluation.

Key Terms

Capacity building
Coalition
Collaboration
Community
Community action 

partnership
Community-based 

intervention
Community-centered

intervention

Community 
development 

Community develop-
ment partnership

Community health
Community health 

initiatives
Community-level 

intervention
Community organization

partnership

Comprehensive health
promotion

Epidemiology
Health disparities
Health promotion
Health protection
Incidence
Lifestyle
Lifestyle practices
Occupational profile

Prevalence
Prevention
Reciprocal determinism
Resiliency factors
Risk factors
Situational analysis
Social capital
Sustainability
Synergy

Introduction

The increased interest in health promotion and commu-

nity health in recent decades represents a rebirth of his-

torical beliefs and practices, framed in new terminology

and contexts. Despite successes in increasing immu-

nization rates, self-care, and patient education, health

education alone to facilitate behavior change is no

longer sufficient to address complex health issues. 

As health educators and other health professionals real-

ized the need to make it easier for people to make

healthy choices, they also realized the need for comple-

mentary social, political, organizational, regulatory, and

economic supports. Comprehensive health promotion,
defined as the “combination of educational and environ-

mental supports for action and conditions of living con-

ducive to health” (Green & Kreuter, 1991, p. 14), takes

place in communities and is a challenging enterprise

that requires interdisciplinary expertise. 

Traditionally, each discipline is prepared to address a

certain aspect of community health. But collaboration

among health professionals, in concert with community

members, is critical to the success of communit health

interventions. Community health merges science (human

biology, epidemiology), lifestyle (health education, social

and behavioral sciences), and health care (economics,
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political science); therefore, a continuum of services is

necessary to facilitate and support health and wellness

(Green & Ottoson, 1999). Occupational therapy is

uniquely poised to impact community health, as it

encompasses aspects of science, lifestyle, and health care

organization. Madill, Townsend, and Schultz suggested

that occupational therapists can promote health in the

community by playing a role in “improving access to

health care, developing an environment conducive to

health, strengthening social networks and social supports,

promoting positive health behaviour [sic] and coping, and

increasing knowledge about health” (1989, p. 79). 

Occupational therapists are acutely aware of the

need to anticipate trends and develop action plans

accordingly (Fazio, 2001; Finn, 1972; Johnson, 1973).

Trends in health-care financing have resulted in more

acutely and chronically ill persons being treated at

home and in community settings. In the 1980s, collab-

oration was trendy; now it is required by many fund-

ing organizations. As the trend toward collaboration

with opinion leaders, community members, and other

stakeholders gains prominence as best practice in

health promotion, occupational therapists will benefit

from learning skills in planning, educating, empower-

ing, and advocating broad-based social supports for

health-promoting environments (Madill et al., 1989).

Occupational therapists are not only important mem-

bers of the community health team, but also they can

play a leadership role in promoting the health of the

community. This chapter describes the characteristics

of a healthy community, identifies threats to commu-

nity health, discusses principles and components of

effective community health interventions, and exam-

ines the role of occupational therapy in the promotion

of community health.

Community Health

When we think of “community,” perhaps we think of our

hometown, a cultural group to which we belong, or even

the community of scholars and students with whom we

associate. Freie (1998) describes it as follows: 

Community is an interlocking pattern of just human

relationships in which people have at least a minimal

sense of consensus within a definable territory. People

within a community actively participate and cooperate

with others to create their own self-worth, a sense of

caring about others, and a feeling for the spirit of con-

nectedness. (p. 23)

This definition characterizes the essence of co-

mmunity not necessarily as a physical place but 

as a connection that people have formed and a shared

sense of purpose. Communities in this sense may 

be religious, professional, cultural, political, recre-

ational, and myriad others based on groups of peo-

ple’s common bonds. 

Another definition of community, used in Healthy
People 2010 and more practical for this chapter, is “a

specific group of people, often living in a defined geo-

graphical area, who share a common culture, values,

and norms and who are arranged in a social structure

according to relationships the community has devel-

oped over a period of time” (U.S. Department of Health

& Human Services [USDHHS], 2000, p. 7-27). Even

this definition acknowledges that community is more

than just a place. It is a dynamic entity that changes and

evolves as its people, norms, and values change. This

concept of an ever-changing community in which 

people influence their environment and in which the

environment, in turn, influences the people is called

reciprocal determinism, as depicted in Figure 12-1. 

The interaction among people and their environ-

ments is an especially important concept in community
health, which refers to “the extent to which people in a

community are able to realize their aspirations, satisfy

their needs, and cope with their environment” (Lasker

& Weiss, 2003, p. 35). The concept of reciprocal deter-

minism complements the early epidemiological triangle

that depicts the interaction among the host, the agent,

and the environment in causing and spreading infec-

tious diseases. Many studies have shown the link

between community quality, health behaviors, and

health outcomes (Molinari, Ahern, & Hendrix, 1998). 

According to the American Occupational Therapy

Association (AOTA), occupational therapy enables

individuals to accomplish the activities of daily living
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values,
beliefs,
goals

Environment
barriers,
facilitating factors,
reinforcers, punishers

Behavior

Model of Reciprocal Determinism

Figure 12-1 Model of reciprocal determinism. 

Adapted from “The new causal principle of cognitive learning theory: Perspec-
tives on Bandura’s ‘Reciprocal Determinism’” by D. C. Phillips & R. Orton,
1983, Psychological Review, 90(2), 158–65.

1193_Ch12_208-224.qxd  6/8/09  6:08 PM  Page 209



that have importance to them, specifically those related

to the primary occupations of humankind: work, play,

education, social participation, and self-care (AOTA,

2008a). These are the very activities that take place

within a community; they affect and are affected by the

physical, temporal, and cultural environment of that

community. By recognizing the dynamic relationships

between people and their environments—reciprocal

determinism—the range of factors that contribute to or

impede health and wellness can be identified. Those

insights can then be used to develop appropriate com-

munity health promotion interventions.

Because the health of individuals is linked with that

of their communities, healthy people in healthy com-

munities is an aim of Healthy People 2010. The

Healthy People 2010 document describes a healthy

community as one that “embraces the belief that health

is more than merely an absence of disease; a healthy

community includes those elements that enable people

to maintain a high quality of life and productivity”

(USDHHS, 2001a, p. 1). The World Health Organiza-

tion’s (WHO) description of a healthy community con-

siders the environmental, social, and economic

resources of a community, along with the emotional

and physical abilities that allow people to realize 

their aspirations and satisfy their needs (World Health

Organization [WHO], 1986).

Health Disparities
In general, the health of Americans has improved 

during the past decade, yet in some groups, health indi-

cators have remained stable or have declined. A dispro-

portionate number of Americans in ethnic and racial

minority groups lack access to preventive health ser-

vices and therefore have higher rates of morbidity and

mortality than whites. The health status of individuals

and populations is affected by several variables, includ-

ing biological endowment, lifestyle behaviors, and

social and environmental circumstances. The diversity

in biological, social, ethnic, racial, and economic char-

acteristics among people can result in health dispari-

ties. Healthy People 2010 defines health disparities as

“differences in health status among distinct segments

of the population including differences that occur by

gender, race or ethnicity, education or income, disabil-

ity, and geographic location” (p. 11). Health disparities

are well documented. A few examples are provided in

Content Box 12-1. 

Healthy People 2010 has two broad goals: (1) to

increase the quality and years of healthy life and (2) to

eliminate health disparities. In seeking to achieve these

goals, several of Healthy People 2010’s objectives call 

for “an increase in access to quality health care, an

increase in community-based programs that are culturally

and linguistically appropriate, an increase in minority

health professional graduates, and improved data gath-

ering to better understand health disparities and service

needs” (Wilson, 2006, p. 21). The Centers for Disease

Control and Prevention (CDC) initiated REACH 2010

(Racial and Ethnic Approaches to Community Health

2010) to eliminate health disparities among minorities.

REACH 2010 identified six priority areas to target: car-

diovascular disease, immunizations, breast and cervical

cancer, diabetes, HIV/AIDS, and infant mortality. 

In addition, racial and ethnic minorities experience

greater disability from mental illness than do whites.

Minorities do not have higher rates of mental illness

than whites, but they do have less access to mental

health care. As a result, these populations have a greater

frequency of lost workdays and more significant limita-

tions in daily activities than their white counterparts.

The social and economic environment of inequality that

persons of color experience has a significant negative

impact on mental health (USDHHS, 2001b). For more

information, see http://www.mentalhealth.org/cre/.

The causes of these disparities are being investi-

gated, but most researchers agree that the etiology 

is multifactorial and includes biological, socioeco-

nomic, and cultural influences. Cultural norms,

beliefs, and practices regarding diet, hygiene, sexual

behavior, and illness can significantly impact health
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Content Box 12-1 

Documented Health Disparities
• African Americans have higher infant mortality

than whites (MacDorman, Minion, Strobino, &
Guyer, 2002)

• African American children living in poverty have
higher rates of asthma than white children living in
poverty and than black or white children not living
in poverty (Akinbami, LaFleur, & Schoendorf,
2002).

• White adolescents have higher rates of death due
to unintentional injury than African American ado-
lescents (Anderson, 2002).

• Native Hawaiians are more than two times more
likely to develop diabetes than non-Hispanic
whites (National Diabetes Information Clearing-
house, 2003).

• African American women are more likely to die of
breast cancer than are women of any other racial
or ethnic group (Centers for Disease Control and
Prevention [CDC], 2008).

• Although African Americans and Hispanics com-
bined represented only 25% of the U.S. popula-
tion in 1999, they accounted for approximately
55% of adult AIDS cases and 82% of pediatric
AIDS cases of the total prevalence reported in
that same year (CDC, 2008).

1193_Ch12_208-224.qxd  6/8/09  6:08 PM  Page 210



status. Consequently, culture should be considered in

the development of community health interventions.

In addition, lower socioeconomic status, regardless of

other racial or ethnic characteristics, has a negative

impact on health and therefore should be targeted

specifically (Issel, 2004).

Threats to Community Health
Environmental, social, organizational, and political

factors can interfere with the physical and mental

health of individuals and families in a community.

These threats to community health may include

poverty, pollution, crime, violence, and discrimination,

among others. One of the functions of epidemiology is

to identify the health threats in any particular commu-

nity or population, including the distribution, frequen-

cies, and determinants of disease, injury, and disability

in human populations. It serves as the scientific foun-

dation for community health interventions (MacMahon

& Trichopoulos, 1996). Epidemiology uses measures

of incidence and prevalence to analyze patterns of dis-

ease, injury, and disability distribution in communities;

identify health trends; develop population health inter-

ventions; and make informed health policy decisions

(Scaffa, 2001). Incidence is a measure of the number

of new cases of disease, injury, or disability within a

specified time frame. Incidence rates are typically

reported in terms of the number of new cases per year

per 1000 population (Green & Ottoson, 1999; Pickett

& Hanlon, 1990). Prevalence is a measure of the total

number of cases of disease, injury, or disability that 

exist in a community at one point in time (Pickett &

Hanlon, 1990). Knowing the incidence and prevalence

of disease, injury, disability, and death in a population

helps to target community health efforts in areas where

they can have the greatest impact on health (Green &

Ottoson, 1999).

Population Health Strategies

Population health strategies are designed to reduce the

incidence rate through prevention activities and reduce

the duration of the disease through early detection and

effective treatment. Combining the two strategies of

prevention and early detection is the most effective

approach to reducing overall prevalence. Prevention is

defined as

actions and interventions designed to identify risks,

and reduce susceptibility or exposure to health threats

prior to disease onset (primary prevention), detect and

treat disease in early stages to prevent progress or

recurrence (secondary prevention), and alleviate the

effects of disease and injury (tertiary prevention).

(Joint Committee on Health Education and Promotion

Terminology, 2001, p. 101)

Additional population health strategies include

health services, health promotion, and health pro-

tection. Health services are interventions typically

provided by health-care and medical professionals

after symptoms are present or a diagnosis is evi-

dent. Health promotion refers to interventions

directed at lifestyle and involves any planned com-

bination of educational, political, regulatory, envi-

ronmental, and organizational supports for actions

and conditions of living conducive to the health of

individuals, groups, or communities (Green &

Kreuter, 1991). Health protection refers to “any

planned intervention or services designed to pro-

vide individuals and communities with resistance

to health threats, often by modifying policy or the

environment to decrease potentially harmful inter-

actions” (Green & Ottoson, 1999; Joint Committee

on Health Education and Promotion Terminology,

2001, p. 101). The combination of health promo-

tion, health protection, prevention, and early detec-

tion strategies provides the most comprehensive

approach to community and population health.

Population health interventions often focus on

reducing risk factors, those lifestyle behaviors or

environmental conditions that, on the basis of scien-

tific evidence or theory, are thought to influence sus-

ceptibility to a specific health problem (Turnock,

2001). In addition to reducing risk factors, health pro-

motion interventions attempt to increase resiliency or

protective factors that contribute to overall health and

wellbeing. Resiliency factors are those characteris-

tics that appear to increase an individual’s or popula-

tion’s ability to avoid the development of disease or

disability (Scaffa, 1998).

Community health initiatives are one type of 

population health intervention. Community health 
initiatives are defined as the public and private 

efforts of individuals, groups, and organizations 

to promote, protect, and preserve the physical, 

psychological, social, and spiritual health of those in

the community (McKenzie & Smeltzer, 1997; Scaffa,

2001). Effective community health promotion pro-

grams integrate educational, social, and environ-

mental interventions. Educational interventions

regarding health can be delivered through schools,

workplaces, community organizations, medical care

settings, and the media. Social interventions are eco-

nomic, political, legal, and organizational activities

designed to improve the health of the community.

Environmental interventions involve physical, chem-

ical, or biological modifications that reduce the risk
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of acquiring a disease, disability, or injury (Green &

Anderson, 1982). 

Community Health
Interventions

Community-health interventions can be viewed on a

continuum, from community-based through community-

level to community-centered (Scaffa & Brownson,

2005). Community-based interventions refer to pro-

viding health services in community settings where

people live, work, play, and go to school. These inter-

ventions are typically targeted at individuals to encour-

age health behavior change; however, the family may

also be a focus of intervention. In this approach, the pro-

fessional is the expert and “visits” the community. Ser-

vices may be provided in a variety of venues, including

homes, schools, churches, clinics, libraries, and recre-

ation centers. Examples of this type of intervention are

services for home health, community mental health, and

assisted living.

Community-level interventions, also sometimes

referred to as community-focused interventions, are

population-based approaches that are designed to facil-

itate health outcomes through sociocultural, economic,

political, and environmental changes. These programs

may seek to modify the norms or behaviors of a popu-

lation in an effort to improve health (e.g., smoking).

Community-level interventions are usually based on

loose partnerships, and decisions are made by the fund-

ing source. In this process, the professional is the

expert and leads the community. Examples of this type

of intervention are public health programs to reduce

smoking, drinking and driving, and sexually transmit-

ted infections.

Community-centered interventions, sometimes re-

ferred to as community-driven, are also population-

based; however, they are initiated by the community

itself, using existing resources and seeking additional

support as needed. Typically, coalitions are formed to

identify common concerns and address community

problems. Program planning and evaluation are partic-

ipatory, and community members develop the interven-

tion strategies. In this model, community members are

the experts and the professional serves as a facilitator,

consultant, mentor, and educator. An example might 

be communities along the Gulf Coast after Hurricane

Katrina organizing and initiating medical and mental

health services for those residents remaining in the

region. Each of these types of interventions has appro-

priate uses depending on the nature of the health prob-

lem and the optimal strategies for addressing it (Issel,

2004; Scaffa & Brownson, 2005).

Principles of Community Health
Intervention

Research has identified three main principles upon which

community health promotion efforts should center: 

1. The manner in which social and community

institutions are organized and resources distrib-

uted is the most important determinant of health

in Western societies. 

2. The information that community members have

as to health determinants and communication

channels is as valid as that of the “experts.” 

3. Identifying and responding to community health

needs requires a multilevel, multisectoral, inclu-

sive, participatory, empowering, holistic

approach (Raphael, 2003).

The ability of the individual to achieve and maintain

health depends upon access to health information and

services, choices about health behaviors, and the envi-

ronmental and social conditions in which they live.

Social indicators such as socioeconomic status; educa-

tion levels; safety; civic involvement; crime rates; fam-

ily stability; and availability of culture, recreation, and

adequate housing are all important influences on the

health of a community. In short, these social indicators

are the elements that promote a good quality of life.

Therefore, when looking at community health, there

is more to consider than simply the medical indicators,

such as rates of infant mortality, incidence of diabetes

and hypertension, and other medical-model measures.

Although those are important concerns, community

health also depends on organizations and systems such

as public and private health services, schools, faith

groups, nonprofit organizations, transportation sys-

tems, and economic and political systems. The environ-

ment, in terms of availability of and effectiveness of

these systems, affects the health of the community, and

the health of the community affects the environment.

This reciprocal determinism is a cycle that can be influ-

enced by interventions directed toward the people or

the systems, but ideally the interventions should be

directed toward both. Because this is a daunting task, 

collaboration is the key to successful comprehensive

community health promotion. In fact, Gilfoyle (1986)

and Jaffe (1986) identified creative partnerships as

opportunities for occupational therapists to assume col-

laborative leadership roles in designing a healthy society.

Successful health interventions for communities and

effective occupational therapy services for individuals

share some characteristics in common. Both are client-

centered, tailored to specific needs, build on existing

resources and strengths, and prepare participants to
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become self-sufficient. Collaboration is essential for 

either of these approaches to be efficacious. Other

characteristics of effective community health interven-

tions are listed in Content Box 12-2. 

Collaboration, Partnerships, 
and Coalition-Building

Collaboration is a word that is often misused, even with

good intentions, to describe the process of people work-

ing together toward a common goal. But, more than

that, collaboration is part of a continuum that starts with

cooperation and builds to a more lasting relationship, or

coalition, in which people or organizations create a new

structure to serve a common purpose while retaining

their own identities. Each member brings certain

strengths that, when synergistically combined, are

greater than the sum of the individual members. Collab-
oration can be defined as “a mutually beneficial and

well-defined relationship entered into by two or more

organizations to achieve results they are more likely to

achieve together than alone” (Winer & Ray, 1994, 

p. 24). It requires a balance among differing individual

and organizational philosophies, modes of service deliv-

ery, and sources of power. For individuals and organiza-

tions accustomed to the medical model, collaboration

involves moving from managing stakeholders—“people

who have a vested interest in the issues”—to viewing

stakeholders as equal partners (Brownson, 2001, p. 97).

There are three types of community partnerships: 

(1) Community action partnerships are those that

form to address a specific community issue or problem,

or to take advantage of a unique opportunity. (2) Com-
munity organization partnerships are made up of

agencies and organizations that provide a similar service

or share a common mission. This type of partnership is

formed in order to collaborate toward some mutually

agreed-upon goals. (3) Community development part-
nerships are designed to encourage participation and

collaboration by people, organizations, and agencies to

increase community assets and improve the quality of

life of the community as a whole (Gamm, 1998).

Because the collaborative approach can accomplish

more than an individual one, it makes sense that the

greater the diversity of a collaboration’s members, the

greater their capacity to view issues from different 

perspectives and to bring different expertise and

resources. Broad representation from the community is

foremost, but a variety of disciplines, including health

professions, sociology, community psychology, politi-

cal science, public administration, social work, educa-

tion, law enforcement, urban planning, business, and

local government, can also bring unique resources.

Healthy People 2010 is a collaborative effort among

federal, state, and territorial governments, in conjunc-

tion with private, public, and nonprofit organizations.

This is reflected in Healthy People 2010’s MAP-IT

method of creating a healthy community (USDHHS,

2001a). The Healthy People in Healthy Communities:
A Community Planning Guide Using Healthy People
2010 (USDHHS, 2001a) offers a step-by-step guide for

using a collaborative approach to address community

health (Content Box 12-3). Effective collaboration for

community health requires the professional to build

trust, identify community leaders, collect surveillance

data, map community assets, and build coalitions. Each

of these steps will be described in some detail.

Building Trust
Perhaps the most vital component of community health

promotion is trust. Health professionals are accustomed

to being recognized as experts, leaders, and resources. In

community health, the role of professionals in the com-

munity differs from their roles in secondary and tertiary

settings, moving from that entails expert to that of equal

partner and collaborator. Collaboration entails both costs

and benefits. Many organizations are unaccustomed to

making collaborative decisions, sharing information,

functioning as partners rather than leaders, and recogniz-

ing community members as equals. Establishing and

maintaining trust includes mutual recognition of the
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Content Box 12-2 

Characteristics of Effective Community
Interventions
Effective community health interventions

• are tailored to a specific population within a partic-
ular setting;

• involve participants in planning, implementation,
and evaluation;

• integrate efforts aimed at changing individuals,
social and physical environments, communities,
and policies;

• link participants’ concerns about health to broader
life concerns and to a vision of a better society;

• use existing resources within the environment;
• build on strengths found among participants and

their social networks and communities;
• advocate for the resources and policy changes

needed to achieve the desired health objectives;
• prepare participants to become self-managers and

self-advocates;
• support the diffusion of innovation to a wider 

population;
• seek to “institutionalize” successful components

and to replicate them in other settings.

Reproduced with permission from Occupational therapy in community-
based practice settings by M. Scaffa, 2001, Philadelphia: F. A. Davis.
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costs and benefits, realistic expectations, and clear goals

for the partnership.

Reliability, respect, roles, and rituals are important

in establishing trust with community members and

other collaborative partners. Reliability demonstrates

to the community that a person or agency can be

depended upon, honors their word, and is committed to

the community’s wellbeing. An example is a person or

agency maintaining a regular presence in the commu-

nity by attending and volunteering at events that are

important to the community, even if they are not

directly related to one’s project. 

Respect for each member of the coalition is essen-

tial. Community residents and informal leaders play as

important a role in community health as professionals

do. Without their involvement, community health pro-

grams will fail. Each member of the coalition should be

shown equal consideration.

Roles and expectations should be based on mem-

bers’ special interests and expertise, and must be clari-

fied in order to avoid conflict. Rituals can help solidify

the group’s identity as a unit by personalizing collabo-

rative work and reminding members of the vision they

are trying to achieve. A ritual can be as abstract as

beginning each meeting with an inspirational quote or

as simple as serving an ethnic snack at each meeting.

Create a symbolic custom and make it a tradition. 

Identifying Community Leaders
When asked to identify community leaders, many peo-

ple will list mayors, city council members, police

chiefs, and other people who hold similar positions.

These people certainly play a role in creating commu-

nity environments conducive to health. In reality,

though, people are most influenced by peers. In many

communities, it is the grandmother who sits on her

stoop and watches children play, the shop owner who

extends credit to regular customers, or an elder in the

church who are recognized as informal community

leaders. Faith groups, Neighborhood Watch clubs, 

parent-teacher associations, and other such groups are

comprised of informal community leaders and can help

identify other leaders who have broad-based respect.

As reliability is demonstrated—for instance, by attend-

ing meetings and events in the community, visiting with

parents as they bring their children to school, and visit-

ing senior centers and community centers—you will

begin to see familiar faces. Recognize these people as

community leaders and opinion leaders, and observe the

influence they have on their peers. 

Collecting Surveillance Data
A good way to approach community health is to iden-

tify priorities based on a combination of community

interest and data collection. This approach incorporates

both support and participation as the means to establish

baseline data against which subsequent outcomes can

be measured. As recommended in the MAP-IT model,

Healthy People 2010 can provide insight into the lead-

ing indicators of health and the issues that may be 

of concern in a community. Other sources of data are

local, county, and state health departments; school

records; senior centers; Head Start programs; nonprofit

organizations; crime reports; major employers; cham-

bers of commerce; and faith community leaders. In

addition to the formal collection of secondary data, col-

lection of primary data via surveys, observations, focus

groups, and conversations with people in the commu-

nity can help assemble a comprehensive picture of the

community. These interactions also offer an ideal

opportunity to discuss previous community develop-

ment endeavors and to learn how the community views

those programs. Learning about what community

members liked and disliked about other programs can

help guide program development.

Mapping Assets
Professionals tend to focus on the needs and problems

that affect community health, while ignoring the

strengths of the community. Deficiency, or needs-

oriented, programs create a cycle of client-centered

programs that serve people rather than empower them.

(Interestingly, the word client is derived from the Greek

for “one who is controlled;” McKnight, 1996.) 

Yet, communities also possess strengths—assets—that

can facilitate community health promotion. Asset-based
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Content Box 12-3 

MAP-IT
The Healthy People in Healthy Communities: A Com-
munity Planning Guide Using Healthy People 2010
(USDHHS, 2001a) offers a step-by-step guide for a
collaborative approach to address community health
as follows: 

• Mobilize individuals and organizations that care
about the health of your community into a 
coalition.

• Assess the areas of greatest need in your
community, as well as the resources and other
strengths that you can tap into to address those
areas.

• Plan your approach: Start with a vision of where
you want to be as a community, then add strate-
gies and action steps to help you achieve that 
vision.

• Implement your plan using concrete action steps
that can be monitored and will make a difference.

• Track your progress over time.
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methods recognize that communities are comprised of

people who have competencies and talents and the power

of social norms and values. Fulfillment in life depends 

on whether those gifts can be applied and appreciated

(McKnight, 1996). This concept is directly related to the

goal of occupational therapy—empowering individuals 

to accomplish daily life activities that are meaningful 

to them.

The assets of a community give the community 

its identity. These assets can be categorized into nat-

ural, built, social, economic, and service components

(Content Box 12-4) [Canadian Rural Partnership,

2002]). Even the bleakest of neighborhoods has assets

in the form of individuals, associations, and institu-

tions. Identifying and mapping them will provide a 

balanced perspective in an analysis of the community.

Recognition of community assets can form the founda-

tion of sustainable community health promotion.

Mapping can begin by simply walking through a

neighborhood with a local resident; counting the homes

that are well cared for; observing the residents who sit

on their porches; noting parks, schools, police and fire

stations, shops, churches, childcare providers, employ-

ers, bus stops, community gardens, banks, cultural

organizations, natural landmarks; and so on. It includes

noting which assets are within the control of the com-

munity and which are not. For example, individual

capacities, churches, and cultural practices are within

the control of the community. Hospitals, transportation

systems, and public services are not. During the map-

ping process, also note community needs, such as

neglected or abandoned homes, liquor stores, places

where litter accumulates, unsafe or inaccessible loca-

tions, and graffiti. Some of these needs may become

the community’s desired focus of their efforts. 

Emphasizing assets to overcome needs involves more

than making a list of positive aspects of a community. 

It is essential to find out what residents value about their

community and why. Informal conversations, focus

groups, or community meetings are good ways to

develop a community profile and to learn about what the

residents would like to change. Reflecting on the com-

munity’s assets while considering ways to effect change

is crucial to promoting community engagement in a way

that actually strengthens the community’s capacity to

sustain a health-promoting environment and enjoy a 

satisfying quality of life.

Building Coalitions
Coalitions bring together members of the community to

work for the common good. Coalition partners may

include government agencies, advocacy groups, health-

care organizations, educational institutions, and local

businesses, among others (Aspen Reference Group,

2000). Each partner brings unique perspectives, skills,

and resources to the effort, and the coalition provides a

mechanism for community empowerment and capacity

development. In addition, coalitions have the potential to

use existing resources more efficiently and coordinate

services more effectively (Scaffa & Brownson, 2005).  

Coalitions are more likely to be sustainable and

effective if they are made up of established community

organizations rather than temporary, ad hoc task forces.

The steps in coalition building are fairly simple and

begin with identifying potential coalition members,

both individual stakeholders and community agencies.

The coalition membership should represent the diver-

sity that exists in the community, and cultural issues

should be addressed throughout the process. The next

step is for the coalition members to identify and articu-

late a shared vision for the health of their community.

Without a realistic, common goal with defined tasks,

the coalition is likely to disband quickly. Credibility

and trust, as described earlier, are critical to building

relationships among coalition members; without them,

effective action is nearly impossible (Issel, 2004).

Coalitions and partnerships can exist at different

levels. According to Alter and Hage (1992), the lowest

level of partnership, an obligational network, is charac-

terized by simple information exchange across groups

and organizations that are members of the coalition.

The next level of partnership, the promotional network,

collaborates in identifying common problems, solu-

tions, and goals. Each organization retains its auton-

omy and fulfills a specified role in the coalition. The

highest level of partnership, the systemic network, is

capable of addressing complex community problems

through resource sharing, joint decision-making, and a

focus on the greater good rather than on organizational

priorities. Each of these partnership levels can be effec-

tive, depending on the nature of the community health
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Content Box 12-4

Categories of Community Assets
• Natural—such as environment, waterways, forests 
• Built—physical, such as a community center,

church, park, evidence of new construction
• Social—social aspect of living in the community,

such as local opinion leaders, youth, and elders
with wisdom to share, cultural traditions, history

• Economic—jobs and a varied economy, stores,
banks

• Service—such as health, educational, and social
services

From Asset mapping:  A handbook by Canadian Rural Partnership,

2002. Retrieved February 7, 2009, from http://rural.gc.ca/conference/

documents/mapping_e.phtml#1.
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problem being addressed and the capacity of existing

resources to respond.

Coalition building is facilitated by active participa-

tion of coalition members; opportunities for formal and

informal communication; and establishing roles, divi-

sion of labor, procedures, and processes early in 

the coalition’s development. In addition, determining

mechanisms for conflict resolution, identifying training

needs of coalition members, and acquiring needed

technical assistance will positively affect coalition

function (Parker et al., 1998).

Community Health 
and Occupational Therapy

Although many models in occupational therapy focus

on designing interventions for individuals, Baum,

Bass-Haugen, and Christiansen (2005) describe apply-

ing the Person-Environment-Occupation-Performance

Model to organization- and community-centered inter-

ventions. In this model, the person represents intrinsic

factors—internal capabilities or constraints on occupa-

tion, including physiological, cognitive, spiritual, 

neurobehavioral, and psychological factors. The envi-

ronment represents extrinsic factors—environmental

enablers or barriers to occupational performance, such

as the natural and built environments, culture and val-

ues, social support, and social and economic systems.

The extrinsic factors impact quality of life, while the

intrinsic factors affect wellbeing.

Baum and colleagues (2005) use the term situational
analysis to capture the multifaceted nature of assess-

ment used in the model. This term is defined as “a

process that involves the collection of information and

the analysis of factors intrinsic and extrinsic to the indi-

vidual, the organization or the population to determine

the occupational performance issues that will impact the

ability to reach client-centered goals” (p. 372). A situa-

tional analysis for the purpose of designing community-

health interventions would include the following:

• A general description of the population, including

health behaviors, disease, injury, and disability

incidence and prevalence statistics

• An environmental scan to identify environmental

enablers and barriers

• Interviews with stakeholders to ascertain commu-

nity goals related to health and occupation

• Measures of health status and intrinsic factors to

determine the constraints and capabilities for 

occupational performance 

• Measures of occupational participation and com-

munity engagement (Baum et al., 2005)

In essence, this is the process of developing an occu-

pational profile and completing an analysis of the occu-

pational performance of a community. According to the

Occupational Therapy Practice Framework: Domain
and Process (referred to as Framework; AOTA, 2008a),

an occupational profile is defined as “information that

describes the client’s occupational history and experi-

ences, patterns of daily living, interests, values, and

needs. Because the profile is designed to gain an under-

standing of the client’s perspective and background, its

format varies depending on whether the client is a per-

son, organization, or population” (p. 647). An analysis

of occupational performance includes the identification

of intrinsic and extrinsic factors that impact occupa-

tional participation and community engagement. 

After the situational analysis, or client evaluation,

has been conducted, an intervention plan can be created

in collaboration with community members. The plan

should address community priorities and utilize exist-

ing resources and community strengths. Intervention

approaches may include any combination of the follow-

ing: create, promote, prevent, educate, consult, com-

pensate, adapt, modify, maintain, remediate, restore,

and establish (AOTA, 2008a; Baum et al., 2005). The

desired outcomes of community health interventions

are consistent with the outcomes of occupational ther-

apy outlined in the Framework. These include, but are

not limited to, health and wellness, prevention of

injury, disease and disability, occupational perfor-

mance, role competence, adaptation, client satisfaction,

and quality of life (AOTA, 2008a). From this discus-

sion, it is clear that the constructs, processes, and 

outcomes of occupational therapy can be applied to

community-health initiatives.

Quality of Life
Quality of life is a goal of Healthy People 2010 and an

aspiration for us all. Quality of life can be defined as

“the degree to which a person enjoys the important pos-

sibilities of his or her life” (University of Toronto, 

Centre for Health Promotion, n.d., p. 1). There are

social, community, organizational, physical, spiritual,

and emotional dimensions to quality of life. These

dimensions are interrelated with community assets and

with the domains of occupational therapy. According to

Johnson (1986), before the mid-19th century, “health

was an aspiration of life itself, rather than an outcome”

(p. 755). She proposed an expanded description of

quality of life as including purpose and meaning, span-

ning the stages of health over a lifetime. See Chapter 7

for a detailed discussion of quality of life

The Quality of Life Research Unit at the University

of Toronto’s Centre for Health Promotion has developed

a multidimensional, holistic model that applies to 

216 SECTION II Designing Health Promotion Interventions

1193_Ch12_208-224.qxd  6/8/09  6:08 PM  Page 216



persons with and without disabilities. The Quality 

of Life Model has three life domains: (1) Being,

(2) Belonging, and (3) Becoming. These domains com-

plement those of occupational therapy and are applica-

ble across the life stages:

• Being includes the physical, psychological, and

spiritual dimensions of life. This domain is con-

cerned with physical health, self-esteem, values,

and spiritual beliefs.

• Belonging describes a sense of connectedness

with the physical, social, and community environ-

ments. Belonging is assessed within the contexts

of home, work, neighborhood, and community.

Social belonging (in terms of personal relation-

ships) and community belonging (in terms of

access to and availability of leisure, recreation,

education, health, and income) are addressed

within this domain.

• Becoming exemplifies the process of achieving

goals and ambitions, of realizing hopes and

dreams. There are practical, leisure, and growth

facets to becoming that include school, work,

or volunteer activities, leisure and stress 

reduction, self-improvement, and adaptability

to change.

A basic tenet of this model is that quality of life

results from the meaningfulness the person places upon

each domain and the sense of satisfaction the individ-

ual has with each dimension. Because it is so personal-

ized, the Quality of Life Model is applicable to the

development and fulfillment of participation for all

people, regardless of life stage or health status. Just as

with the client-centered approach in clinical practice,

quality of life must be defined and measured from the

client’s perspective—in the case of community health,

the community is the client.

Promoting Quality of Life Through
Occupation
Johnson (1986) engaged the concept of dynamic well-

ness to enhance therapists’ roles in not only assisting

clients to adapt to limitations but also to support them

in fulfilling their dreams and goals—in other words,

quality of life. She tied together the dynamics of occu-

pation with those of wellness and pointed out the key

concept that both health and illness are variable states

that respond to life and lifestyle modifications. She

advocated the compatibility of occupational behavior,

knowledge, and skills in assessing clients’ habits and

lifestyle, with the holistic goal of wellness as a context

for living. 

In health promotion practice, lifestyle refers to the

choices individuals make regarding health behaviors.

These behaviors become habits that can be positive 

or negative. The Framework addresses habits as an 

important aspect of occupational therapy in reestab-

lishing clients’ occupational performance after an ill-

ness or injury (Youngstrom, 2002a). One strategy

employed in health promotion is to support adoption

of healthful behaviors. Successful maintenance of

such behaviors requires habituation of the practices

(Green & Kreuter, 1999). Whether on an individual or

community level, occupational therapists’ expertise in

habitual performance patterns has the potential to

enrich health-promotion programs.

Lifestyle practices are no longer viewed as individ-

ual behaviors but as “socially conditioned, culturally

imbedded, economically constrained patterns of living”

(Green & Kreuter, 1991, p. 17). Therefore, lifestyle

modification offers the potential for promoting commu-

nity health. The Well Elderly program (Clark et al.,

1997), a landmark study of community-dwelling well

elderly, confirmed the value of occupation-based life-

style redesign in promoting health and improving qual-

ity of life. Occupational therapists assumed a role as

collaborator rather than as medical-model expert 

and helped participants habituate healthy occupations.

A follow-up study found the effects were sustained

without ongoing intervention (Clark et al., 2001).

Furthermore, the intervention has been evaluated using

health economics research methodologies to calculate

the cost-benefits and the quality-of-life value of 

preventive occupation (Clark, Carlson, Jackson, &

Mandel, 2003). The findings were very positive; the

average health-care savings exceeded the cost of occu-

pational therapy intervention.

Active learning, or learning by doing, is a compo-

nent of occupational therapy that can be used to 

advance quality of life in community health promo-

tion. For instance, occupation can form the basis of

community-based nutrition education by incorporat-

ing cooking activities to complement didactic lessons.

In addition, occupation-based parenting education

can be expanded to include health promotion mes-

sages that address Healthy People 2010 indicators

such as injury prevention, nutrition, and the impact 

of environmental tobacco smoke on children and

other family members (USDHHS, 2000). Occupation

can contribute to the reduction of health disparities, 

a focus of Healthy People 2010, as shown by an 

interdisciplinary health promotion education pro-

gram for elders living in public housing communities

(Cornely, Elfenbein, & Macias-Moriarty, 2001). Occu-

pation in the form of community volunteerism can

use existing communication networks to promote

interpersonal relationships and the sharing of health

messages.
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Promoting Community Health

If there is one overarching theme in community health,

it is the notion that professionals and community mem-

bers must work side by side to achieve the goal of pro-

moting health. As mentioned earlier, the role of equal

partner is unfamiliar to many professionals, but it is

essential to the success of community health promo-

tion. Community health promotion is most successful

when the strategies of capacity building, leadership

development, and shared visioning are incorporated.

The rich resources of intrinsic knowledge, skills, and

abilities held by individuals can enhance the commu-

nity’s capacity to promote health. 

Capacity Building
Capacity building in community health is the mobi-

lization of community assets identified during the 

mapping process—most notably, human and cultural

assets—in combination with organizational assets to

make the community a healthier place to live. The com-

munity’s ability to solve problems and strengthen

assets must be increased and must be internally

focused. The Center for the Advancement of Collabo-

rative Strategies in Health (Lasker & Weiss, 2003, 

p. 21) has identified three short-term outcomes that

must be achieved in order to build the capacity needed

for successful collaborative community health efforts:

individual empowerment, bridging social ties, and syn-

ergy. Individual empowerment and bridging social ties

relate directly to improving community health and to

building the community’s capacity to solve problems.

Lasker and Weiss (2003) refer to synergy as the 

breakthrough in thinking and action that occurs when

individuals and groups pool their knowledge, skills,

and resources in a way that offers an advantage over

those of the individual contributors. Synergy promotes

creativity; holistic thinking; realistic, pragmatic decision-

making; and transformation. The capacity for compre-

hensive responses to community needs is a highly 

valued aspect of the synergy of effective partnerships

(Lasker, Weiss, & Miller, 2001).

Rather than project-specific activities, community

capacity building calls for long-term systemic changes

in ways that engage organizations and individuals to

participate in identifying and influencing the commu-

nity’s determinants of health. The inclusion of citizens

along with both health- and nonhealth-sector partici-

pants is a fundamental concept of capacity building.

Some of the strategies that make participation easy for

diverse groups of stakeholders are holding meetings at

times when community members can participate,

avoiding technical and medical jargon, and including

all participants as full partners with decision-making

responsibilities rather than as only advisors. Using

existing social networks and their natural communica-

tion channels is the most effective way to spread mes-

sages among community members. 

Health promotion literature (Hawe, Noort, King, &

Jordens, 1997) includes descriptions of capacity build-

ing in three major categories: 

1. Infrastructure to facilitate health service 

delivery 

2. Sustainability of community-based programs

after outside funding resources have retreated

3. Problem-solving abilities of communities that

help members identify health needs and poten-

tial solutions 

In other words, occupational therapists can act as

catalysts to engage community members as they move

from dependency to self-reliance, self-confidence, and

self-fulfillment. Occupation, engagement, and partici-

pation are as critical to building community capacity as

they are to building individual fulfillment.

Leadership Development
Building capacity requires building leadership skills.

When building leadership skills, the occupational thera-

pist plays a role strikingly similar to that of the therapeu-

tic relationship in the traditional medical model. Just as

the therapist cannot perform rehabilitation exercises for a

client, the therapist cannot empower a client or a commu-

nity. Rather, the therapist facilitates the empowerment

process by encouraging the individual (or community) to

define the problem, teaching concepts, modeling behav-

iors and supporting their practice, suggesting adaptations

as needed, encouraging continual development, and cele-

brating achievements. 

Empowered people possess adequate knowledge

and skills to feel a sense of control over their lives, to

make decisions, and to take positive action. Empower-

ment and leadership development are the desired prod-

ucts of capacity building. More tangible results such 

as coalition meetings, community cleanup events, 

community-built playgrounds, and so on, are not the

end product in themselves; they are evidence of the

community’s capacity to mobilize their assets and

address local issues. The natural community leaders

identified during the early stages of community assess-

ment should play a primary role in any formal training

sessions. Basing the training upon the occupational

therapy principle of active learning allows community

members to demonstrate and practice their new skills. 

Leadership development in community health is an

ongoing process that requires time and patience. Many

of the people in the community are interested in 

improving the community but have no experience in
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social action, community change, public speaking,

conflict resolution, or bringing their ideas to fruition.

The goal of training is to help them adapt to leadership

as a new occupation. The occupational therapist can act

as a facilitator, guiding self-assessment, self-awareness,

and self-advocacy, and encouraging increased social

participation. Doing so in the context of leadership

training increases both individual and collective capac-

ity to promote change by raising participants’ aware-

ness that they can individually and collectively set and

achieve goals.

Shared Visioning 
Even in the best of circumstances, after having mapped

community assets, recruited participants, and empow-

ered leaders, it is not likely that everyone will agree as

to what constitutes community health. Bringing the

group together to create a shared vision for community

health offers an opportunity to reflect on the group’s

history and its future. Celebrating accomplishments

can promote a sense of collective pride and can set the

stage for collective visioning. 

Storytelling is one strategy to promote visioning.

People may not have a list of community health con-

cepts in mind, but they may be able to tell a story of the

life they wish to lead in a healthy community. If story-

telling is not comfortable for the group, start with a list

of questions to guide the discussion. For example, in 

5 years, what health-promoting hobbies will people

engage in? What opportunities will there be for chil-

dren, youth, adults, and elders to participate in mean-

ingful recreation? What features of the community will

promote physical activity for all? Where will people

gather to socialize? What health services will be avail-

able? How will people learn about the services? What

will we be most proud of in our community? What will

visitors notice about our community?

Prioritizing and building consensus are slow

processes; hosting a series of community dialogues

allows participants to demonstrate their leadership

skills in these areas. The fact that people believe they

can help shape the future of their community is the

benefit of visioning. What the vision is isn’t the pri-

mary concern; it’s what the vision does that matters

(Senge, 1990). Harness the energy of the visioning

process by launching small action teams that will work

toward specific aspects of the vision. Having results

visible to the community will reaffirm the idea that

change is possible and will promote more participation. 

The study circle is another strategy for bringing peo-

ple of diverse backgrounds together to develop a vision

for community health. Multiple small groups meet reg-

ularly throughout the community to share ideas and

propose resolutions. The intention of the study circle is

not necessarily to reach agreement but to give equal

voice to all members. Study circles are facilitated by

someone who is neutral and able to promote under-

standing of differing perspectives. The format usually

progresses from a personal experience to sharing dif-

ferent viewpoints to considering strategies for change.

Each study circle’s ideas are compiled and shared at

larger forums as part of the visioning process. Because

they concentrate on nonjudgmental dialogue as

opposed to judgment-laden discussion, study circles

offer participants an opportunity to learn tolerance and

communication skills.

Study circles may be issue-specific and time-limited

or may adapt to new issues and remain ongoing. 

Successful study circles have centered on celebrating

diversity, creating community for every generation, race

relations, education, school improvement, and a host of

other issues (Everyday Democracy, 2008). Occupa-

tional therapists can facilitate study circles that promote

health and help break down barriers to independence

through social participation and community-level occu-

pational adaptation.

Opportunities and Challenges

The opportunities for community health promotion are

endless, yet challenges are a reality as well. Most signif-

icant community health problems are complex and mul-

tidimensional and require complex, multidimensional

solutions. Most sources of grant funding for community

health, including private and public funds, now encour-

age or require collaboration. The type of professional

culture redefinition that is necessary for collaborative

action is difficult because of historical roles as

“experts,” territorialism, competition for funding, and

lack of shared terminology. Many agencies “talk the

talk but don’t walk the walk” of collaboration and com-

munity empowerment. Building community trust can be

difficult because of underrepresentation of minorities in

health professions, historical exploitation of disadvan-

taged communities, and feelings of helplessness and

hopelessness among disenfranchised communities. Fur-

thermore, evaluation of collaborative programs as a

shared process is foreign to most disciplines.

Real engagement in community health requires

equal participation at all levels—the community

members may be unable to do it without help, but

professionals cannot do it without the active partici-

pation of community members. Everyone who will

be affected by the decisions should be included in

making them. The diversity of communities chal-

lenges practitioners to learn the cultural nuances 

of health.
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As a profession, occupational therapy has adapted 

to cultural, historical, and technological change

(Youngstrom, 2002b). The profession’s adoption of the

World Health Organization’s International Classifica-
tion of Functioning, Disability and Health (WHO,

2001) terminology was one step toward a shared lan-

guage that positions occupational therapy as a partner

among other health-care disciplines. The profession’s

rich history of holistic assessment and intervention to

address the work, play, and self-care habits of individ-

uals within the context of their environments provides

a substantive platform for occupational therapists’

involvement in community health promotion practice.

Identifying issues, problems, and goals that have per-

sonal meaning to clients, mobilizing resources and

developing, prioritizing, and implementing strategies

for reaching those goals are all occupational therapy’s

role whether working with individuals or communities.

Like engagement at the individual level, community

engagement depends upon subjective characteristics

such as the psychological and emotional aspects of

being part of a community and the objective aspects of

the community in terms of its physical characteristics.

Occupational therapy’s focus on participation and

engagement as ways to build skills for the job of living
applies to communities as well as to individuals.

Sustaining Engagement: 
The Value of Occupation
Sustainability refers to the ability to maintain programs

or initiatives long-term. The goal of sustainability is to

holistically integrate programs that improve health and

quality of life into the fabric of the community. The

analogy of a three-legged stool is often used (Lachman,

1997). The legs of the stool represent economic, social,

and environmental components, and the seat is sustain-

ability. Without balance among the three legs, the seat

falls and sustainability cannot be achieved. 

The matter of sustainability is included in Wilcock’s

explanation of community development, which she

describes from an occupational therapy point of view as

community consultation, deliberation, and action to

promote individual, family, and community-wide

responsibility for self-sustaining development, health,

and wellbeing. It is a holistic, participatory model

aimed at facilitating a community’s social and eco-

nomic development, based on community analysis, use

of local resources, and self-sustaining programs.

(Wilcock, 1998, p. 238) 

Sustainability is built systematically. Celebrating

successes is one way to motivate commitment, which in

turn promotes sustainability. Sustainability is an espe-

cially acute problem in situations in which a program

has been funded and planned by an outside organization

and launched in a community without the type of com-

munity participation and capacity building discussed

throughout this chapter. Once the funding stream

changes, these programs often dissolve. 

Occupational therapists can offer community part-

ners a unique perspective on sustaining programs and

community development. If community health efforts

are geared toward Healthy People 2010 indicators,

occupational therapists can frame that goal in terms that

are meaningful and have value to community members.

For example, promoting physical activity can be diffi-

cult with people who do not value exercise programs as

part of their activities of daily living or self-care.

Framed in context as occupation, though, physical

activity may take form as dancing or gardening classes

at the community center. Occupational deprivation can

be addressed through community development and

capacity building by increasing access to public trans-

portation or creating safe places to play, walk, and

socialize. Occupational alienation may be at the core of

substance abuse and crime issues in a community; pro-

moting occupational balance is an important contribu-

tion to building the community’s capacity for health.

Promoting social participation and use of leisure time

can foster neighborliness and trusting relationships. 

By now, it should be obvious that community health

is a collaborative effort. It cannot be achieved without

building and sustaining partnerships. Partnerships at

individual and organizational levels depend upon social
capital, which is defined as “the features of social orga-

nization, such as networks, norms and trust, that facili-

tate coordination and cooperation for mutual benefit”

(Putnam, 1993, ¶ 4). Putnam has found that social 

capital is vital for economic development, effective gov-

ernment, coordination, and communication. Social cap-

ital, trust, norms, and networks play a role in reciprocal

determinism of the community. Trust and cooperation

foster trust and cooperation; success in one partnership

reinforces the value of partnerships in general. As social

capital is used, it builds upon itself, creating more social

capital and strengthening the fabric of the community. 

Examples of Community Health
Initiatives

Organization-Based
An example of a partnership for community health is

the AOTA relationship with Rebuilding Together

(AOTA, 2008b). Rebuilding Together is a nonprofit

organization whose goal is to preserve and revitalize

houses and communities, assuring that low-income

homeowners, particularly those who are elderly and
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disabled and families with children, live in warmth,

safety, and independence (Rebuilding Together, 2008).

They are neighbors helping neighbors, building social

capital and creating an environment conducive to

health. Successful partnerships benefit all involved. In

addition to the benefit to the community, this particular

partnership benefits occupational therapy. The AOTA

lists the following as benefits: broadening public

awareness of the need for home modification and occu-

pational therapy’s role in doing so, building stronger

foundations for other community partnerships, and

increasing options for expanded practice opportunities. 

Community-Based
The “Wellness in Tillery” project undertaken by East

Carolina University’s occupational therapy faculty and

students presents an excellent model of capacity building

using occupation-based health promotion in a commu-

nity of African American elders (Barnard et al., 2004).

Community members were included as full partners

throughout the needs assessment, program design and

implementation, and evaluation phases. The ultimate

goal was for the community to maintain the program

after the initial project concluded. In order to build 

the project team members’ capacity, participants assumed

responsibility for documenting sessions’ activities, and

students compiled scrapbooks that would later serve as a

leaders’ guide for replicating the program. Additionally,

a “wellness toolkit” including all materials, games, and

music used throughout the program was donated to the

community center where the program was held.

Evaluation of Community
Health Interventions

Community-based health promotion efforts have

demonstrated varying degrees of success. More

research is needed to identify the factors that make

these programs effective. Historically, the most effec-

tive outcomes have been achieved by HIV-prevention

programs. The characteristics of these programs that

seem to influence their success are:

• an emphasis on changing social norms regarding

risky behaviors;

• engaging community peers as health educators;

• tailoring the intervention to specific subpopula-

tions and local contexts;

• extensive formative evaluation throughout the

needs assessment, intervention development, and

implementation process in order to make mid-

course corrections as needed (Merzel & 

D’Afflitti, 2003).

One framework for evaluating the processes,

impacts, and outcomes of community health partner-

ships is RE-AIM (Content Box 12-5). According to 

Glasgow, Vogt, and Boles (1999), “the ultimate impact

of an intervention is due to its combined effects on

[these] 5 evaluative dimensions” (p. 1323). 

Reach indicates the degree to which the intervention

reaches those in need; it is measured by the number and

characteristics of people who participate in or who are

affected by a program or policy. The number and char-

acteristics of the participants are then compared with

the demographics of the target population to determine

the program’s reach.

Efficacy refers to the positive consequences or ben-

efits of participating in the program. It is calculated by

subtracting the unanticipated negative consequences of

the intervention from its positive outcomes. Typically,

efficacy measures include physiological markers of

health, evidence of behavioral and lifestyle modifica-

tion, quality-of-life indicators, and participant satisfac-

tion ratings. 

Adoption refers to the percentage and representa-

tiveness of settings, organizations, and agencies that

implement the program or policy. Adoption of any

innovation follows a predictable pattern. Assessing the

reasons for failure to adopt is critical for future pro-

gram modification (Glasgow et al., 1999).

Implementation is a measure of the degree to which

a program or policy was provided, delivered, or imple-

mented as intended. Assessment of implementation

answers the questions of who, what, where, when, and

how the intervention took place. Implementation indi-

cates the level of fidelity to the program plan. 

The final aspect to program evaluation is mainte-
nance, or the extent to which the program or policy is

routinized, adhered to, or sustained over time. It also

“measures the extent to which innovations become a

relatively stable, enduring part of the behavioral reper-

toire of an individual or organization or community”

(Glasgow et al., 1999, p. 3).

The purpose of the RE-AIM Model is to broaden the

evaluation of interventions from an exclusive focus on

efficacy to identifying the characteristics that make a
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program effective in real-world environments. This

approach is compatible with social ecological and sys-

tems theories. A program may be highly efficacious but

have very limited reach, a low level of adoption (possi-

bly due to cost), and an inability to sustain itself. The

RE-AIM framework provides decision-makers with

more comprehensive information on the overall effec-

tiveness and impact of community health interventions.

Conclusion

It can be asserted that the greatest resource of any soci-

ety is a healthy population. Unfortunately, many of the

prevalent social problems of today have significant

negative consequences on health—for example, home-

lessness, substance abuse, mental illness, violence, and

accidents. These social problems can be addressed

from a community health promotion perspective. How-

ever, no one discipline, organization, or agency can 

effect community change alone. Real, lasting change

requires partnerships. Kickbusch (1997) emphasizes

the importance of community partnerships and the

impact of social issues on health outcomes:

In my view, health promotion outcomes are measures

that show that the determinants of positive health have

been strengthened within a given nation, community

and/or setting. They are those elements which con-

tribute to the health, quality of life, and social capital

of a society. And they can only be “produced” by an

organized, partnership-based community effort. This is

a significant shift that looks not only at how other sec-

tors produce health, but also at the wider societal con-

tribution of the health sector. The concern of societies

will increasingly be social not physical health. (p. 267)

One of the goals outlined in the official AOTA

(2007) document Occupational Therapy in the Promo-
tion of Health and the Prevention of Disease and 
Disability Statement is to promote “healthy living prac-

tices, social participation, occupational justice, and

healthy communities” (p. 2). Three major roles for

occupational therapy in health promotion were also

identified. These include

• promoting healthy lifestyles for all clients,

patients, their caregivers, and families;

• incorporating occupation as an essential feature

of health promotion programs; and 

• providing health promotion interventions with

individuals and populations.

Clearly, it is within occupational therapy’s purview

to plan, develop, and participate in community health

interventions.

Following the guiding principles of the profession,

occupational therapy practitioners can help people cre-

ate habits that promote health in a community context;

they can help people establish roles as community

leaders and advocates; and they can help people come

together to develop community performance patterns

that sustain health. Ultimately, the sustainability of

community health must be under the control of the

community. This, too, is in keeping with occupational

therapy’s foundations, as the goal is to release control

to the client/community and to be flexible and respon-

sive in meeting their changing needs. Demonstrating

the efficacy of occupational therapy in community

health promotion will require identifying occupational

factors that impact health and wellbeing, developing

assessment tools that measure these factors, and evalu-

ating occupation-based health promotion services in a

variety of settings with a variety of populations.

◗ For Discussion and Review

1. What does community mean to you? What commu-

nities do you belong to? Do you know who the

leaders are in those communities?

2. How does the Framework’s alignment of occupa-

tion with the International Classification of Func-
tioning’s focus on functional engagement in life

relate to reciprocal determinism?

3. Discuss ways to demonstrate reliability, respect,

roles, and rituals when establishing trust with

community members and other collaborative 

partners.

4. What does quality of life mean to you? How do you

achieve it? As an individual, how do you contribute

to the quality of life in your community? As an

occupational therapist, how will you contribute to

the quality of life in your community?

5. Describe your vision for a healthy community. Use

the following questions to guide your discussion:

What health-promoting hobbies will people engage

in? What opportunities will there be for children,

youth, adults, and elders to participate in meaning-

ful recreation? What features of the community will

promote physical activity for all? Where will peo-

ple gather to socialize? What health services will be

available? How will people learn about the ser-

vices? What will you be most proud of in your

community? What will visitors notice about your

community?

6. How can occupational therapists help communities

meet the Healthy People 2010 objectives? Have

you been involved in any activities related to the

Healthy People 2010 objectives?
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◗ Research Questions

1. How do health disparities impact occupational 

performance?

2. What is the relationship between occupational

deprivation and quality of life?

3. Which occupational therapy assessments are most

useful in developing occupational profiles of com-

munities?

4. Are occupation-based community health interven-

tions more effective than interventions without an

occupation-based component?

5. What are the occupational factors that impact 

community health and wellbeing?
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SECTION III Occupational Therapy’s Contributions
to Health Behavior Interventions

Promoting Exercise and Physical Activity
S. Maggie Reitz

Physical inactivity is estimated to cause 2 million deaths worldwide annually. Globally,

it is estimated to cause about 10–16% of cases each of breast cancer, colon cancers, and

diabetes, and about 22% of ischaemic heart disease. Estimated attributable fractions are

similar in men and women. Opportunities for people to be physically active exist in the

four major domains of their day. 

These are:

• At work (whether or not the work involves manual labour) 

• For transport (walking or cycling to work, to shop etc) 

• During domestic duties (housework, gathering fuel etc) 

• In leisure time (sports and recreational activities)

—World Health Organization (WHO), 2006b, ¶ 3

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss the history of organizations and interna-
tional events promoting engagement in exercise
and physical activity. 

• Detail health risks associated with physical inac-
tivity and health benefits of engaging in physical
activity across the life span.

• Use national physical activity level data to foster
support for occupational therapy interventions
geared toward increasing physical activity levels 
among individuals with and without disabilities,
families, and communities.

• Discuss the historical role and research within
occupational therapy regarding engagement in
physical activity as a healthy occupation.

• Discuss assessment and intervention approaches. 
• Identify the benefits of interdisciplinary program-

ming to facilitate engagement in occupations that
promote physical activity.

Key Terms

Active Community 
Environments 
Initiative (ACES)

Barriers
Fitness ethic

Physical activity
Self-presentational 

concerns

Introduction

In this chapter, methods to facilitate a fitness ethic and

engagement in physically active occupations among indi-

viduals, families, communities, and populations are

described. The discussion begins with a review of the

Olympics and the historical use of organized physical

activity within and between nations. The establishment of

a governmental organization in the United States to pro-

mote health and wellbeing through exercise and physical

Chapter 13
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activity is then reviewed. Next, current terminology 

connected with physical activity, and national health 

objectives related to physical activity levels included in

Healthy People 2010: Understanding and Improving
Health (U.S. Department of Health and Human Services

[USDHHS], 2000) are identified. Prevalence rates of

physical activity in various countries, including the

United States, also will be presented. This will be fol-

lowed by a brief review of barriers to participation and

threats to health resulting from physical inactivity. 

After introducing the recommended levels of physi-

cal activity to promote health, a variety of programs to

facilitate achieving these recommended levels are

described. This review will include interventions for

individuals with and without disabilities, families, and

communities. A brief historical examination of the role

of occupational therapy in promoting exercise and

physical activity follows. The discussion of the current

and future possible role of occupational therapy in 

this area will incorporate the language detailed in the

International Classification of Functioning, Disability,
and Health (ICF), developed by the World Health 

Organization (WHO) in 2001, and the Occupational
Therapy Practice Framework (referred to as Frame-
work) (American Occupational Therapy Association

[AOTA], 2008). An example of an interdisciplinary

grant-supported health promotion program to increase

physical activity among older adults also is described. 

Historical Trends 

In this section, the development of events and govern-

mental actions to promote physical activity and fitness

will be traced through time. The term fitness ethic was

specifically developed for this chapter to convey a per-

spective that highly values physical fitness and activity.

The importance of a fitness ethic in the prevention of

disease and injury has been promoted since the time of

Hippocrates (460–377 BC):

All parts of the body which have a function, if used in

moderation and exercised in labours in which each is

accustomed, become thereby healthy, well-developed

and age more slowly, but if unused and left idle they

become liable to disease, defective in growth, and age

quickly. (Jones as cited by Levin, 2001, p. 28)

The three examples that follow include the Olympics,

the evolution of the U.S. President’s Council on Youth

Fitness, and U.S. National Health Objectives.

Olympics
The first Olympiad was held in 776 BC on the Olympia

plains in Greece and, as with those that followed, was

dedicated to the Olympian gods. The games were also

held for a variety of nonreligious reasons, including

promoting a fitness ethic, showcasing the physical

qualities and performances of youth, and encouraging

civil relationships among the cities of Greece. Begin-

ning around the 9th century BC, a formal truce between

disputing factions was instituted as part of the ancient

games and has been reintroduced to the modern games.

The ancient games continued for nearly 12 centuries

until banned by Emperor Theodosius in AD 393 due to

their connection to pagan cults (International Olympic

Committee [IOC], 2005b).

In 1896, the Olympic Games were reintroduced as

an international event. During the late 1800s, several

factors converged to revive interest in a fitness ethic

and international competition, including improved

transportation and communication between countries,

the growing number of international literary and scien-

tific congresses, and a determination to transform 

rivalry into “noble competition” (Foundation of the

Hellenic World, 2005, ¶ 2). The United States and 

13 other countries participated in the 1896 Olympic

Games in Athens, Greece, with the greatest number of

athletes coming from Greece, Germany, France, and

the United Kingdom (IOC, 2005c). Women first com-

peted in the modern games in Paris, France, in 1900, 

in which the number of competing countries had 

increased to 24 (IOC, 2005d). 

The games have continued to grow over the years,

with the Winter Olympics being added in 1924 (IOC,

2005a) and the Paralympic Games added in 1952 (IOC,

2006). The most recent Winter and Paralympic Games

were held in Italy. Over 35,000 spectators were present

for the opening ceremonies of the XX Torino 2006

Olympic Winter Games. An estimated 2 billion people

around the globe viewed broadcasts of the ceremony

(Torino, 2006b). A total of 252 medals were awarded to

26 different countries at these games, which were held

in several venues in Italy (Torino, 2006a). The 84 gold

medals awarded were conferred upon athletes from 

18 nations. During the 2008 Summer Games in Beijing,

China,  athletes from 81 countries received a total of

958 medals, 302 of them gold (Beijing Organizing

Committee, n.d.). 

The Olympics have not always been positive

events that promote global wellbeing. They have

been used as an opportunity for terrorist attacks, as

seen in the brutal murder of Israeli athletes at the 

Munich Games in 1972 and the Atlanta Games

bombing in 1996. The games also have been used 

for political leverage, such as when the United 

States chose to boycott the Olympics hosted by the

former Soviet Union after the Soviet invasion of

Afghanistan (Kindersley, 1996). While these unfortu-

nate events were attempts to misuse the Olympics,

the games remain the most recognized form of global
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goodwill. They remain a prime example of a macro-

level occupation that promotes a fitness ethic as well

as global cooperation and communication.

The President’s Council on Physical 
Fitness and Sports (PCPFS)
Since the mid-1950s, U.S. presidents have been com-

mitted to enhancing a fitness ethic and thereby

increasing the physical activity level of U.S. citizens

(PCPFS, USDHHS, 2004). In 1956, concerned about

research findings that showed U.S. youth falling

behind their European counterparts in terms of fit-

ness, President Eisenhower established the Presi-

dent’s Council on Youth Fitness. In 1963, President

Kennedy broadened the scope of the council to

address U.S. citizens of all ages; to reflect this

increased scope, its name was changed to the Presi-

dent’s Council on Physical Fitness. The word sports
was added to the council’s name in 1966 by President

Lyndon B. Johnson “to emphasize the importance 

of sports participation throughout life” (PCPFS,

USDHHS, 2004, ¶ 2). 

Through the years, the PCPFS has worked with 

the president to support and develop a variety of

resources and activities to promote a fitness ethic

and civil sports competition. On June 20, 2002, Pres-

ident Bush announced a new initiative called Health-
ierUS. The event, which was held on the White

House lawn, included many examples of and oppor-

tunities for physical activity, including a climbing

wall, batting cage, and aerobics (PCPFS, USDHHS,

2002). Content Box 13-1 displays the “four pillars”

of the Healthier US program. (Details regarding

progress toward the objectives of this public health

initiative are provided at http://wonder.cdc.gov/data

2010/HU.HTM [Centers for Disease Control and

Prevention {CDC}, 2006d].) Another initiative to

use technology as a tool to promote physical activity

was launched in 2003 with the unveiling of the

PCPFS interactive website in Dallas, Texas). Other

recent and long-standing initiatives of the PCPFS

include the President’s Challenge Physical Activity

and Fitness Award Program, the Presidential Active

Lifestyle Award (PALA), the State Champion Award,

the National Student Demonstration Program, Steps

to a HealthierUS, “May Month”—National Physical

Fitness and Sports Month, the PCPFS Research

Digest, and partnerships with various businesses and

organizations to promote physical activity (PCPFS,

USDHHS, 2004). The President’s Challenge Physical

Activity and Fitness Award Program provides incentives

for people of all ages and abilities to become physically

active. The corresponding website provides teachers

guidance on providing accommodations to students with

disabilities (Content Box 13-2).

Terminology

As the preceding historical discussion indicates, the 

terminology used to describe physical activity and

health has evolved over time and was influenced by sci-

entific advances and policy initiatives. The general term

physical activity has been defined as “bodily move-

ment produced by the contraction of skeletal muscle
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Content Box 13-1

Four Pillars of HealthierUS
• Be physically active every day
• Eat a nutritious diet
• Get preventive screenings
• Make healthy choices/avoid risky behavior

From About the President’s Council on Physical Fitness and Sports, by

the President’s Council on Physical Fitness and Sports, U.S. Depart-

ment of Health and Human Services, 2004, p. 11.

Content Box 13-2

Suggested Accommodations for the
President’s Challenge Programs
With a little consideration and flexibility, any student
can qualify for any of the President’s Challenge pro-
grams. Making accommodations is consistent with
the goal of motivating students for lifelong physical
activity by recognizing their achievements. Using their
professional judgment, trained instructors may qualify
students who do not reach PCPFS standards in a given
program. We recommend the following guidelines: 

1. Review the individual’s records to identify medical,
orthopedic, or other health problems that should
be considered prior to participation in physical
activities, including physical fitness testing.

2. Determine whether the individual has a disability
or other problem that adversely affects perfor-
mance on one or more test items.

3. Consider whether the individual has been partici-
pating in an appropriate physical fitness program
that develops and maintains cardiorespiratory
endurance, muscular strength and endurance,
flexibility, and body composition.

4. Administer the President’s Challenge program,
making modifications as needed or substituting
alternate events or activities.

5. After completing the program, decide if the indi-
vidual has performed at a level equivalent to a
President’s Challenge award.

If you have questions about these guidelines, you
can call us toll-free at 800-258-8146.

From The President’s Challenge: Accommodating students with dis-
abilities by the President’s Council on Physical Fitness and Sports,

U.S. Department of Health and Human Services, 2006.
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and that substantially increases energy expenditure

above the basic level. Physical activity can be catego-

rized in various ways including type, intensity, and 

purpose” (CDC, National Center for Chronic Disease

Prevention and Health Promotion [NCCDPHP], 1999, p.

20). Various national governmental health organizations

have published lists of physical activity–related terms

that are helpful for interdisciplinary teams working on

program intervention and evaluation (CDC 2006c,

2006e; CDC, NCCDPHP, 1999). Portions of these lists

are consolidated in Content Box 13-3, which includes a

description of the activity intensity and duration require-

ments to meet the current recommended levels of physi-

cal activity. The use of a common terminology facilitates

the dissemination and replication of programs and

research between disciplines. 
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Content Box 13-3 

Physical Activity Terminology

Cardiorespiratory Fitness1 (also called aerobic endurance or aerobic fitness)
• Cardiorespiratory endurance is the ability of the body’s circulatory and respiratory systems to supply fuel

and oxygen during sustained physical activity.

Exercise1

• Exercise is physical activity that is planned or structured. It involves repetitive bodily movement done to
improve or maintain one or more of the components of physical fitness—cardiorespiratory endurance
(aerobic fitness), muscular strength, muscular endurance, flexibility, and body composition.

Household Physical Activity1

• Household physical activity includes (but is not limited to) activities such as sweeping floors, scrubbing,
washing windows, and raking the lawn.

Inactivity2

• Less than 10 minutes total per week of moderate- or vigorous-intensity lifestyle activities (i.e., household,
transportation, or leisure-time activity).

Insufficient Physical Activity2

• Doing more than 10 minutes total per week of moderate- or vigorous-intensity lifestyle activities 
(i.e., household, transportation, or leisure-time activity), but less than the recommended level of activity.

Kilocalorie1

• The amount of heat required to raise the temperature of 1 kg of water 1°C. Kilocalorie is the ordinary
calorie discussed in food or exercise energy-expenditure tables and food labels.

Leisure-Time Inactivity2

• No reported leisure-time physical activities (i.e., any physical activities or exercises such as running, 
calisthenics, golf, gardening, or walking) in the previous month.

Leisure-Time Physical Activity1

• Leisure-time physical activity is exercise, sports, recreation, or hobbies that are not associated with 
activities as part of one’s regular job duties, household, or transportation.

Metabolic Equivalent (MET)1

• The standard metabolic equivalent, or MET, level. This unit is used to estimate the amount of oxygen used
by the body during physical activity.

• 1 MET = the energy (oxygen) used by the body as you sit quietly, perhaps while talking on the phone or
reading a book. The harder your body works during the activity, the higher the MET. Any activity that
burns 3 to 6 METs is considered moderate-intensity physical activity.

• Any activity that burns >6 METs is considered vigorous-intensity physical activity.

Moderate Physical Activity2

• Reported moderate-intensity activities in a usual week (i.e., brisk walking, bicycling, vacuuming, garden-
ing, or anything else that causes small increases in breathing or heart rate) for greater than or equal to 
30 minutes per day, greater than or equal to 5 days per week; or vigorous-intensity activities in a usual
week (i.e., running, aerobics, heavy yard work, or anything else that causes large increases in breathing
or heart rate) for greater than or equal to 20 minutes per day, greater than or equal to 3 days per week or
both. This can be accomplished through lifestyle activities (i.e., household, transportation, or leisure-time
activities).
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U.S. National Health Objectives
Related to Physical Activity 

As described in Chapter 4 of this text, Healthy People
2010 (USDHHS, 2000) outlines the U.S. Health Objec-

tives for the decade between 2000 and 2010. The cur-

rent document and its predecessors focus on increasing

rates of physical activity as a means to enhance the

nation’s health agenda. The process of establishing

goals for the nation’s health was first documented in the

publication Healthy People: Surgeon General’s Report
on Health Promotion and Disease Prevention, which

focused specifically on the health needs of older adults

(USDHHS, 1979). This report mentioned exercise and

fitness primarily as it related to the prevention of cardio-

vascular disease. The Healthy People reports that fol-

lowed increasingly stressed the importance of physical

activity. Physical activity and fitness was included as

one of five health promotion focus areas for the decade

between 1980 and1990 (USDHHS, 1980). In later ver-

sions of Healthy People, physical activity continued to

be included as a focus area  (USDHHS, 1990; 2000). 

Table 13-1 lists current national health objectives

related to increasing physical activity in adolescents, 

college students, and adults (USDHHS, 2000). It also

includes objectives related to individuals with disabilities;

Chapter 13 Promoting Exercise and Physical Activity 229

Content Box 13-3 

Physical Activity Terminology—cont’d

Occupational Physical Activity1

• Occupational physical activity is completed regularly as part of one’s job. It includes activities such as
walking, hauling, lifting, pushing, carpentry, shoveling, and packing boxes.

Physical Activity3

• Bodily movement produced by the contraction of skeletal muscle and that substantially increases energy
expenditure.

Physical Fitness1

• Physical fitness is a set of attributes a person has in regards to a person’s ability to perform physical activi-
ties that require aerobic fitness, endurance, strength, or flexibility and is determined by a combination of
regular activity and genetically inherited ability.

Regular Physical Activity1

• A pattern of physical activity is regular if activities are performed: 
• most days of the week, preferably daily; 
• 5 or more days of the week if moderate-intensity activities (in bouts of at least 10 minutes for a total of

at least 30 minutes per day); or 
• 3 or more days of the week if vigorous-intensity activities (for at least 20-60 minutes per session). 

Transportation Physical Activity1

• Transportation physical activity is walking, biking or wheeling (for wheelchair users), or similar activities to
and from places such as work, school, place of worship, and stores.

Vigorous-Intensity Physical Activity1

• Vigorous-intensity physical activity may be intense enough to represent a substantial challenge to an indi-
vidual and refers to a level of effort in which a person should experience
• large increase in breathing or heart rate (conversation is difficult or “broken”);
• a “perceived exertion” of 15 or greater on the Borg Scale (the effort a healthy individual might expend

while jogging, mowing the lawn with a nonmotorized pushmower, participating in high-impact aerobic
dancing, swimming continuous laps, or bicycling uphill, carrying more than 25 lb up a flight of stairs,
standing or walking with more than 50 lb for example); 

• greater than 6 metabolic equivalents (METs); or
• any activity that burns more than 7 kcal/ min.

Weight-Bearing Physical Activity1

• Any physical activity that imparts a load or impact (such as jumping or skipping) on the skeleton. 

From the sources identified below.
1From Physical activity for everyone: Physical activity terms, by Centers for Disease Control and Prevention, 2006c, pp. 1–3.  
2From U.S. physical activity statistics: Definitions, by Centers for Disease Control and Prevention, 2006e, p. 1. 
3From Physical activity and health: A Report of the Surgeon General—Chapter 2. Historical background, terminology, evolution of recommenda-
tions, and measurement, by National Center for Chronic Disease Prevention and Health Promotion, 1999, p. 21.
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Table 13–1 Healthy People 2010 Objectives Related to Physical Activity and Fitness

Objective Number Objective

Adults

22-1 Reduce the proportion of adults who engage in no leisure-time physical activity.

22-2 Increase the proportion of adults who engage regularly, preferably daily, in moderate physi-
cal activity for at least 30 minutes per day.

22-3 Increase the proportion of adults who engage in vigorous physical activity that promotes
the development and maintenance of cardiorespiratory fitness 3 or more days per week for
20 or more minutes per occasion.

2-9 Reduce the proportion of adults with osteoporosis.  

Muscular Strength/Endurance and Flexibility

22-4 Increase the proportion of adults who perform physical activities that enhance and maintain
muscular strength and endurance.

22-5 Increase the proportion of adults who perform physical activities that enhance and maintain
flexibility.

Children and Adolescents

22-6 Increase the proportion of adolescents who engage in moderate physical activity for at
least 30 minutes on 5 or more of the previous 7 days.

22-7 Increase the proportion of adolescents who engage in vigorous physical activity that promotes
cardiorespiratory fitness 3 or more days per week for 20 or more minutes per occasion.

22-8 Increase the proportion of the Nation’s public and private schools that require daily physical
education for all students.                      

22-8a Middle school and junior high school (target 25%)

22-8b Senior high schools (target 5%)

22-9 Increase the proportion of adolescents who participate in daily school physical education.

22-10 Increase the proportion of adolescents who spend at least 50 percent of school physical
education class time being physically active.

22-11 Increase the proportion of adolescents who view television 2 or fewer hours on a school day.

7-2 Increase the proportion of middle, junior high, and senior high schools that provide school
health education to prevent health problems in the following areas: unintentional injury; 
violence; suicide; tobacco use and addiction; alcohol and other drug use; unintended 
pregnancy, HIV/AIDS, and STD infection; unhealthy dietary patterns; inadequate physical
activity; and environmental health.

Access

22-12 (Developmental) Increase the proportion of the Nation’s public and private schools that pro-
vide access to their physical activity spaces and facilities for all persons outside of normal
school hours (that is, before and after the school day, on weekends, and during summer
and other vacations).

22-13 Increase the proportion of worksites offering employer-sponsored physical activity and 
fitness programs.

22-14 Increase the proportion of trips made by walking.

22-14a Adults aged 18 years and older (target 1 mile or less)

22-14b Children and adolescents aged 5 to 15 years (target trip to school 1 mile or less)
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however, these objectives address only barriers to physi-

cal activity or the basic level of physical activity 

required for activities of daily living (ADLs) and instru-

mental activities of daily living (IADLs). No specific

objectives for moderate or vigorous physical activity

could be located for people with disabilities, children,

families, older adults, or other populations.

Children and Adolescents
While nine Healthy People 2010 national health objec-

tives relate directly to adolescents, only four (i.e., 7-2,

22-8a, 22-14b, and 22-15b) directly pertain to younger

children. Two of these objectives address modes of

transportation (i.e., walking and bicycle use). Although

these are important methods of increasing physical

activity, corresponding safety issues need to be

addressed though injury prevention (e.g., availability,

use of bicycle helmets) and efforts to reduce barriers

(e.g., access to safe pathways). The limited emphasis

on increasing physical activity among children seen in

Healthy People 2010 may change in future editions as

a result of accelerating childhood obesity rates and the

sedentary lifestyle epidemic.

Trend data indicate that the proportion of students

biking and walking to school in the United States

dropped by 40% within a 20-year period (Killingsworth

& Lamming, 2001). Research is being conducted to

look at the barriers and factors related to these methods

of commuting to school. For example, Sisson, Lee,

Burns, and Tudor-Lock (2006) investigated the preva-

lence and suitability of bicycle commuting to a subset of

elementary schools in Arizona. The prevalence was sim-

ilar to other studies with the median prevalence ranging

between 3.1% and 1.3%. The presence of and type of

biking polices varied. The researchers reported the pres-

ence of methods to decrease thefts and promote safety.

Although fears of injuries are a common barrier, none

were reported by the schools in the study sample.

Ries and colleagues (2008) explored patterns of

physical activity among urban adolescents, specifically

focusing on environmental features. Their findings

indicate that urban adolescents prefer to attend facili-

ties that are clean and comfortable, safe, close to home,

inexpensive, and frequented by other physically active

adolescents. Young men were more likely than women

to use outdoor spaces, and both tended to limit their use
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Table 13–1 Healthy People 2010 Objectives Related to Physical Activity and Fitness—cont’d

Objective Number Objective

22-15 Increase the proportion of trips made by bicycling.

22-15a Adults aged 18 years and older (target 5 miles or less)

22-15b Children and adolescents aged 5 to 15 years (target trip to school 2 miles or less)

2-6 (Developmental) Eliminate racial disparities in the rate of total knee replacements.

3-10 Increase the proportion of physicians and dentists who counsel their at-risk patients about
tobacco use cessation, physical activity, and cancer screening.

Young Adults

7-3 Increase the proportion of college and university students who receive information from
their institution on each of the six priority health-risk behavior areas.

People With Disabilities

2-2 Reduce the proportion of adults with chronic joint symptoms who experience a limitation in
activity due to arthritis.  

6-10 (Developmental) Increase the proportion of health and wellness and treatment programs
and facilities that provide full access for people with disabilities.

6-12 (Developmental) Reduce the proportion of people with disabilities reporting environmental
barriers to participation in home, school, work, or community activities.

24-4 Reduce activity limitations among persons with asthma.

24-9 Reduce the proportion of adults whose activity is limited due to chronic lung and breathing
problems.

From Healthy People 2010 Understanding and improving health, by U.S. Department of Health and Human Services, 2000, 

Washington, DC: Government Printing Office.
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to daylight hours. When indoor and outdoor facilities

were unavailable, the adolescents turned to less desir-

able places, such as streets and vacant lots, but tried to

avoid areas with known criminal activity. The findings

also suggest that occupational therapy program devel-

opers should recognize the importance of offering

urban youth a variety of age-appropriate activities on a

flexible schedule in a safe place. 

Adults and Older Adults
Eleven Healthy People 2010 objectives are directed

toward adults as a group, but none directly address the

need to increase physical activity among older adults. 

As will be seen in Chapters 23 and 24, levels of physical

activity have been associated with successful aging and

decreased risk of falls. The Healthy People 2010 objec-

tives that address physical activity do so in a tangential

manner. These include objectives that can be achieved

through physical activity, such as decreasing osteoporo-

sis through weight-bearing exercise. Of the remaining

objectives, one directly focuses on college-aged adults,

one addresses a racial disparity, and five are related to

the needs of individuals with disabilities.

Prevalence Rates

Low rates of participation in physical activity are of

concern across age, ethnic, and racial groups in the

United States. This concern is also experienced interna-

tionally in both Western countries (De Bourdeaudhuij,

Sallis, & Saelens, 2003) and those that are becoming

increasingly industrialized (Rastogi et al., 2004). The

following sections cover prevalence rates of engage-

ment in physical activity by various age groups. These

sections also include an examination of rates based on

cultural and geographic categories, and a review of dif-

ferences in prevalence rates between individuals with

and without disabilities.

Prevalence Rates by Age Groups: Children
According to results from a 2002 telephone survey of

over 3000 households, patterns of engagement in phys-

ical activity by children aged 9 to 13 in the United

States vary by gender, ethnicity, and socioeconomic

class. This survey was the first administration of 

the Youth Media Campaign Longitudinal Survey 

(YMCLS) and supports the need for the development

of tailored, culturally competent, age-appropriate inter-

ventions to promote physical activity levels in children

while simultaneously decreasing barriers reported by

parents. While most children, regardless of ethnicity,

participated in unstructured physical activity (75% to

79%), only 47% of white, 26% of black, and 24% of

Hispanic children participated in organized physical

activity. The three most frequently reported organized

physical activities children engaged in, regardless of

gender, age, or ethnicity, were baseball/softball, soccer,

and basketball. In addition, basketball and riding a bicy-

cle were the two most frequently reported free-time

physical activities (Duke, Huhman, & Heitlzle, 2003).

Prevalence Rates by Age Groups: 
Adolescents
Although many adolescents in the United States

engage in sufficient physical activity to meet long-term

health benefits, others do not, according to national

data gathered as part of the Youth Risk Behavior Sur-

veillance System (Grunbaum et al., 2004). Rates vary

by gender, ethnicity, and grade level. Table 13-2 dis-

plays exertion-level differences in high school students

by gender. Boys demonstrate greater engagement in all

levels of exertion. In 2003, only about 50% of high

school girls reported participating in a team sport or

engaging in the recommended level of vigorous physi-

cal activity. In addition, whites generally have the 

highest participation rates in vigorous and moderate

physical activity, followed by Hispanics, and then

blacks. Less than half of black females engage in suffi-

cient physical activity to positively impact health.

Engaging in physical activity is most prevalent among

students in the first years of high school and least

among students in the 12th grade. Also, participation in

daily physical education varies by state. The state with

the highest participation in physical education is North

Dakota (37.2%) and the lowest is Maine (8.2%).  
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Table 13–2 Percentage of High School 
Students Participating in Physical
Activity, by Gender, 2003

Female Male

Insufficient amount 40.1% 26.9%
of physical activity

No moderate or 13.1% 10.0%
vigorous physical activity

Participated in 43.4% 60.1%
strengthening exercises

Played on one or 51.0% 64.0%
more sports teams 

Watched 3 or more 37.0% 39.3%
hours of television a day

Data from Tables 52 and 56 of “Youth risk behavior surveillance—

United States, 2003” by J. A. Grunbaum et al., 2004, Mortality and
Morbidity Report, pp. 81, 85.
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Prevalence Rates by Age Groups: Adults
According to the results of the 2000 and 2001 Behavioral

Risk Factor Surveillance System (BRFSS), most adults

in the United States failed to reach physical activity 

levels that would promote health (Macera et al., 2003).

Data for 2004 indicated that only 30% of U.S. adults 

participated in the recommended levels of physical activ-

ity, with the 2010 target goal being 50% participation

(CDC, 2006c). There are also regional differences in

engagement in physical activity (Macera et al., 2003). In 

some states, including Georgia, Kentucky, Louisiana,

Mississippi, Missouri, Oklahoma, and Tennessee, less

than 40% of the adult population met physical activity

recommendations. These states also had higher reported

rates of no participation in leisure-time physical activi-

ties. Tracking data such as these is helpful for both policy

advocacy and tailoring program development.

Prevalence Rates by Age Groups: 
Older Adults
The CDC (2006c) tracking data for 2004 indicated that

only 27% of U.S. adults aged 65 to 74 and 16% of

those aged 75 and older met the recommended level of

physical activity. Participation rates in leisure-time

physical activities also fall below target levels. Almost

half (44%) of U.S. adults aged 65 to 74 and roughly

two-thirds (61%) of those aged 75 and older reported

no leisure-time physical activity. The data for older

adults were not reported by gender, ethnicity, or geo-

graphic location.

Gender, Cultural, and Socioeconomic 
Differences
Levels of physical activity participation differ by gen-

der, ethnicity, and socioeconomic class. In general,

men are more physically active than women. By age

75, approximately 50% of women and 33% of men

engage in no physical activity. African Americans and

Hispanics have lower rates of physical activity than

whites. In addition, people with less education and

lower incomes tend to engage in less physical activities

than those from higher levels of education and income

(USDHHS, 2000). 

Disability Status Differences
Participation rates and patterns differ between individ-

uals with and without disabilities (CDC, 2006c). Indi-

viduals with disabilities have lower participation rates

in regular, moderate, or vigorous physical activity and

in leisure-time physical activity. While 33% of U.S.

nondisabled adults reported participating in moderate

or vigorous physical activity, only approximately one

in five (18%) people with disabilities reported partici-

pation in this level of physical activity. Interestingly,

people with symptoms of arthritis reported about the

same degree of participation at this level (31%) as

those without arthritis symptoms (30%).

Geographic/Regional Differences
In general, adults in the North Central and Western

states have higher rates of participation in physical

activities than adults in the Northeast and Southern

states (USDHHS, 2000). According to the 2001

BRFSS, the percentage of adults who met the physi-

cal activity recommendations ranged by state from

28.9% in Kentucky to 54.6% in Alaska (Macera et al.,

2003). Physical activity–level data are available in

map form from BRFSS, at http://apps.nccd.cdc.gov/

gisbrfss/default.aspx. Figure 13-1 also displays exer-

cise data from BRFSS for 2004—specifically, the per-

centage of adults by state who reported participating

in exercise during the prior month. Data for 2003 are

available by state in a similar map format, displaying

the percentage of adults who participated in more than

20 minutes of vigorous physical activity 3 or more

days per week. Also available at this site are data on

the number of adults who participated in 30 or more

minutes of moderate physical activity 5 or more days

per week and in vigorous physical activity for more

than 20 minutes 3 or more days per week. This site

and the data it tracks have implications for occupa-

tional therapy practitioners in terms of program devel-

opment, policy advocacy, and personal health habits.

Prevalence of Physical Activity 
in Other Countries
In general, health promotion advocates and profession-

als in other Western countries have encountered similar

difficulties in increasing the levels of physical activity

among their fellow citizens. However, researchers in

Australia report not only a similar lack of success (e.g.,

Pate et al., 2003), but also an increasing trend in levels

of physical inactivity (Marshall et al., 2004). Groups of

researchers in Australia have been conducting efficacy

studies to determine the best population-based methods

to address the Australians’ growing trend toward seden-

tary lifestyles (Marshall, Bauman, Patch, Wilson, &

Chen, 2002). Findings support the influence of access to

a safe and adequate physical environment (Giles-Corti,

Macintyre, Clarkson, Pikora, & Donovan, 2003), which

can vary regionally on the success of population-based

intervention to encourage the development of habitual

physical activity engagement (Marshall et al., 2004). An

Australian initiative to increase physical activity that can

be tailored to the individual is available at http://

www.10000steps.cqu.edu.au/. A comparable program,

Shape Up America! (2005–2006), exists in the United

States and will be described later in this chapter.
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Physical activity–level changes are occurring in

large portions of non-Western countries. For example,

in India, increased industrialization, the development

of the computer industry, and other positive economic

development results have all caused physical activity

levels in urban areas to decrease (Rastogi et al., 2004).

This trend will most likely occur in other nations, such

as the People’s Republic of China, where similar eco-

nomic changes seem to be occurring at an even faster

pace. Given China’s tremendous population, which

numbered 1.3 billion in 2005 (WHO, 2006a), attention

should be focused on encouraging the continuation of

traditional values and activities that promote physical

activity, especially among urban and suburban popula-

tions. Otherwise, the health risks and sequela that 

follow a major shift to physical inactivity will dramati-

cally impact the health and economy of China.

Barriers to Physical 
Activity Engagement

Although various cultural, gender, and individual differ-

ences exist regarding the strength and applicability of

barriers to engagement in exercise and physical activ-

ity, those most frequently discussed in the literature

include time, place, access, and self-esteem-related con-

structs. These barriers will be briefly discussed below.

In addition, the impact of the occupational role of care

giving on engagement in physical activity and disability

status will also be addressed. 

Time
Lack of time is a barrier to engagement in physical activ-

ity (Anderson, 2003; Reynolds, 2001). One of the five

barriers reported in another study was “lack of parents’

time” (Duke, Huhman, & Heitlzler 2003, p. 787). After

expense and transportation issues, this was the third most

frequently reported barrier. Data from a study of 743

10th-grade students in the United States were analyzed to

determine psychosocial predictors of physical activity

habits. Stress was identified as a possible barrier to ado-

lescent females’ physical activity habit patterns (Reynolds

et al., 1990). It was theorized that stress may act as a bar-

rier through the perception of time pressure (Reynolds 

et al., 1990). Lack of time was also found to be a barrier

among sedentary older adults (Dergance et al., 2003). 

Place
Research findings indicate that environment can be a

barrier to engagement in physical activity. Specifically,

the convenience of destinations (King et al., 2003); the
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Figure 13-1 Response to the question: “During the past month, did you participate in any physical activities?” by state.

From National Center for Chronic Disease Prevention and Health Promotion, Behavioral Risk Factor Surveillance System (BRFSS), BFRSS Maps, 2004, Atlanta: U.S.
Department of Health and Human Services, Centers for Disease Control and Prevention.
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design of communities, including street design; hous-

ing density; public transport; and facilities for walking,

bicycling, and other active leisure pursuits impact lev-

els of physical activity either positively or negatively

(CDC, NCCDPHP, 2003; De Bourdeaudhuij et al.,

2003). Walking, the least expensive and seemingly

most available mode of physical activity, is not always

easy or safe. In the United States, “facilities for pedes-

trians are often inconvenient or nonexistent, leading to

fatality rates per mile traveled 36 times higher than for

occupants of cars and light trucks” (Pucher & Dijkstra,

2000, cited by Pucher & Renne, 2003, p. 73).

Environmentall barriers are even more of a problem

for individuals with disabilities. A series of on-site sur-

veys conducted at 50 physical activity facilities in

western Oregon found none of the sites (e.g., parks,

gymnasiums) in full compliance with the Americans

with Disabilities Act (Cardinal & Spaziani, 2003). Lit-

tle research has been conducted on barriers to physical

activity for adults with developmental disabilities. In a

study of adults with developmental disabilities in the

north of England, it was found that environmental and

policy barriers prevented 92% of the sample from

meeting recommended levels of physical activity suffi-

cient to decrease health risks (Messent, Cooke, &

Long, 1999). 

A study of Dutch adolescents (aged 12 to 18) indi-

cated that the aesthetics of the community positively

impacted whether the adolescents engaged in more

physical activity (de Bruijn et al., 2006). Results from

the same study showed that adolescents who lived far-

ther away from facilities were more physically active.

The authors feel this may be because these adolescents

valued physical activity to such a level that they were

more resourceful in locating facilities and overcoming

barriers of distance. These varying results indicate the

need for continued research and a degree of caution

before making assumptions about what is and is not a

barrier to physical activity performance.

Access
Insufficient financial resources (Henderson & Bialescki,

1991, Messent et al., 1999), lack of transportation, and

unavailability of recreation environments or local oppor-

tunities are examples of access issues that can act as bar-

riers to physical activity participation. The YMCLS

(Duke et al., 2003), discussed earlier, reported the barri-

ers that parents perceived limited their children’s partic-

ipation in physical activity. The most frequently reported

barrier was expense; 47.5% of girls’ parents and 45.8%

of boys’ parents indicated this as a barrier. Transporta-

tion, resources, and safety of community were also

reported as barriers. Transportation was the primary 

barrier reported by adolescent girls and their parents in a

pilot study of an intervention to reduce television 

watching and to increase physical activity among

African American girls from low-income neighborhoods

(Robinson et al., 2003). Participation rates were higher

among girls with ready access to bus transportation to

the program site.

Weekend and evening school use has been identified

as a potential method to enhance access to physical 

activity space and resources. Most schools have both

indoor and outdoor facilities suitable for use by the

public. A telephone survey was conducted to determine 

the barriers and benefits of allowing access to school

facilities for physical activity (Evenson & McGinn,

2004). More public schools had facilities to share than

private schools. Public schools also shared those facil-

ities more often. Outdoor facilities were available,

whether at public schools, private schools, or the col-

lege level more often than indoor facilities. Barriers to

sharing facilities included concerns over using student-

designated space, supervision, personnel limitations,

and safety and liability issues. 

Self-Esteem, Self-Presentational Concerns,
Self-Concept, and Body Image
Self-esteem, self-concept, self-efficacy, body image,

and self-presentational concerns can affect engagement

in physical activity throughout the life span. Pedersen

and Seidman (2004) found a positive relationship

between achievement in team sports and self-esteem

among poor urban youth from diverse cultural back-

grounds. Data from another study of adolescents found

that for both girls and boys, self-efficacy was linked to

engagement in physical activity (Reynolds et al.,

1990); therefore, increasing self-efficacy is an impor-

tant factor to address. Ziviani and colleagues (2006)

found that young children (i.e., 7 to 8 years old) whose

parents perceived them as being teased by peers

engaged in less physical activity during weekends than

their peers, as measured by a pedometer. There was no

difference in physical activity levels during school

days. In addition, cultural differences in body image

should be considered during program development. 

For example, Robinson and others (2003) reported 

that African American women and girls are less con-

cerned about achieving a slender body, experience

fewer symptoms of eating disorders, and report less

body dissatisfaction.

Research findings (Anderson, 2003; Focht &

Hausenblas, 2004) indicate that many women choose

to exercise or not exercise due to self-presentational
concerns. While some women may exercise to pro-

mote their perceived physical attractiveness, others

may avoid or discontinue exercise due to concerns

about their appearance during the activity (Anderson,
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2003; Dergance et al., 2003; Focht & Hausenblas,

2004). The presence of mirrors and other people exer-

cising are common in fitness settings. These contextual

features may serve as barriers for women with social

physique anxiety, especially when beginning an exer-

cise program (Focht & Hausenblas, 2004). 

Pedersen and Seidman (2004) investigated the influ-

ence of team-sport participation and achievement on self-

esteem in a group of poor urban adolescent girls. Based

on this study and related literature, they recommend that

young girls be afforded the opportunity to participate in

team sports. They also identified early adolescence as a

critical time period to foster this participation, in order to

maximize impact on self-esteem. During this time, many

young women drop out of school or sports activities due

to limited opportunities and societal pressure to engage in

more traditional gender-role activities.

In addition, ethnic differences regarding self-

consciousness as a barrier were examined in a study of 

210 community-dwelling older sedentary adults in

South Texas. While 18.9% of the European Americans

reported self-consciousness as a barrier, none of the

Mexican Americans reported this factor as a deterrent

(Dergance et al., 2003).

Occupational Roles: 
Child and Adult Caregiving
Although the impact of the caregiving role could have

been included in the previous discussion regarding

insufficient time, this topic merits a separate examina-

tion. This is especially warranted given the importance

of occupational role in the occupational therapy and

occupational science literature. When caring for an ill

child, spouse, or aging relative, previous exercise habits

may no longer be performed. In addition, women with

multiple roles may experience chronic strain, which can

be a barrier to exercise (Anderson, 2003; Verhoef &

Love, 1992). Women caregivers report feeling guilty

when taking the necessary time to perform health occu-

pations such as exercise. Similarly, it is reported that

women fail to engage in such occupations because they

do not feel entitled to such pursuits (Reynolds, 2001) or

view physical activity as a low priority; thus, time is

rarely, if ever, allotted (Henderson & Bialeschki, 1991).

In women, parenthood (i.e., cohabitating with any child

aged 17 or younger) was negatively associated both

with engagement in physical activity and the quantity 

of activity engagement. In addition, self-reported role

overload and the presence of time barriers were predic-

tive of quantity of physical activity engagement 

(Verhoef & Love, 1992), regardless of parental status.

This research further supports the need to tailor

physical activity health promotion messages and pro-

grams (Verhoef & Love, 1992) to the individual needs

of caregivers, whether they are women or men. In addi-

tion, there also is a need to promote increased amounts

of physical activity engagement in those who are care-

givers or who perceive themselves in role overload but

are already engaging in some limited amount of physi-

cal activity. This population may benefit from a differ-

ent approach and resources.

Health Benefits of Physical 
Activity and the Health Risks 
of Physical Inactivity

The health benefits of participating in regular physical

activity and the related health risks of physical inactiv-

ity have been well documented. The WHO (2006b)

presents facts regarding the impact of physical inactiv-

ity on the health and financial wellbeing of citizens and

nations (Content Box 13-4). Physical inactivity can

adversely impact body function and structures (e.g.,

bones, muscles, heart) in many ways, ultimately

increasing risk for disease and impacting long-term

health and survival (Content Box 13-5). While tobacco

use is currently the leading cause of death within the

United States, unhealthy diets and inactivity may 

soon surpass tobacco use for that dubious distinction

(Mokdad, Marks, Stroup, & Gerberding, 2004).

Regular physical activity reduces people’s risk for heart

attack, colon cancer, diabetes, and high blood pressure

and may reduce their risk for stroke. It also helps to con-

trol weight; contributes to healthy bones, muscles, and

joints; reduces falls among older adults; helps to relieve

the pain of arthritis; reduces symptoms of anxiety and
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Content Box 13-4

WHO Physical Activity Facts
• “Appropriate regular physical activity is a major

component in preventing the growing global bur-
den of chronic disease.”

• “At least 60% of the global population fails to
achieve the minimum recommendation of 30 min-
utes moderate intensity physical activity daily.” 

• “The risk of getting a cardiovascular disease
increases by 1.5 times in people who do not fol-
low minimum physical activity recommendations.” 

• Inactivity increases medical costs—by an esti-
mated $75 billion in the U.S. in 2000. 

• “Increasing physical activity is a societal, not just
an individual problem, and demands a population-
based, multi-sectoral, multi-disciplinary, and cultur-
ally relevant approach.”

From Global strategy on diet, physical activity and health: Physical
activity by, World Health Organization, 2006b, ¶ 1. Copyright © 2006

by World Health Organization. With permission. 

1193_Ch13_225-252.qxd  6/8/09  6:10 PM  Page 236



depression; and is associated with fewer hospitalizations,

physician visits, and medications. (CDC, 2006b, ¶ 6)

Regular moderate physical activity also has been asso-

ciated with increased longevity compared to individuals

who are less active. Higher levels of physical activity

have even greater favorable impact on mortality (CDC,

NCCDPHP, 1999).

The evidence linking breast and colon cancer to

physical inactivity is compelling. At this time, the con-

nection between physical inactivity and prostate cancer

is inconsistent; however, physical activity has been

identified as a possible protective agent for lung and

endometrial cancers (Hardman, 2005). The importance

of establishing healthy physical activity habits early in

life as a way to decrease risk factors is increasingly

stressed in the literature. However, physical activity

can and should also be promoted within older popula-

tions. Engagement in even limited (i.e., once a week)

moderate physical activity among postmenopausal

women has been shown to decrease risk of premature

death (Kushi et al., 1997). In addition, routine physical

activity has been shown to decrease the frequency of

hot flashes, osteoporosis, and hip fractures in post-

menopausal women (Reynolds, 2001). 

While links between diabetes, obesity, heart disease

(Reynolds, 2001), and longevity (Glass, de Leon, 

Martolli, & Berlma, 1999) seem logical, research is also

showing a connection between overall psychological

wellbeing and cognitive function and physical activity.

Time spent participating in physical education also has

been found to be related to academic achievement in 

elementary school-aged girls (Carlson et al., 2008). In

addition, walking was found to reduce the risk of demen-

tia among men in the Honolulu-Asia Aging Study 

(Abbott et al., 2004). Menec and Chipperfield (1997)

found a strong relationship between subjective wellbe-

ing and active engagement in leisure pursuits and physi-

cal activity among a group of older Canadian adults. The

authors propose that older adults may exercise not to

prevent health conditions but rather to experience the

positive psychological benefits of physical activity.

Enhanced self-esteem and personal identity has also

been reported for adults with disabilities who continued

to engage in physical activities (Sherril as cited by

Reynolds, 2001). Remaining active also helps prevent

secondary complications such as weight gain. Other

studies report that physical activity decreases depressed

mood and levels of anxiety and stress, and increases self-

esteem and feelings of competence and mastery. The

social components of leisure-related physical activity

can be a factor in reducing loneliness and depressed

mood (Reynolds, 2001). In addition, social and produc-

tive occupations have been linked to decreased mortality

among older U.S. adults (Glass et al., 1999). 

Research continues to explore the links and linking

mechanisms between other diseases and physical inac-

tivity as well as those between other types of cancer

and physical inactivity. Smith and colleagues (2004)

reported that increased physical activity, weight loss, or

a combination of the two can reduce visceral fat and

abdominal diameter, thereby decreasing the develop-

ment of insulin resistance syndrome. This reduction 

is particularly noteworthy based on the increased 

understanding of the link between insulin resistance

syndrome and cardiac vascular disease, diabetes, and

hypertension (Rao, 2001). 

The growing understanding of physical inactivity’s

financial impact and the impact on longevity and qual-

ity of life is enhancing efforts among U.S. public and

private organizations to increase exercise among U.S.

residents to recommended levels. A report of the Sur-

geon General (CDC, NCCD, 1999) encouraged efforts

to afford all U.S. citizens, including special populations,

opportunities to reap the health benefits of physical

activity. These efforts will be described in the following

section.

Governmental and National 
Organizations and Documents
That Promote Physical Activity

This section describes additional current national and

governmental initiatives promoting physical activity. The

President’s Council on Physical Fitness and Sports 

was described earlier in this chapter. The selection of 
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Content Box 13-5

Health Benefits of Regular Physical
Activity
1. Improves glucose metabolism
2. Reduces body fat
3. Lowers blood pressure
4. Reduces risk and impact of diabetes due to

benefits 1–3
5. Reduces risk and impact of cardiovascular dis-

ease due to benefits 1–3
6. Reduces risk of breast and colon cancer
7. Improves and maintains health of muscles,

bones, and joints
8. Controls weight
9. Decreases anxiety and symptoms of depression

10. Decreases risk of early death

Data from Global strategy on diet, physical activity and health:
Physical activity by World Health Organization, 2006b, and Physical
activity and health: A Report of the Surgeon General, by the 

USDHHS, 1996.
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additional governmental and national efforts to promote

physical activity and overall health includes the following:

• Active Community Environments Initiative

• MyPyramid

• Rescuing Recess

• Shape Up America!

• We Can!TM (Ways to Enhance Children’s 

Activity & Nutrition)

Active Community Environments 
Initiative (ACES)
The Division of Nutrition and Physical Activity of the

CDC, NCCDPHP (2003), established the Active Com-
munity Environments Initiative (ACES). This initia-

tive’s primary goal is developing accessible leisure 

facilities that promote the use of bicycles and walking.

The ACES includes program development and partner-

ships. Programs include walk-to-school day, KidsWalk-

to-School program, and a variety of other activities to

encourage bicycling and walking. Two examples of 

collaborative ACES partners include the National Park

Services Rivers, Trails, and Conservation Assistance

Program and the Environmental Protection Agency. The

development of an active community environments

guidebook is under way to assist public health practi-

tioners to partner with transportation and city planners

in promoting the ACES goals (CDC, NCCDPHP, 2003). 

MyPyramid
The federal government’s food pyramid was first pub-

lished in 1992 (Dixon et al., 2001). The revised food

pyramid, called MyPyramid, includes a recommenda-

tion for incorporating physical activity in order to

achieve a healthy lifestyle (U.S. Department of Agri-

culture, n.d.). (This initiative will be discussed in more

detail in Chapter 14, which covers weight management

and obesity reduction.) Versions of this new pyramid

for adults and children are available online. The

graphic of the new pyramid includes a person ascend-

ing steps, emphasizing the importance of physical

activity engagement (Fig. 13-2). Adults can use a Web-

based program to calculate nutritional needs based on

physical activity level (see http://www.mypyramid.

gov/mypyramid/index.aspx). A game targeted toward

children between the ages of 6 and 11 is also available

to encourage healthy eating and exercise (see http://

www.mypyramid.gov/kids/index.html).
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Grains         Vegetables         Fruits         Oils         Milk         Meat & Beans 

One size doesn’t fit all
USDA’s new MyPyramid symbolized a personalized approach to healthy eating and physical activity.
The symbol has been designed to be simple. It has been developed to remind consumers to make
healthy food choices and to be active every day. The different parts of the symbol are described below.

Activity
Activity is represented by the steps and 
the person climbing them, as a reminder 
of the importance of daily physical activity

Moderation
Moderation is represented by the narrowing
of each food group from bottom to top.
The wider base stands for foods with little or
no solid fats or added sugars. These should
be selected more often. The narrower top area
stands for foods containing more added
sugars and solid fats. The more active you are, 
the more of these foods can fit into your diet.

Personalization
Personalization is shown by the person on 
the steps, the slogan, and the URL. Find the 
kinds and amounts of food to eat each day at 
MyPyramid.gov.

Proportionality
Proportionality is shown by the different widths
of the food group bands. The widths suggest
how much food a person should choose from
each group. The widths are just a general 
guide, not exact proportions. Check the Web 
site for how much is right for you.

Variety
Variety is symbolized by the 6 color bands 
representing the 5 food groups of the Pyramid 
and oils. This illustrates that foods from all 
groups are needed each day for good health.

Gradual Improvement
Gradual improvement is encouraged by the 
slogan. It suggests that individuals can benefit
from taking small steps to improve their diet 
and lifestyle each day.

Anatomy of MyPyramid

MyPyramid.gov
STEPS TO A HEALTHIER YOU 

Figure 13-2 New food pyramid that includes physical activity recommendation.

From MyPyramid, 2005, U.S. Department of Agriculture.
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Rescuing Recess
A coalition of organizations, including the National 

Parent Teacher Association (PTA), the Cartoon Net-

work, and others established the Rescuing Recess cam-

paign. The centerpiece of this campaign is a very

youth-centric Web page, which suggests fun physical

activities for children. For adults, encouraging, sup-

portive statements are available from a variety of

experts and advocates, including CNN’s Dr. Sanjay

Gupta, the president of the Education Association, and

the lead CDC epidemiologist. In addition, useful tools

and facts are provided to assist individuals in being 

effective advocates for the inclusion of recess in the

school day.

USA TODAY reported data from the National Center

for Education Statistics that may initially seem to dis-

count the need for this campaign. However, a closer

looks reveals issues of unequal access. While 83% to

88% of elementary school students receive at least 

30 minutes of recess each school day, the length of

recess varies by socioeconomic status. Schools

attended by children from wealthier families offer

about 50% more recess time than those attended by stu-

dents from low-income families (Toppo, 2006).

Shape Up America!
This national not-for-profit organization was developed

through a collaboration between the U.S. government,

businesses, and organizations concerned about health,

physical activity, or nutrition. The two primary objec-

tives of this initiative are to

• promote maintaining a healthy weight through

healthy eating and increased physical activity and 

• disseminate information regarding evidence-based

methods to reach and maintain a healthy body

weight.

The website associated with this organization provides

an introduction to the 10,000 Steps Program, a meal

and snack calculator, and other interactive online tools,

such as a body fat lab and a cyberkitchen (Shape Up

America!, 2005–2006).

We Can!TM (Ways to Enhance Children’s
Activity & Nutrition)
This national project (National Heart, Lung, and Blood

Institute, n.d.) was launched on June 1, 2005, and

involves four organizations within the National Insti-

tutes of Health NIH):

• National Heart, Lung, and Blood Institute

(NHLBI)

• National Institute of Diabetes and Digestive and

Kidney Diseases (NIDDK)

• National Institute of Child Health and Human

Development (NICHD)

• National Cancer Institute (NCI)

The goal of the We Can!TM project is to provide par-

ents of 8- to 13-year-old children easy access to

information that can change behaviors linked to

improving long-term health outcomes through the

maintenance of a healthy weight. The three behavior

changes identified as instrumental to achieving this

goal include

• improving choices of food,

• increasing physical activity, and

• decreasing time spent in front of screens.

The project’s website provides data on such topics

as the amount of time youth spend viewing various

screens (e.g., televisions, DVDs, video games, home-

work, Internet chatting), eating habits, and other health

data. A variety of activities and strategies are provided

to help reach each of the three goals. The suggestions

are communicated by using simple, captivating lan-

guage, such as “energy IN,” “energy OUT,” and “wean

the screen.” 

Theoretical Models 
and Research

Any population- or individual-based intervention,

including those previously described, must be based on

well-supported theory and be evaluated to determine its

effectiveness in order to warrant replication. Chapters 2

and 3 discuss the importance of theory-driven pro-

grams. A variety of theoretical models reviewed in

those chapters have been used to frame physical activ-

ity intervention programs and evaluation of those 

programs, as well as to investigate physical activity

patterns. The following section will describe a selec-

tion of theories that appear promising for physical

activity program development and evaluation. Particu-

lar emphasis will be placed on the Transtheoretical

Model (TTM). This section will also cover family-

focused research undertaken by disciplines other than

occupational therapy and occupational science. Occu-

pation-based models are addressed later in this chapter

as they relate to the role of occupational therapy in pro-

moting physical activity. A brief review of potential

evaluation measures also is included. 

Stages of Change
A study compared three models—the Stages of Change

Model, also known as the TTM; the self-efficacy 

theory; and the Decisional Balance Model (Marcus,

Pinto, Simkin, Audrain, & Taylor, 1994)—in order to
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examine exercise patterns among women in three

Rhode Island workplaces. Results were consistent with

those reported in the literature at the time: Most

employed women did not participate in regular physi-

cal activity. While components of the three models

were found to explain some of the poor exercise behav-

iors, none measured roles, which was the most striking

finding. Women with children under the age of 18 at

home were less likely (p <.05) to be in the highest

stages of exercise participation (i.e., either action or

maintenance). Unmarried women were most likely 

(p <.05) to engage in vigorous activity and to be run-

ners (p <.05). These results support the need for using

occupation-based models to investigate physical activ-

ity patterns among working women.

The TTM seems to be one of the most frequently

used theories in physical activity research (Marshall &

Biddle, 2001). For example, Renger, Steinfelt, and

Lazarus (2002) used this model as the basis for devel-

oping a media campaign to increase physical activity

by targeting self-efficacy through a discussion of the

benefits and barriers to physical activity. The campaign

was more successful than expected; similar to the study

of Robinson and colleagues (2003), the key action

appeared to be cognizance and sensitivity to local com-

munity culture and dynamics. Other researchers have

used the model to study stages of change in Belgian

adolescents (De Bourdeaudhuij et al., 2005), Hong

Kong Chinese university students (Callaghan, Eves,

Norman, Chang, & Lung, 2002), Scottish university

students (Woods, Mutrie, & Scott, 2002), urban under-

graduate university students in the United States 

(Sallis, Calfas, Alcaraz, Gehrman, & Johnson, 1999),

and older adults in Rhode Island (Riebe et al., 2005).

Resnick and Nigg (2003) tested the TTM and com-

ponents of the theory of self-efficacy in a study of

exercise patterns among 179 white women residing in

a continuing care community. Data supported the

influence of social support and health status on both

self-efficacy and outcome expectations, which in turn

influenced exercise stage of change placement and

exercise behavior. Implications for program develop-

ment included

• enhancing self-efficacy in individuals with per-

ceived poor health as a necessary precursor of

willingness to engage in physical activity and

• using the stages of change to tailor interventions.

Since the TTM views change as a dynamic process,

it is well-suited for investigation of physical activity. A

meta-analysis of 71 published research studies that

included at least one of the primary TTM constructs

supported the use of this model for physical activity 

research (Marshall & Biddle, 2001). The authors of this

meta-analysis offered recommendations for future

research, including

• explore the “moderators and mediators of stage

transition” (p. 229) and 

• avoid replicating studies that merely examine 

participants’ stage and core constructs.

This model has potential for use in conjunction with

occupational therapy models as well as interventions

based on occupational science. It also has potential to be

adapted for use with families, as families are increasingly

seen as contextual features that can impact the develop-

ment and retention of healthy habits.

Families
Limited research exists regarding family-based inter-

ventions for enhancing physical activity participation.

The American Heart Association (n.d.) suggested that a

helpful exercise strategy is to perform physical activity

with family or friends. They also suggested recording

family fitness activities and celebrating via rewards

when a milestone is achieved. While this recommenda-

tion makes sense and is consistent with health promo-

tion and occupational therapy theories, additional

research is needed to provide supporting evidence. 

The Child and Adolescent Trial for Cardiovascular

Health (CATCH) was a 5-year study (1991 to 1994) at

96 U.S. schools located in four different geographical

regions. The goal of this randomized controlled field

trial was to reduce cardiovascular risk among third-

through fifth-grade students (Kelder et al., 2003). The

CATCH trial included multiple components, which are

displayed in Content Box 13-6. The family and home-

based components supplemented school-based compo-

nents. The program focused on health behaviors in

relation to tobacco use, food choices, and physical

activity (Osganian, Parcel, & Stone, 2003). 

Lytle, Ward, Nader, Pedersen, and Williston (2003)

completed one of many studies that examined the insti-

tutionalization of CATCH. Their qualitative study 

addressed the family and other program components.

Findings indicated that the physical education compo-

nent had the highest level of institutionalization, while

the family and classroom components had the lowest.

These findings are not surprising, since the family com-

ponent did not appear to be a main focus of the program. 

The family has been suggested as an important

resource in educating and supporting pregnant women

to engage in moderate physical activity (Weallens,

Clark, MacIntrye, & Gaudoin, 2003). A study of first-

time mothers in Scotland indicated that 40% of pregnant

women did not receive any advice from health-care pro-

fessionals regarding the benefits of exercise for them-

selves or their fetuses (Weallens et al., 2003). Women
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from lower socioeconomic backgrounds received less

advice at all stages of pregnancy (p < 0.01). Interdiscipli-

nary approaches that include an occupational therapy

intervention that highlights the importance of physical

activity habits during and after pregnancy should be

available for this underserved population. In addition,

general role preparation for motherhood should be

included in occupational therapy interventions where

appropriate.

Although recruiting families to participate in

research is more challenging than recruiting individ-

uals, Robinson and colleagues (2003) were very suc-

cessful in a pilot study of an intervention to reduce

television watching and promote physical activity

among adolescent African American girls. This suc-

cess appears to be linked to cultural awareness, cul-

tural competence, and close adherence to the use of

Bandura’s social cognitive model. These findings

highlight the importance of the use of culturally rele-

vant and accurate assessment measures in occupa-

tional therapy evidence-based research. The next 

section will include several promising examples of

such instruments for use in research with families

and other populations.

Assessment Measures

Many outcome measures are available for use in phys-

ical activity research. This section includes a brief pre-

sentation of five such measures selected on the basis of

being closely related to occupations, ease of use, or fre-

quency of citations in the literature. These measures

include the use of an activity diary, the Borg scale, the

International Physical Activity Questionnaires (IPAQ), a

pedometer, and two community surveys. Resnick and

Nigg (2003) describe a variety of other measures and

provide an excellent resource for research in this area.

Another source for physical activity measures can be

found on a portion of the Active Living Research website,

which is located online at http://www.activelivingresearch

.org/index.php/Measuring_Physical_Activity/184. Other

measures, such as the Behavioral Risk Factor Surveil-

lance System, were discussed earlier in this chapter

(CDC, 2006a).

Activity Diary
The use of an activity diary was found to be a poten-

tially effective method for collecting information on

the frequency of physical activity among a group of

school-aged children in a region of England (Wormald

et al., 2003). A total of 91% of the requested activity 

diaries were submitted. Of those, 11% were invalid 

and were therefore not coded. Suggested strategies to

maximize the likelihood of diary completion included

the following:

• Provide age-appropriate incentives

• Embed diary completion into a part of the school

curriculum

• Reduce data-collection period from 5 days to 4 days

per week (i.e., 2 school days and 2 weekend days)

• Clarify repeatedly that students are not being

tested or graded on activity diary completion

• Instruct teachers and parents on ways to assist

with diary completion

• Provide reminders to participants, teachers, and

parents

Although this research utilized written activity diaries as

a tool for the population studied, Zhu and Hasegawa-

Johnson (2002–2003) identified three concerns about

using written diaries to study physical activity:

• Expense of scoring

• Accuracy of scoring

• Burden on participants

To address these concerns, they developed and vali-

dated the Portable E-diary System for assessing phys-

ical activity. Determining the appropriate type of

activity diary requires analysis of various factors,

including participant preference, age, education level,

and experience with technology.

Borg Scale
One method for measuring physical activity is the Borg

Rating of Perceived Exertion (RPE). This self-report

instrument “is based on the physical sensations a 
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Content Box 13-6

CATCH Components

School-Based Interventions
• Classroom component
• Nutrition curricula

• Smoking curricula
• Physical activity curricula
• School environment component
• Meal preparation changes (e.g., decrease total

fat)
• Physical education curricula to emphasize 

moderate to vigorous physical activity levels
• School policy initiatives to support not smoking

Home-Based Interventions
• Family component

• Take-home activities
• Family fun nights stressing healthy foods and

physical activities

Data from Institutionalization of a school health promotion program:
Background and rationale of the CATCH-ON Study, by S. K. Osganian,

G. S. Parcel, & E. J. Stone, 2003.
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person experiences during physical activity, including

increased heart rate, increased respiration or breathing

rate, increased sweating, and muscle fatigue” (CDC,

2007, ¶1). When multiplied by 10, this rating is thought

to provide a close estimate of a person’s actual heart

rate during physical activity. Ratings between 12 and

14 appear to match the definitions of moderate to vig-

orous levels of physical activity. 

International Physical Activity 
Questionnaires (IPAQ)
An international consensus group of experts on physical

activity assessment developed two instruments to gather

data on the prevalence of physical activity for interna-

tional comparison. The short version of this questionnaire

was designed for national and regional surveillance. The

longer version was constructed to facilitate more detailed

data-gathering on daily sedentary and physical activity,

which is needed for program evaluation and other

research. The instruments have been tested for reliability

and validity and have been translated into a variety of lan-

guages, including Arabic, Italian, Korean, Malay, Polish,

and three versions of Spanish (International Physical 

Activity Questionnaires, n.d.).

Pedometer
Pedometers are a common tool for measuring physical

activity and can easily be clipped to a belt or waistband.

Croteau (2004) found pedometers useful for measuring

physical activity engagement as well as for increasing

participation levels. A variety of types and styles of 

pedometers are available. Crouter, who researches

pedometer accuracy, reviewed five pedometer models 

for members of the National Education Association

(Wallace, 2008). The models ranged in price from

$16.99 to $59.95 and varied in features and accuracy.

Although additional features are interesting and intrigu-

ing, step counting accuracy is of primary importance.

Population-Based Surveys 
of the Environment
Two examples of population-based surveys that can be

undertaken in the community are described below:

Walkability Checklist: How walkable is your commu-

nity? (U.S. Department of Transportation [USDOT],

1997) and the Bikeability Checklist: How bikeable is

your community? (Pedestrian and Bicycle Information

Center, n.d.). These are two of many available tools that

range from measures for use by community members

to more sophisticated research instruments such as the

Systematic Pedestrian and Cycling Environmental

Scan (SPACES), an environmental assessment instru-

ment developed in Australia (Pikora et al., 2002) to

investigate suitability for both occupations.

Both the Walkability and Bikeability checklists are

easy-to-use tools that are available online and use a six-

point Likert scale to access community suitability for

these occupations. These tools may also be used as an

initial step for either an independent occupation-based

intervention or an occupation-based intervention embed-

ded into a broader interdisciplinary effort. Both check-

lists include a survey of conditions, a list of strategies

to seek improvements, and a contact list for additional

resources. The Bikeability checklist and supporting

components are accessible in one file, while the Walk-

ability checklist separates the components into individ-

ual files. The Walkability checklist may be reproduced

courtesy of the USDOT. 

The literature addressing the impact of the built

environment on health is growing (Frumkin, 2003;

Jackson, 2003; Pollard, 2003). Design features

reported to be important for parks that relate to physi-

cal activity engagement include signage and safe,

pleasant, meandering pathways. The public health liter-

ature is beginning to discuss the link between access to

drinking water, toilets, safety features such as good

lighting and well-maintained trails (Frumkin, 2003),

existence of walking and bike paths, street design, pub-

lic transit (Librett, Yore, & Schmid 2003), proximity of

place (Powell, Martin, & Chowdhury, 2003), and phys-

ical activity. Organizations such as Active Living

Research, a program of the Robert Wood Johnson

Foundation, provide grants and resources for research

on physical activity in order to advocate for policy

changes supportive of healthy lifestyles.

Additional instruments are under development and

show promise. One such instrument is the Stanford

Brief Activity Survey (Taylor-Piliae et al., 2006). It is

important to review the literature to consider both

recently developed and existing methods and instru-

ments to measure physical activity participation for

evaluating an occupation-based program to increase

physical activity.

Occupational Therapy’s Role 
in Promoting Physical Activity

Historical Involvement
The opportunity to participate in physical activity has

been of concern to occupational therapy practitioners

since the profession’s inception. Occupational thera-

pists’ use of a variety of manual and physical activities,

including calisthenics, with individuals with psychoso-

cial and physical dysfunction is well documented

(Dunton, 1915; MacDonald, 1976; Tracy, 1910). How-

ever, the potential broader use of these activities 

to promote a healthy lifestyle and prevent illness or
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secondary complications was also understood (Dunton,

1915; Tracy, 1910). 

As was the case with other areas of occupational

therapy, the preceding type of practice all but disap-

peared due to the allure of working within the medical

model during later decades. The profession’s dismissal

of exercise as a therapeutic tool within the legitimate

domain of occupational therapy is exemplified by the

introduction of one of the first theory-based research

studies on physical activity using an occupational ther-

apy perspective. Rust, Barris, and Hooper (1987) con-

ducted a study on exercise participation among 140

U.S. women. In the introduction to this study, it seems

the authors believe they need to acknowledge possible

controversy surrounding the study and justify the role

of occupational therapy both in the study and in the use

of exercise. This perspective may have been due to the

then-prevailing thought that exercise was a therapeutic

tool for physical therapy and was not viewed to be of

sufficient value as an activity worthy of study as an

occupation. The authors address this possible criticism

by countering that for many regular participants, exer-

cise is a discretionary leisure pursuit and thus is 

justified to be studied, used, and understood by occupa-

tional therapists (Rust et al., 1987). 

The Model of Human Occupation (MOHO) was

used as the theoretical framework for this study (Rust

et al., 1987). Specifically, the researchers were inter-

ested in exploring the impact of personal causation,

values, interests, habits, and roles on exercising.

Results indicated a link between those who were iden-

tified as having “internalized the role of exerciser,” to

perceived competence in that role and to the develop-

ment of a routine that supported their engagement in

physical activity (Rust et al., 1987, p. 32). Interestingly,

results did not support the assumption of the MOHO,

which purports a link between values and interests and

specific occupations. Although the participants valued

and knew the importance of exercise as a health habit,

this did not carry over to engagement patterns. This

finding was consistent with other research findings at

the time of the study; the challenge was to have inter-

ested people who valued exercise to actually engage in

regular exercise. Rust and colleagues recommended

that future research address environmental press and

the following factors to assist in getting people to

actively engage in exercise:

• The influence of peers and significant others who

regularly exercise

• The availability of a group with which to participate

• The proximity of setting

• The flexibility of schedules that allow time for

exercise

Current Occupational Therapy Research
and Literature
Ziviani currently appears to be the occupational ther-

apist most actively involved in disseminating research

on physical activity engagement. Ziviani and col-

leagues (2004, 2006; 2008) have published in a vari-

ety of occupational therapy journals the results of

their research on physical activity engagement in Aus-

tralia. The title of the 2004 article “Walking to

School: Incidental Physical Activity in the Daily

Occupations of Australian Children,” exudes occupa-

tion. Results of this study underscore the strong influ-

ence of parental and generational health habit patterns

on their offspring. In addition, Reynolds (2001) has

published a review of the literature in physical activ-

ity research, within occupational therapy and other

disciplines, that provides a basis for health promotion

program development. This literature influenced the

development of the potential role of occupational

therapy in the use of physical activity to promote

health.

Potential Role
Four primary areas of expertise that support the role of

occupational therapists and occupational therapy assis-

tants in the promotion of physical activity have been

identified. These areas of expertise are based on litera-

ture cited in this chapter; direct service delivery experi-

ence with individuals and groups; and the study and

teaching of occupational therapy history, philosophy,

and theory. While there are many other skills and areas

of expertise that occupational therapists and occupa-

tional therapy assistants may use to increase physical

activity levels, these were seen as the primary areas of

unique expertise:

• Human development through the life span and

facilitating developmental transitions

• Occupation-based assessment and intervention

• Intersection of person, environment, and 

occupation

• Advocating for equal assess to physical activity

environments and occupations for individuals

with disabilities

A variety of current and potential interventions that 

utilize these four areas and others are described next in

more detail.

Developmentally Based Interventions

The literature describes the progressive decline in phys-

ical activity as children become adolescents, particu-

larly for young girls (Garcia et al., 1995; Weallens et al.,

2003), then as they become young adults, adults, and on

into older adulthood. In addition, periods of transition
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of place and the resulting stress can generate a retreat to

a more sedentary lifestyle (Calfas et al., 2000). Also,

new mothers were asked to recall physical activity pat-

terns since childhood (Weallens et al., 2003). Results of

a survey of 42 Scottish women indicated a steady

decline in physical activity since childhood, including

during pregnancy. The type of activities also changed as

the women aged. Team sports were most prevalent dur-

ing childhood and adolescence. These activities were

replaced by aerobics and exercising at gymnasiums in

adulthood. During pregnancy, vigorous activities were

avoided and replaced by yoga, walking, and swimming.

The more physical activity that can be embedded

into lifelong occupations that individuals, groups, and

communities value, the more likely results of improved

health will be seen. Populations may need greater

attention at times of transition from one developmental

stage to another, as this is often when physical activity

declines. In addition, programs should be tailored to

reflect the developmental needs of distinct age groups.

Perceived control has been linked to activity level,

including preventive actions such as exercise in older

adults. 

Researchers have theorized that older adults may be

more likely to participate in physical activity if the

message is consistent with an internal locus of control.

Older adults’ physical activity levels may increase

(Menec & Chipperfield, 1997) by enhancing their per-

ception of control over their physical activity engage-

ment through messages that emphasize personal choice

in options to manage health and health issues. Target-

ing all older adults with similar programming and

strategies should be avoided, as research indicates that

physical activity performance and intention to partici-

pate in physical activity vary in subgroups of older

adults (Riebe et al., 2005).

It is important that occupational therapists and occu-

pational therapy assistants promote programs and poli-

cies for people through the lifespan, targeted to the

needs of each age group. It is most critical to start when

individuals are young and can develop life long healthy

habits. Thus the list below focuses heavily on children

and adolescents:

• developmentally appropriate resources to encour-

age physical activity at recess;

• availability of adaptive physical education and

resources at recess for students with disabilities;

• providing education to students, parents, and fam-

ilies as to the health benefits of physical activity

(Reynolds, 2001);

• physical education for students from kindergarten

through college;

• sports and other physical activities programming

(e.g., culturally relevant dance) in middle school

to assist with the transition and continuation of

activities in high school;

• safe bike and walking paths to school;

• less parking permits in high school;

• safe bike and walking paths from retirement com-

munities to local shopping; and

• interdisciplinary, longitudinal studies of physical

activity engagement and outcomes.

In addition to advocating for these resources, occu-

pational therapists can develop and evaluate programs

that teach skills for life-stage transitions in order to

include physical activity as an important health mainte-

nance occupation. Examples of such initiatives include

• occupation-based retirement planning;

• occupation-based assessment and prescription, to

include physical activities for 

• first-year high school students,

• first-year college students,

• graduating college students,

• new parents,

• returning military service personnel and their

families, and

• new widows and widowers.

Occupation-Based Interventions

Robinson and colleagues (2003) described a culturally

relevant intervention that used an occupation—dance—to

increase interest in physical activity and decrease televi-

sion watching. None of the researchers were occupa-

tional therapists, but the results support the power and

potential of an occupation-based intervention. Programs

like Shape Up America!’s 10,000 steps and other initia-

tives are increasingly encouraging embedding physical

activity into routine task and role performance to promote

health. The energy expenditure for a variety of occupa-

tions is displayed in Figure 13-3. The profession’s exper-

tise in work simplification and energy conservation can

be adapted to help individuals, families, and communities

to reexamine their work and IADL performance to

increase levels of physical activity. In addition, occupa-

tional scientists can develop studies to determine whether

• increasing the use of embedded occupations with

physical activity features increases health out-

comes, and whether

• increasing targeting multiple health-promoting

occupations simultaneously enhances health out-

comes and addresses the current discrepancy in

the research literature (Akamatsu, Nakamura, &

Shirakawa, 2005).
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Intersection of the Person, Environment, 
and Occupation

Chapter 2 described several models and theories that

have as their main constructs the person, environment,

and occupation:

• Ecology of Human Performance Model

• Model of Human Occupation 

• Occupational Adaptation

• Person-Environment-Occupation-Performance

Model

• Person-Environment-Occupation Model

These theoretical frameworks can be used to support

the activities described below or other interventions that

focus on the interaction between humans, their environ-

ment, and occupations that require moderate physical

activity.

The emphasis of this chapter is on program initia-

tives targeted toward groups and populations. How-

ever, occupational therapists also have much to offer

individuals preparing or wishing to continue partici-

pating in physically active populations. This consulta-

tion should supplement rather than supplant medical

clearance from their primary health-care provider.
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Examples of Moderate Amounts of Physical Activities

Activity Calories Burned per 30 minutes

Common Chores

Washing and waxing a car
for 45–60 minutes

Source: www.surgeongeneral.gov/topics/obesity/calltoaction/fact_whatcanyoudo.htm

Washing windows or floors
for 45–60 minutes

Gardening for 30–45 minutes

Wheeling self in wheelchair
for 30–40 minutes

Pushing a stroller 1   miles
in 30 minutes

1–
2

3–
4

1–
2

Raking leaves for 30 minutes

Walking 2 miles in 30 minutes
(15 minutes/mile)

Shoveling snow for
15 minutes

Stair walking for
15 minutes

Walking (leisurely), 2 miles per hour
Walking (brisk), 4 miles per hour
Gardening
Raking leaves
Dancing
Bicycling (leisurely), 10 miles per hour
Swimming laps, medium level
Jogging, 5 miles per hour

85
170
135
145
190
205
240
275

Sporting ActivitiesLess Vigorous
More Time

More Vigorous
Less Time

Playing volleyball for 
45–60 minutes

Playing touch football
for 45 minutes

Walking 1   miles in 35 minutes
(20 minutes/mile)

Basketball (shooting baskets)
for 30 minutes

Bicycling 5 miles in
30 minutes

Dancing fast (social)  for
30 minutes

Water aerobics for
30 minutes

Swimming laps for
20 minutes

Basketball (playing game)
for 15–20 minutes

Bicycling 4 miles in 
15 minutes

Jumping rope for
15 minutes

Running 1   miles in
15 minutes (10 minutes/mile)

Figure 13-3 ENERGY OUT activities.

Reproduced from We Can!TM Ways to Enhance Children’s Activity & Nutrition: ENERGY OUT Activities, by the National Heart, Lung, and Blood Institute (n.d.). 
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While additional adaptations may need to be individ-

ually tailored, there are health risks that must be

addressed to maximize the safety of physical activity

engagement. Many of these risks are evident at the

intersection of the person, occupation, and environ-

ment and can be identified with a quick environmen-

tal scan. For instance, when an environment is

selected for a walking program, thought must be given

to such physical features as lighting, surface, grade of

inclines and altitude, weather patterns, presence of

physical barriers (e.g., locked gates, unrestrained

dogs), proximity to emergency assistance, and access

to restrooms and water. Other considerations include

frequency of use of the path or trail and the level of

seclusion, as well as proximity to and patterns of crim-

inal activity in the area.

In addition to environmental features, person and

occupation features should be examined for potential

health risks. In terms of person factors, the need to pre-

pare for the activity is important by selecting appropri-

ate clothing and equipment. Sunscreen, including for

the lips; head gear; appropriate footwear; sunglasses;

clothing for layering, depending on the altitude, sea-

son, and weather; walking stick; medicines; water bot-

tle(s); map; cell phone; and a healthy snack are all

important considerations. The length of the walk and

the terrain will dictate the need for items from the pre-

ceding list. In terms of the occupation of walking,

health risks can be minimized by grading the length of

walk, the rate of pace, the place, and the inclusion of

one or more other participants.

Communities, including schools, are excellent sites

for collaboration to increase physical activity at the indi-

vidual and group level. Many of these opportunities can

involve improving access and modifying contextual fac-

tors or barriers as well as program development. A num-

ber of these potential interventions address what is

referred to in the literature as bikeability, walkability, and

the impact of the built environment. Governmental and

nonprofit organizations can work together to communi-

cate the availability of easy access to short to moderate

walkways. A pamphlet produced by such a coalition

includes maps and directions for five easy-access circular

walks close to public transportation in the Chilterns area

of Buckinghamshire in the United Kingdom. The free

pamphlet, which is available at rail stations, also reviews

the benefits of walking and other resources for walks, and

encourages walkers to visit and support the local shops

and other businesses after a walk (Chilterns Conservation

Board, n.d.). By typing the word “walks” in the search

box of the corresponding website, http://www.chiltern-

saonb.org/default.asp, additional information on short 

(1 to 3 miles), medium (4 to 6 miles), and long (over 

7 miles) walks, as well as stroller and wheelchair routes

and other activities can be obtained. Occupational thera-

pists, with their knowledge and appreciation of built and

natural environments, can be valuable assets to these and

other initiatives in research, policy advocacy, and program

development (Ziviani, Scott, & Wadley, 2004).

Completing the Bikeability or Walkability checklist for

a community is an excellent example of the potential to

examine and improve the interactions of the person, envi-

ronment, and occupation to facilitate physical activity.

Using six items from the 2001 BRFFS on moderate 

and vigorous physical activity levels, Sharpe, Granner,

Hutto, and Ainsworth (2004) found a link between engag-

ing in physical activity and the presence of supportive

policies. By becoming knowledgeable about local zoning

laws and ordinances (Librett et al., 2003) and the relation-

ship between zoning and health (Hirschhorn, 2004), occu-

pational therapists and occupational therapy assistants can

be prepared to advocate for local ordinances or state legis-

lation to promote physical activity and overall health.

Inclusion of Individuals and Families 
With Disabilities

The potential impact of increased physical activity on

the long-term health and wellbeing of individuals with

physical disabilities can be dramatic. Although the

overall prevalence rate for spinal cord injury is lower

than other disabilities—given the young average age

of the people involved and the potential for many 

secondary conditions that can be decreased by physi-

cal activity—this should be an area of emphasis for

occupational therapy interventions. It is possible to

increase physical activity through targeted program-

ming. Warms, Belza, Whitney, Mitchell, and Stiens

(2004) conducted a pilot study of 16 volunteers who

had sustained a spinal cord injury and who were 

not currently exercising. The vast majority of partici-

pants (81%) advanced to the next stage within the

stages of change theory, indicating more readiness to

embark and maintain an exercise regimen, and 60%

actually increased their level of physical activity. The

researchers were from a School of Nursing and a

Rehabilitation Medicine Department; none were from

occupational therapy. While research has been con-

ducted among individuals with physical disabilities

and their engagement in physical activity, less atten-

tion has been paid to individuals with mental illness

and developmental disabilities (Messent et al., 1999).

Possible actions to be taken by occupational thera-

pists and occupational therapy assistants to enhance the

engagement of people with disabilities include

• conducting community assessments;

• developing programs in all settings, including

mental health settings (Reynolds, 2001);
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• evaluating programs;

• advocating for “equity in access” for those with

limited income (Ziviani et al., 2008);

• using resources such as the National Center on

Physical Activity and Disability to advocate for

accessible parks and playgrounds;

• communicating access issues and information to

the media;

• participating in urban planning to ensure the

design encourages physical activity engagement 

(Ziviani et al., 2008);

• making sure school teachers and administrators

are aware that occupational therapists have the

expertise to assist with providing accommoda-

tions for students with disabilities to meet the

President’s Challenge;

• educating staff of sheltered housing regarding the

importance of physical activity for adults with 

developmental disabilities (Reynolds, 2001); and

• engaging in interdisciplinary efforts that address

individual and population-based health promotion

programs.

For more information on health promotion for individ-

uals with disabilities, see Chapter 19 of this book.

Conclusion

This chapter has reviewed the need for interventions,

barriers to interventions, and the promise of occupa-

tional therapy’s contributions to individual and 

population-based interventions to increase physical

activity within the U.S. population. The need to facil-

itate a fitness ethic for people at all developmental

stages and ability levels is essential for health. Occu-

pational therapy’s philosophy and theory have much

to offer international, national, state, regional, and

local efforts to tailor physical activity programs to

interest, ability, gender, geographical region, and cul-

ture. The influence of physical activity habits on the

continuation of exercise over time has been demon-

strated (de Bruijn et al., 2006). Additional research is

needed on constructs that are well supported by occu-

pational therapy philosophy and theory, such as habit

and competency, as well as their impact on physical

activity engagement across cultures, genders, ability

levels, and age groups. The outcomes from such

research are needed to promote policy changes, which

is the first step in achieving measurable gains in long-

term health indicators in individuals, families, and

communities.

Chapter 13 Promoting Exercise and Physical Activity 247

Case Study 13-1 

From the author’s experience, interventions aimed at
improving physical activity or other healthy habits within a
community are enhanced by working with an interdiscipli-
nary team. Expertise in small group dynamics and activity
analysis allows occupational therapists and occupational
therapy assistants to effectively function as contributing
members of interdisciplinary health promotion teams. 

An interdisciplinary team of students was provided the
opportunity to develop an intervention to increase physical
activity for a rural senior center within a condensed sum-
mer educational experience. The experience was sup-
ported by a federal grant (i.e., Quentin N. Burdick program)
and included four different educational institutions from
two neighboring states. A team of one occupational ther-
apy student, one social work student, and two nursing stu-
dents developed the Strides for Life: A Walking Program
for Older Adults program (Stevenson, 1998). The program
consisted of a preparatory education program and a walk-
ing program with an incentive component, and it was
based on a combination of the Health Belief Model and
the Ecology of Human Performance. One unique feature
of the program was the construction and use of bead
bracelets to track walking distance. Participants were
encouraged to count steps performed during the course

of their daily routines. A total of 18 individuals participated
in the program, with the first three to walk a total of 20
miles receiving incentives (i.e., gift certificates from local
grocery stores and restaurants).

A separate interdisciplinary team, consisting of two
occupational therapy students and two social work stu-
dents, conducted an evaluation of the program in the fol-
lowing fall. Of the original 18 participants, 12 were included
in the follow-up survey. In addition to the participant survey,
interviews were conducted with the nutrition site manager
and the director of Planning and Human Resources for the
county’s Commission on Aging. Although the data were
insufficient to draw conclusions, the results are helpful to
consider for future program development. Of the 12 partic-
ipants, 7 continued their involvement with the program.
This result was consistent with the data displayed on the
chart used at the senior center to track participants’
mileage. Both administrators indicted that the program
development and implementation had been enhanced due
to its interdisciplinary composition. In addition, it was sug-
gested that the use of additional visual aids (e.g., pictures
of cross-sections of arteries of those who exercise versus
those who don’t) and case studies would strengthen the
initial introduction of the program (Stevenson, 1998). 

Continued
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◗ For Discussion and Review 

1. How much physical activity do you engage in dur-

ing the average week of your semester? During

exam week? 

2. Identify barriers to engagement in physical activity.

How did, or could, you overcome these barriers?

3. Review the Rescuing Recess website at

http://www.rescuingrecess.com. How could you as

an occupational therapist in an elementary or mid-

dle school use this website and your skills as an

occupational therapist to increase access to physical

activity for all students?

◗ Research Questions

1. What is the impact of occupational role perfor-

mance on engagement of physical activity through-

out the life span?

2. What is the influence of care of pets on engage-

ment in physical activity?

3. Do choices of leisure-oriented physical activity dif-

fer by gender, cultural background, or geographical

location?
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Weight Management and Obesity 
Reduction
Marie Kuczmarski, S. Maggie Reitz, and Michael A. Pizzi

Obesity has reached epidemic proportions globally, with more than 1 billion adults

overweight—at least 300 million of them clinically obese—and is a major contributor

to the global burden of chronic disease and disability. Often coexisting in developing

countries with under-nutrition, obesity is a complex condition, with serious social and

psychological dimensions, affecting virtually all ages and socioeconomic groups. 

—World Health Organization (WHO), 2005, ¶ 2

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss the prevalence and associated health and
mortality risks of obesity.

• Describe obesity prevention and intervention
guidelines across the life span. 

• Explain the role of occupational therapy in weight
regulation and obesity reduction.

• Discover possible personal biases against 
overweight individuals.

• Describe the benefits of partnering with a nutri-
tionist when addressing weight regulation for 
program planning and implementation.

• Identify and access resources to plan weight-
regulation interventions for individuals, families,
or communities.

Key Terms

Abdominal diameter 
index

Basal metabolic rate 
Body mass index (BMI)

Energy-dense foods
Energy imbalance
Healthy body weight

Moderate physical 
activity 

Obesity 
Overweight or pre-obese

Thermic effect of food
Vigorous physical 

activity

Introduction

Maintaining a healthy body weight across the life span

can reduce the risk for developing certain chronic con-

ditions and subsequently promote healthy aging. This

requires a lifelong commitment to healthy living.

Lifestyle behaviors emphasizing moderation and vari-

ety in eating practices, regular physical activity, ade-

quate sleep, abstinence from tobacco, and moderate

consumption of alcohol promote overall health and

wellbeing. Greater food availability, especially of 

tasty energy-dense foods, encourages overeating and 

makes it difficult to eat healthy. Energy density is

determined by the fat, fiber, and water content of foods.

Energy-dense foods have a high fat content. Frequent

consumption of these types of foods without adequate

physical activity can lead to obesity.

Being overweight or obese can restrict or possibly

severely limit people’s engagement in occupations, their

level of participation in society, and their overall well-

being. Thus, health-care practitioners, including occupa-

tional therapists and occupational therapy assistants, 

have a responsibility to educate the public about weight

management and to evaluate and assist their clients 

to achieve and maintain healthy body weights. Evalua-

tion can entail examining occupational performance,

including performance skill and patterns as well as 

contexts, activity demands, and client factors as defined

in the Occupational Therapy Practice Framework
(referred to as the Framework; American Occupational

Chapter 14
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Therapy Association [AOTA], 2008). Occupational

therapists and occupational therapy assistants must be

unbiased in their interactions and must be proficient

at suggesting and assisting with adaptations that provide

larger individuals with options regarding occupational

engagement.

This chapter provides an overview of weight regula-

tion; prevalence of overweight and obesity; health risks,

including psychosocial and physical risks; mortality

risks; the economic burden of obesity; prevention and

treatment recommendations and guidelines for over-

weight and obesity throughout the life span; and weight

bias. The chapter also includes a discussion of registered

dietitian and physician roles as well as that of occupa-

tional therapy in weight management, weight regulation,

and the reduction of obesity. A registered dietician

served as lead author for this chapter; the remaining

authors are occupational therapists. Together, they pro-

vide an interdisciplinary perspective on this content.

Weight Regulation

It is thought that the body exerts a stronger defense

against undernutrition and weight loss than it does

against weight gain. Weight gain can be described in

three phases. The first is the pre-obese static phase,

when the individual is in long-term energy balance and

body weight is constant. The second phase is termed

dynamic and occurs when the individual gains weight

as a result of energy intake exceeding energy expendi-

ture over a prolonged period. The obese static phase is

the last phase and is when energy balance is regained

but weight is now higher than during the pre-obese sta-

tic phase. Once the obese state is established, the phys-

iological processes tend to defend the new weight

(WHO, 2000). 

Weight gain is the result of energy imbalance,
where energy intake has exceeded energy expenditure

over a considerable period of time. This imbalance can

result from increased energy intake, decreased energy

expenditure, or a combination of both factors. The food

and beverages an individual consumes determine

energy intake. The macronutrients—protein, carbohy-

drates, and fats—provide energy. Protein and carbohy-

drates provide 4 kcal/g while fats provide 9 kcal/g. 

The components of energy expenditure include

basal metabolic rate, the effect of physical activity, and

the thermic effect of food. Basal metabolic rate,
which is energy expenditure at rest, 12 hours or more

after eating, and in a thermally neutral environment, is

the largest component. It represents approximately

50% to 70% of daily total energy expenditure. Physical

activity represents the most variable component, at

approximately 20% to 40% of total energy expenditure.

The energy expenditure of activity is influenced by the

intensity, the duration, the frequency with which the

activity is performed, the individual’s body mass, and

the individual’s efficiency of performance. The smallest

component is the thermic effect of food—the energy

expenditure associated with the digestion, absorption,

transport, metabolism, and storage of energy from

ingested food and beverages—which averages 10% of

energy intake (Gropper, Smith, & Groff, 2009).

Genetic, environmental, and behavioral factors all

contribute to weight status (U.S. Department of Health

and Human Services [USDHHS], 2000). The condi-

tions of overweight and obesity develop from an inter-

action of these factors, rather than from any single 

factor alone. Overweight or pre-obese is described as

an excess of body weight compared to set standards,

while obesity is categorized by an excessive accumula-

tion of body fat. Obesity, a complex multifactorial

chronic disease, can result from a minor energy imbal-

ance that leads to a persistent weight gain over time.

Cutler, Glaeser, and Shapiro (2003) noted that the

increase in median weight observed in U.S. adults over

the past two decades requires a net energy imbalance of

only about 100 to 150 kcal per day. 

Although the physiological mechanisms are not

fully understood, there is evidence of a genetic con-

tribution to human obesity. The human OB gene

(i.e., leptin gene) has been mapped to chromosome 7

(Escott-Stump, 2002). The hormone leptin is thought

to act as a lipostat. It is secreted by adipocytes in

proportion to triglyceride stores and binds to hypo-

thalamic receptors. Leptin has multiple functions:

inhibiting food intake, stimulating and maintaining

energy expenditure, and influencing metabolism.

Defects in the cortical, hypothalamic, endocrine, or

metabolic components of the weight-regulatory sys-

tem can also result in energy imbalances. 

Cultural and physical contexts contribute to the

development of obesity. There is agreement among

some experts that the environment, rather than biology,

is driving this epidemic (Hill, Wyam, Reed, & Peters,

2003). The increase in energy-dense, readily available

foods coupled with aggressive and sophisticated food

marketing by the mass media (Cummings, Parham, &

Strain, 2002; Joint FAO/WHO Expert Consultation,

2003) and the increase in the portion size of food sold

and served (Young & Nestle, 2002) promote higher

energy consumption by the U.S. population. The WHO

(2000) recognized the likelihood that behavioral

aspects of eating were impacting the rise in obesity but

stressed that additional research must be conducted

before drawing specific conclusions.

Home, school, or workplace environments may

either support or impede healthy weight. School lunch
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and snack programs have traditionally served high-fat

and high-calorie foods. However, there has been a

recent move toward healthier lunches in schools, which

has been highly supported across the country (Frazao,

1999). Beside not offering healthy meal choices, many

schools also impede healthy weight by restricting

opportunities for physical activity. In 2003, daily par-

ticipation in high school physical education classes was

28%, a drop from 42% in 1991. More than one-third of

young people in grades 9 through 12 do not regularly

engage in vigorous physical activity (Chronic Disease

Prevention, 2003). 

Physical and social contexts can greatly influence

levels and types of food intake. The workplace can be a

food trap, as coworkers will go out to lunch, which may

lead to eating high-fat and carbohydrate-laden meals.

When dining out, people tend to eat more or eat higher-

calorie foods. The fat density of these meals exceeds

that of food eaten at home (Frazao, 1999). However, in

people’s homes and communities, positive role models

for weight control may influence childhood patterns of

eating and can be a support to healthier eating, physical

activity, and overall lifestyle management.

The technological advances in U.S. society have

reduced the energy cost of engaging in occupations. Cut-

ler and colleagues (2003) calculated that a 40-minute

change from light household activity like food prepara-

tion and meal cleanup to sedentary activity like televi-

sion watching would lead to a 4-pound increase in

approximately 6 months in steady state weight for the

average male. According to 2007 data, nearly 4 in 

10 adults (37.7%) in the United States engaged in

insufficient amounts of physical activity; slightly more

than 1 in 10 (13.5%) were described as inactive (Centers

for Disease Control and Prevention [CDC], 2007).

Also, adults with lower incomes and education levels

are more likely to be physically inactive (Barnes &

Schoenborn, 2003). In 2007, approximately 22% of U.S.

men and 26% of U.S. women reported no leisure-time

physical activity. Only 47% of women and 51% of men

engaged in recommended physical activity levels (CDC,

2007). Conditions have been established in the United

States whereby genetic predispositions for increases in

body weight are more likely to be expressed.

Psychological factors and prescription drugs can

also influence weight status. Depressive symptoms can

lead to binge eating, resulting in weight gain (Malhotra

& McElroy, 2002). Other behaviors such as compulsiv-

ity, impulsivity, and neuroticism can also lead to exces-

sive food intake (Camarena et al., 2004). As early as

1985, Gopalaswamy and Morgan reported that the rate

of obesity is “2–5 times more prevalent” among psy-

chiatric patients receiving drug treatment than the 

general population (cited by Camarena et al., 2004, 

p. 127). Several classes of psychotropic medications,

including antidepressants, mood stabilizers, and, “to a

lesser degree, anxiolytics” (Devlin, Yanovski, & Wilson,

2000, p. 858), are associated with unwanted weight 

gain (Malhi, Mitchell, & Caterson, 2001; Malhotra &

McElroy, 2002). There is evidence of “marked weight

gain” with the use of monoamine oxidase inhibitors for

depression (Camarena et al., 2004, p. 128). In fact, weight

gain is one of the most frequent reasons for noncompli-

ance with prescribed psychotropics (Devlin et al., 2000).

Prevalence of Overweight 
and Obesity

According to the WHO (2000), obesity is a global epi-

demic. The prevalence of overweight and obesity in the

United States has been continually rising in both gen-

ders, in all age groups, and in all racial/ethnic groups

since the 1980s and has reached epidemic proportions.

Obesity is also on the rise in the United Kingdom and

“has become one of the most serious health problems

in Western society” (Warren, Brennan, & Akehurs,

2004, p. 9). In a study of 13 European countries, the

United States, and Israel (Lissau et al., 2004), adoles-

cents in the United States were found to have the high-

est prevalence of being overweight. Adolescents in 

Ireland, Greece, and Portugal were found to have the

next highest prevalence rates. 

The body mass index (BMI), the ratio of weight

(with minimal clothing) in kilograms to height (without

shoes) in meters squared, is a useful clinical tool to

classify individuals as normal, underweight, or over-

weight. Content Box 14-1 provides the formula to 

calculate BMI. A weakness of the BMI is that some

muscular individuals may be classified as obese when

they are not. For children, overweight is defined as a

BMI at or above the 95th percentile of gender-specific

BMI for age growth charts. For adults, overweight or

pre-obese is defined as a BMI of 25 to 29.9 kg/m2.

Class I obesity is a BMI of 30 to 34.9 kg/m2, Class II

obesity is a BMI of 35 to 40 kg/m2, and extreme obe-

sity is a BMI higher than 40 kg/m2 (WHO, 2000). 

Measured heights and weights from the National

Health and Nutrition Examination Survey (NHANES)

conducted from 2003 to 2004 in the United States have

been used to estimate the current prevalence of over-

weight and obesity. The NHANES is a nationally rep-

resentative cross-sectional survey of the total civilian

noninstitutionalized population in the United States,

conducted by the National Center for Health Statistics,

an arm of the CDC.

From 2003 to 2004, approximately 13.9% of 

2- to 5-year-old children, 18.8% of 6- to 11-year-old 
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children, and 17.4% of 12- to 19-year-old individuals

were overweight (Ogden et al., 2006). The prevalence

of overweight among Mexican American male chil-

dren and adolescents was significantly greater than in

non-Hispanic white male children and adolescents.

Female Mexican American and non-Hispanic black

children and adolescents were significantly more

likely to be overweight compared with non-Hispanic

white female children and adolescents. About two out

of three adults (66.3%) aged 20 years or older are

overweight, and one out of three (32.2%) is obese

(Ogden et al., 2006). Non-Hispanic black and Mexican

American women were more likely to be obese com-

pared with non-Hispanic white women. 

Health Risks

There are many well-documented health risks associ-

ated with being overweight or obese. According to

Sturm, “obesity has roughly the same association with

chronic health problems as does twenty years’ aging;

this greatly exceeds the associations of smoking or

problem drinking” (2002, p. 245). While the physical

health risks are more apparent and often are more fre-

quently the subject of research and publications,

increasing attention is being focused on how being

overweight impacts psychosocial health. A discussion

of these psychosocial risks as well as physical health

and mortality risks follows.

Psychosocial Risk Factors
There are psychosocial and health risks associated with

being overweight in childhood. Overweight children

often experience psychological stress from being teased,

bullied, and ostracized (Janssen, Craig, Boyce, & Pickett,

2004). In addition, being overweight in the critical devel-

opmental stage of adolescence can result in “psychoso-

cial burdens” (Lissau et al., 2004, p. 27). Researchers

in Canada examined the relationship between obesity

and bullying behaviors that were identified as “physical, 

verbal, relational, and sexual harassment” (Janssen et al.,

2004, p. 1187). Results indicate that children who are

overweight or obese are at increased risk for being the

targets of bullies and for developing into bullies than

children of average size. Being a victim, perpetrator, or

both may have long-term negative ramifications for

healthy psychosocial development.

The impact of obesity on psychological wellbeing

was identified by Sarlio-Lahteenkorva, Stunkard, and

Rissanen as “impaired quality of life, body image dis-

paragement, low self-esteem, stigmatization, and binge

eating” (as cited by Rapoport, Clark, & Wardle, 2000,

p. 1726). The lack of attention to these psychosocial

aspects of obesity together with recognized limitations

of traditional dietary and behavioral obesity treatments

were the catalyst for the development of a “nondieting”

approach. This new approach included both size accep-

tance and nondieting. Healthy lifestyle choices (e.g.,

healthy eating and engaging in physical activity) 

are emphasized, with the goal of enhancing overall

wellbeing and quality of life. Modest weight loss may

result from this approach but is not a primary goal

(Rapoport et al., 2000).

Physical Risk Factors
The association between obesity and insulin resistance

and the link between insulin resistance, hypertension,

and abnormal lipid profile have been reported in child-

hood and adolescence. Obesity in childhood and ado-

lescence has also been associated with type 2 diabetes

mellitus, asthma, sleep apnea, gallbladder disease, and

orthopedic problems (Barlow & Dietz, 1998; Wang &

Dietz, 2002). The integrity of lower-limb joints is put

at risk with excessive weight (Jenkins, 2003), which

can lead to limitations in mobility and social participa-

tion and can thus cause additional weight gain. Among

children older than 3 years, obesity is a strong predic-

tor of adult obesity. Parental obesity more than 

doubles the risk of adult obesity among both nonobese

and obese children aged 10 and younger (Escott-

Stump, 2002). 

Content Box 14-1

BMI Formulas (USDHHS, 2001)

BMI � weight is kilograms
height in meters squared

Example: A person with a weight of 170 pounds and
a height of 5 feet 9 inches would have a BMI of about
25, calculated as follows.

First convert 170 pounds into kilograms (2.2 pounds
equals 1 kilogram):

170 lb
2.2 Ib = 77.27 kg

Next convert 5 feet 9 inches (5.75 feet) into meters
(3.28 feet equals 1 meter):

5.78 ft
3.28 ft = 1.75 m

Finally, insert your conversions into the BMI equation:

77.2 kg = 77.2 kg  = 25
1.752 m 3.06 m2  

The following formula for BMI uses weight in
pounds and height in inches.

BMI = weight in pounds � 703
height in inches squared  
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Being overweight during childhood and adolescence

is significantly associated with insulin resistance, abnor-

mal lipid profile, and elevated blood pressure in young

adulthood (Steinberger & Daniels, 2003). Breastfeeding

has been identified as having a protective effect against

obesity in childhood and adolescence (Jenkins, 2003)

and should be promoted for this and other health benefits.

Once obesity is established in childhood or adolescence,

vigorous efforts should be directed at intervention.

Lifestyle modifications and weight management in 

childhood could reduce the risk of developing insulin

resistance syndrome, type 2 diabetes mellitus, and car-

diovascular disease. Weight loss by obese youth results in

a decrease in insulin concentration and improvement in

insulin sensitivity (Steinberger & Daniels, 2003).

An excessive amount of abdominal fat that is out of

proportion to total body fat is an independent predictor of

risk for developing type 2 diabetes, hypertension, cardio-

vascular disease, and morbidity. Waist circumference is

positively correlated with abdominal fat. In most adults

with a BMI of 25 to 34.9 kg/m2, there is an increased rel-

ative risk for developing obesity-associated risk factors if

waist circumference exceeds 40 inches (102 cm) in men

and 35 inches (88 cm) in women. These waist circumfer-

ence cutpoints lose their incremental predictive power in

clients with a BMI >35 kg/m2, because these clients will

exceed the cutpoints (National Institutes of Health [NIH],

National Heart, Lung, and Blood Institute [NHLBI],

1998a, 1998b). The term apple-shaped has been used in

health education and health promotion literature to

describe body types with increased waist circumferences,

and the term pear-shaped is used to describe people

whose hips and thighs are larger than their waists (NIH,

NHLBI, 2001). Apple-shaped individuals, with waists as

large as or larger than their hips, may have a higher risk

for coronary heart disease (NIH, NHLBI, 2001). 

Smith and colleagues (2004) compared various

anthropometric measures to determine the one that best

predicted coronary heart disease in adult men. The

abdominal diameter index was calculated by dividing

the abdomen’s diameter by the thigh circumference, as

measured with a caliper while the client was in a supine

position. This measurement was found to be more pre-

dictive than the waist and hip circumference measure-

ments routinely used by health promotion practitioners.

Smith and colleagues (2004) suggested that this measure

was particularly predictive because it more closely mea-

sured the influence of the insulin resistance syndrome

(i.e., metabolic syndrome; see Content Box 14-2) on the

development of coronary heart disease. Although the 

researchers did not believe the abdominal diameter index

would replace the circumference measurements by

health providers, they recommend its use in research on

how body shape impacts coronary heart disease.

Mortality Risks
Obese adults, persons with a BMI >30 kg/m2, have a

50% to 100% higher risk of death from all causes com-

pared to adults with a BMI from 20 to 25 kg/m2. For

both men and women, hypertension was the most com-

mon overweight and obesity-related health condition.

The prevalence of hypertension among adults who have

Class 1 obesity is about 49% and 34% for men and

women, respectively. The prevalence of type 2 diabetes

mellitus, gallbladder disease, and osteoarthritis

increased sharply among both overweight and obese

men and women with increasing obesity class. The

prevalence of high blood cholesterol (i.e., >240 mg/dL)

in obese adults was higher than normal-weight persons

but did not increase with increasing weight category.

For men and women with Class 1 obesity, the preva-

lence of hypercholesterolemia was approximately 39%

and 40%, respectively (Must et al., 1999). 

Obesity is strongly associated with insulin resis-

tance in normoglycemic individuals and in persons

with type 2 diabetes mellitus (Steinberger & Daniels,

2003). Insulin resistance syndrome includes hyperin-

sulinemia, obesity, hypertension, dyslipemia, and

type 2 diabetes mellitus (Rao, 2001). An increase in

the risk for cancer is also a consequence of obesity

(Bianchini, Kaaks, & Vainio, 2002; Bray, 2002).

Content Box 14-2

Definition of Metabolic Syndrome 
(Also Referred to as Insulin Resistance
Syndrome)
Metabolic syndrome is defined by the National Cho-
lesterol Education Program as the presence of any
three of the following conditions:

• Excess weight around the waist (waist measure-
ment of more than 40 inches for men and more
than 35 inches for women)

• High levels of triglycerides (150 mg/dL or higher)
• Low levels of HDL, or “good,” cholesterol (below

40 mg/dL for men and below 50 mg/dL for
women)

• High blood pressure (130/85 mm Hg or higher)
• High fasting blood glucose levels (110 mg/dL or

higher)

From Insulin resistance and pre-diabetes, by National Diabetes Infor-

mation Clearinghouse, National Institute of Diabetes and Digestive and

Kidney Diseases, National Institutes of Health, 2005; National Choles-

terol Education Program, Third Report of the Expert Panel on Detec-

tion, Evaluation, and Treatment of High Blood Cholesterol in Adults

(Adult Treatment Panel III), National Heart, Lung, and Blood Institute,

National Institutes of Health, May 2001. With permission.

Note: Other definitions of similar conditions have been developed 

by the World Health Organization and the Association of Clinical 

Endocrinologists.
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Obesity is significantly associated with higher rates

of death due to cancer of the esophagus, stomach,

colon and rectum, liver, gallbladder, pancreas, kid-

ney, prostate, breast, uterus, ovary, and cervix (Calle,

Rodriguez, Walker-Thurmond, & Thun, 2003). Calle

and colleagues (2003) estimated that the current pat-

terns of overweight and obesity in the United States

could account for 14% of all deaths in men and 20%

in women. 

Weight Bias 

Rand and Macgregor (1991) studied 47 obese individu-

als who had gastric restrictive surgery and successfully

maintained a 45 kg (22 lb) weight loss for greater than 

3 years. The participants were asked if they would rather

be obese or have other disabilities. All these patients

would prefer to be deaf or dyslexic, or have diabetes or

heart disease than be obese. In addition, 92% also pre-

ferred leg amputation over obesity, and 89% would

rather be legally blind than obese. These data exemplify

the tremendous social stigma attached to obesity and the

intense psychological burden imposed on large persons

living in a culture that glorifies thinness. 

Modern culture idealizes thinness and disparages

obesity. There has been documented weight bias in

many aspects of work (e.g., employment, salary, and

promotion practices), and societal bias (e.g., media

representation) has played a major role in the develop-

ment of negative images and stereotypes (Greenberg,

Eastin, Hofschire, Lachlan, & Brownell, 2003; Puhl &

Brownell, 2001). A study by Schwartz, Chambliss,

Brownell, Blair, and Billington (2003) on weight bias

among health professionals, especially those specializ-

ing in obesity, concluded that there was significant

implicit weight bias. Characteristics such as lazy, stu-

pid, and worthless were indicated on both implicit and 

explicit measures of weight bias among those health

professionals studied. Despite working with obese per-

sons, weight bias still existed. 

Weight biases could adversely affect the care obese

people receive. Because of bias, perceived or real, pre-

ventive care could be compromised. Two studies found

decreased likelihood of obtaining preventive health 

services among obese women, after controlling for 

the effect of other known barriers to care. Fontaine,

Faith, Allison, and Cheskin (1998) surveyed nearly

7000 women and found that obese women were less

likely than normal-weight women to obtain preventive

services (i.e., clinical breast examinations, gynecologi-

cal examinations, and Pap smears) but had a greater

number of overall physician visits (Fontaine et al.,

1998). In a similar study, Wee, McCarthy, Davis, 

and Phillips (2000) examined the relationship between

obesity and screening with Pap smears and mammo-

grams among 11,435 women and found that overweight

and obese women were less likely than normal-weight

women to be screened for cervical and breast cancer. 

If individuals are uncomfortable in health-care set-

tings, it would not be surprising if they avoided care

(Schwartz et al., 2003): “Weight related bias or stigma

contribute to the physical and psychosocial conse-

quences of obesity. The strength of social bias against

obese individuals is evident from the fact that even

health professionals . . . are not immune” (Schwartz et

al., 2003, p. 1039). Although there is no evidence that

occupational therapy practitioners engage in this type

of discrimination, it is important to monitor behavior to

ensure that it does not occur. The AOTA’s Occupational
Therapy Code of Ethics (2005), the AOTA’s Statement
on Obesity (Blanchard, 2006) and the AOTA’s Occupa-
tional Therapy’s Commitment to Nondiscrimination
and Inclusion (Hansen & Hinojosa, 2004) assert that all

recipients of care should be treated with dignity and 

respect, regardless of their physical characteristics.

Foti (2005) encouraged occupational therapists and

occupational therapy assistants to be cognizant of lan-

guage and to avoid potentially offensive terms such as

obese and morbidly obese. The current trend is to use

terms such as clinically severe obesity or extreme obe-
sity in an effort to avoid judgmental language. Foti

advocated for even less judgmental terms such as per-
sons of size or exceptionally large individuals or per-
sons (2005, p. 9).

Economic Burden of Obesity

Wang and Dietz (2002) calculated the economic cost of

obesity in persons aged 6 to 17 years using multiyear

data from the National Hospital Discharge Survey,

1979–1999. Obesity-associated annual hospital costs,

after adjusting for inflation, increased more than three-

fold from the years 1979 to 1981 to the years 1997 to

1999. Based on 2001 U.S. dollar value, the cost was

$127 million during 1997 through 1999.

Compared to adults with normal body weights,

obese individuals have 38% more physician visits and

48% more inpatient days per year (Finkelstein, Ruhm,

& Kosa, 2005). Based on 1998 data, Finkelstein,

Fiebelkorn, and Wang (2003) estimated that obesity-

attributable medical expenditures account for 5.3% of

U.S. annual health expenditures. Two years later,

Finkelstein, Ruhm, and Kosa (2005) reported that it

ranged from 5% to 7%, for a total of $75 billion per

year. The increase in medical expenditures is not 

the only cost of obesity. The expense of decreased 

productivity, missed days at work, and premature

deaths related to obesity also must be considered. The
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estimated annual cost of obesity for a company with 1000

employees is $285,000 (Finkelstein, Fiebelkorn, &

Wang, 2005). It has been estimated that the annual indi-

rect costs of obesity was $64 billion and that the total

direct and indirect costs of obesity may be as high as

$139 billion per year (Finkelstein, Ruhm, & Kosa, 2005).

In adults, mortality increases with BMI greater than

25 kg/m2. Life expectancy of obese individuals may be

shortened by 2 to 5 years. Weight loss can result in sub-

stantial health and economic benefits. For example, in

a large proportion of overweight adults, a 10-pound

weight loss can reduce or prevent hypertension. This

can result in reductions in stroke incidence, myocardial

infarctions, and heart failure, thus enhancing length of

life and quality of life and decreasing the economic

burden on society (Chobanian et al., 2003).

Healthy Lifestyle Behaviors: 
Dietary and Physical Activity
Recommendations

Food choices, physical activity, lifestyle, environment,

and genes all affect an individual’s wellbeing and over-

all health status. The Dietary Guidelines for Americans
(Dietary Guidelines), a joint publication by the U.S.

Department of Agriculture (USDA) and the USDHHS

(2005), provides science-based advice to promote

health and reduce risk for chronic disease through diet

and physical activity in healthy children aged 2 and

older and adults of any age. The key recommendations

of the 2005 Dietary Guidelines are grouped into nine

interrelated focus areas. The integrated messages

encourage U.S. citizens to eat fewer calories, be more

physically active, and make wiser food choices. 

A key recommendation is to maintain body weight

in a healthy range, balancing calories from foods and

beverages with calories expended. A healthy body
weight is defined as having a BMI from 18.5 to 

24.9 kg/m2 for adults and having a BMI from the 5th to

the 85th percentile of gender-specific BMI for age

growth charts for ages 2 through 20 years. To reduce

the risk of chronic disease, the Dietary Guidelines rec-

ommend that adults engage in at least 30 minutes of

moderate-intensity physical activity most days of the

week. Children should engage in at least 60 minutes 

of physical activity most, preferably all, days of the

week (Institute of Medicine [IOM], 2002; USDA &

USDHHS, 2005). The Dietary Guidelines and the IOM

(2002) recommend 60 minutes of daily moderate- to

vigorous-intensity physical activity on most days of the

week to prevent weight gain in adulthood and to accrue

the weight-independent health benefits of exercise.

Moderate physical activity is defined as any activity

that burns 3.5 to 7 kcal/min and results in achieving

60% to 73% of peak heart rate. Examples of moderate

physical activity include walking briskly (4 to 5 mph),

mowing the lawn, dancing, swimming, or bicycling on

level terrain. Vigorous physical activity is defined as

any activity that burns more than 7 kcal/min and results

in achieving 74% to 88% of peak heart rate. Examples

of vigorous physical activity include jogging, partici-

pating in high-impact aerobic dancing, swimming con-

tinuous laps, or bicycling uphill. A combination of 

aerobic, strength, and flexibility activities are benefi-

cial to health. Physical activity increases energy expen-

diture and is essential to weight loss and maintenance.

In addition, weight-bearing activities are beneficial for

bone health.

The Dietary Guidelines encourage increased intake

of fruits, vegetables, whole grains, and fat-free or low-

fat milk products. Grains, especially whole grains,

form the foundation of a nutritious diet. Whole grains

include whole wheat, whole oats/oatmeal, popcorn,

brown rice, whole rye, whole grain barley, wild rice,

buckwheat, bulgur, millet, and sorghum. They provide

energy and fiber, and enriched products provide

selected B vitamins, iron, and folate. A nutrient-dense

diet also includes a variety of five to nine fruits and veg-

etables daily. These foods are significant contributors of

vitamins A and C, potassium, magnesium, folate,

carotenoids, and other phytochemicals that reduce risk

for chronic disease. Diets rich in milk and milk prod-

ucts can reduce the risk of low bone mass. In addition,

some randomized clinical trials have shown that obese

people consuming a balanced, reduced-calorie diet that

included three servings of dairy a day lost significantly

more weight, more body fat, and more trunk fat com-

pared to obese participants who simply reduced calo-

ries and consumed little or no dairy products (Zemel,

Thompson, Milstead, Morris, & Campbell, 2004;

Zemel et al., 2005).

Balance and moderation in eating practices is essen-

tial for a healthful diet. Consuming a diet low in satu-

rated fat, trans-fatty acids, and cholesterol and moderate

in total fat; limiting sugar and sodium intake; and mod-

erating consumption of alcoholic beverages to one drink

per day for women and two drinks per day for men is

recommended. A drink is considered 12 oz of regular

beer, 5 oz of wine, or 1.5 oz of 80-proof distilled spirits. 

The acceptable macronutrient distribution ranges

(AMDR) for adults, recommended by the IOM in

2002, was 20% to 35% of total energy from fats, 45%

to 65% from carbohydrates, 25% (maximum) from

sugar, and 10% to 35% of total energy from protein.

For children, AMDR for fat is 30% to 40% of total

energy for ages 1 to 3 years and 25% to 35% for ages

4 to 18 years, while the AMDR for carbohydrates is

1193_Ch14_253-279.qxd  6/8/09  6:12 PM  Page 259



260 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions

45% to 65% of total energy. The AMDR for protein is

5% to 20% for young children and 10% to 30% for

older children. The IOM (2002) published formulas to

calculate daily energy needs of individuals based on

their physical activity levels. Although no upper tolera-

ble level was recommended by the IOM (2002) for

dietary cholesterol, the Dietary Guidelines and the

American Heart Association (2008) recommend that

daily dietary cholesterol intake be less than 300 mg per

day,  saturated fat intake be less than 7%, and trans fat

intake be less than 1% of total daily energy intake. 

The Dietary Guidelines recommends using the

updated food pyramid, MyPyramid (USDA, 2005a),

which is described in Chapter 13, and the Dietary

Approaches to Stop Hypertension (DASH) eating plan to

guide healthy food choices. Grains form the foundation

of both eating plans (NIH, NHLBI, 2003). The DASH

diet was introduced in 1997 to prevent and treat high

blood pressure without medications. It was designed

intentionally to be higher in potassium, magnesium, cal-

cium, fiber, and protein and lower in sodium, saturated

and total fats, and cholesterol than the typical U.S. con-

sumption (National Dairy Council [NDC], 2003).

A nutrient comparison of the DASH diet to an

isocaloric diet similar to what U.S. residents eat found

that the total fat content of the diets differed substan-

tially, 26% versus 36%, respectively (Lin et al., 2003).

Although the DASH diet contains less red meat, poul-

try, and fish than the control diet, the total protein con-

tent of this diet is higher due to the daily consumption

of two to three dairy products and whole grains. It is

effective in decreasing blood pressure and reduces

heart disease risk by lowering homocysteine levels.

The DASH diet is consistent with current dietary rec-

ommendations to prevent and treat other disorders such

as osteoporosis, heart disease, and colon cancer. If the

U.S. population as a whole adopted the DASH diet, it

is estimated that it would reduce deaths from cardio-

vascular disease by approximately 15% and from

stroke by about 27%. It has been demonstrated to

reduce all causes of mortality (NDC, 2003).

Lichtenstein, Russell, and Russeman collaborated to

adapt the food guide pyramid to portray the special diet

needs of older adults (as cited in Amersbach, 1999).

Then, Tufts University researchers updated their Food

Pyramid to correspond to the USDA’s MyPyramid.

The Modified MyPyramid for Older Adults still

emphasizes nutrient dense food choices and the impor-

tance of fluid balance (Lichtenstein, Rasmussen, Yu,

Epstein, & Russell, 2008; Tufts Univeristy, 2007). The

modified pyramid, can be viewed at http://nutrition

.tufts.edu/docs/pdf/releases/ModifiedMyPyramid.pdf.

One of the two key differences is the inclusion of an

additional base of eight glasses of water/fluids to

remind the elderly of the importance of drinking water

and other liquids to decrease their risk of constipation

and dehydration. These fluids are required even if thirst

is absent (Amersbach, 1999). It is also important for

older adults to understand that beer, wine, and other

alcoholic beverages do not count toward the recom-

mended daily allowance of liquids. The other difference

is the inclusion of physical activities characteristic of

older adults, such as walking, yard work, and swim-

ming, as a foundation to the pyramid (Lichtenstein et

al., 2008; Tufts University, 2007). 

Emphasized in the Modified MyPyramid for Older

Adults are icons depicting packaged fruits and vegeta-

bles, which are forms that may be more appropriate for

older adults than fresh items. For example, bags of

frozen pre-cut vegetables can be resealed and single-

serve portions of canned fruit are easier to prepare and

have a longer shelf life, minimizing waste. Such factors

are important to consider as older adults may experi-

ence a flare-ups of arthritis or other mobility issue  or

be less likely to go out to replenish their food supply

when the weather turns either very cold or very hot.

Another integral part of the Modified MyPyramid for

Older Adults is a flag at the top of the pyramid suggest-

ing that some older adults may need supplements.

Since some people find it difficult to consume adequate

amounts of calcium, and Vitamins D and B12 from food

alone, especially when calorie intake decreases, the

needs for these supplemental nutrients increase with

age (Lichtenstein et al., 2008).

Weight Management

Successful weight management is essential to the over-

all health of children, adolescents, and adults of all

ages (American Dietetic Association, 2002, 2006). It

requires a lifelong commitment to such lifestyle behav-

iors as healthful and enjoyable eating practices and

daily physical activity. Therefore, lifestyle modifica-

tions in food intake and physical activity are the hall-

marks of both effective weight loss and management

interventions. Any changes in dietary intake and phys-

ical activity patterns that decrease energy intake below

energy expenditure will result in weight loss. The key

to managing weight throughout life is a positive atti-

tude and the right motivation. Internal motivators such

as improved health, increased energy, self-esteem, and

personal control increase an individual’s chances for

lifelong weight-management success.

Even the most effective therapy prescribed by the

most careful health professional team will manage

weight successfully only if clients are fully engaged.

Compliance with recommendations improves when

clients have positive experiences with and trust in their
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care providers. Professionals should encourage and

empathize, not criticize, and they should communicate

the health benefits of weight loss, not just the pounds

lost. Empathy builds trust and is a potent motivator.

Barlow, Trowbridge, Klish, and Dietz (2002) found

that many health-care providers need guidance in moti-

vating individuals and families. Barlow and Dietz

(2002) recommend that future research identify strate-

gies that motivate families to make and maintain rec-

ommended behavioral changes. This will be helpful

and might improve outcomes of obesity interventions. 

Guidelines for Treatment 
of Overweight and Obesity 
in Children

In 2005, the American Medical Association in collabo-

ration with the Health Resources and Services Admin-

istration and CDC revised the 1998 recommendations

on childhood obesity (Barlow & the Expert Committee,

2007). This Expert Committee noted that a good out-

come was the establishment of permanent healthy

lifestyle habits, regardless of weight change, because

of the long-term health benefits of these behaviors. A

long-term health benefit is sustained improvement in

medical conditions. The BMI percentile should be used

to assess outcomes. The target is generally to be below

the 85th percentile, although some children are healthy

in the overweight category (85th–94th percentile). The

committee proposed a four-stage systematic approach.

Stage 1 is prevention plus; Stage 2, structured weight

management; Stage 3, comprehensive multidiscipli-

nary intervention; and Stage 4, tertiary care interven-

tion. The outcome of Stage 1 would be improved BMI

status through the adoption of healthy eating and activ-

ity habits. After 3 to 6 months if a child has not made

improvements, Stage 2 would be implemented. Stage 2

involves more targeted structured behaviors with the

support of a registered dietitian and other health coun-

selors. Stage 3 increases the intensity of behavior

changes, the frequency of visits, and the specialists

involved to maximize support for behavior modifica-

tions. Stage 4 involves intensive inventions geared to

more severely obese youths. Health professionals

should recommend changes in eating and activity to

achieve a weight loss of up to 1 pound per month for

children 2 to 5 years if BMI is >21 or 22 kg/m2 and a

maximum weight loss of 2 lb per week for persons 6 to

18 years of age. 

An appropriate weight goal for all obese children is

to achieve a BMI below the 85th percentile. This goal

should be secondary to the primary goal of healthy eat-

ing and physical activity. To increase physical activity,

several approaches may be used, ranging from limiting

inactivity, such as television watching, to adding vigor-

ous activity to their leisure pursuits. The Expert Com-

mittee recommended limiting television and video time

to a maximum of 2 hours per day and no television

viewing if the child is less than 2 years of age (Barlow

& the Expert Committee, 2007). The best form of activ-

ity is any that is sustainable. For prepubertal children,

simply increasing time spent in free play, especially out-

doors, is beneficial. Team sports, individualized sports

such as dance, and family activities like bike riding are

all options with appeal to different children. Behavioral

research emphasizes that people are more likely to exer-

cise and prefer physical activity when they have a

choice of the type of activity (Baker et al., 2005).

The Expert Committee acknowledged that child-

hood obesity programs can lead to sustained weight

loss when treatment focuses on behavior changes and

is family based. Families need to learn the skills nec-

essary to change behavior and to maintain those

changes. These skills include developing awareness of

current eating habits, activity patterns, and parenting

behaviors, and identifying and modifying problem

behaviors. Interventions should be started early, and

families must be ready for changes (Barlow & the

Expert Committee, 2007). 

Guidelines for Obesity 
Prevention for Youth

Prevention and early identification of overweight and

obesity in children is critical, because long-term out-

come data for successful treatment approaches of 

overweight are limited. Throughout childhood and ado-

lescence, there should be routine assessments of eating

and physical activity patterns and recognition of exces-

sive weight gain relative to linear growth. The American

Academy of Pediatrics recommends that the BMI of all

children and adolescents be calculated and plotted on

the CDC growth charts once a year (Krebs & Jacobson,

2003). If there are significant changes in growth pat-

terns (i.e., an upward crossing of BMI percentiles), dis-

cussions with parents/caregivers to raise their awareness

should be conducted in a nonjudgmental, blame-free

manner. This approach should prevent an unintended

negative impact on the child’s self-esteem (Krebs & 

Jacobson, 2003).

Guidelines for obesity-prevention programs for chil-

dren should encourage a health-centered approach that

focuses on the whole child, physically, mentally, and

socially. A nurturing environment should be created

that helps children recognize their own worth and

respects cultural food practices and family traditions. 
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A comprehensive, successful program should develop

and implement activities that create a supportive envi-

ronment, provide education on healthful eating, and

promote and facilitate opportunities for meaningful and

enjoyable physical activity. It is important to remember

that what is meaningful and enjoyable physical activity

will vary with each child and will be impacted by fam-

ily context and resources. For example, for a middle-

class child who really wants a dog and whose family

can afford the expense, securing the dog may better

promote healthy habits than purchasing a bicycle.

While bicycle riding may not be performed on a daily

basis, omitting any of the twice-daily dog walks could

lead to various undesirable consequences a child would

want to avoid. The child and dog would both also

expend calories during shared play. In addition, review-

ing and instituting healthy eating habits for the dog

may also reinforce healthy eating habits for the child. 

Good nutrition focuses on the Dietary Guidelines.

Understanding portion sizes and energy density, and

regularly eating from all five food groups of the food

guide pyramid are of prime importance (Johnson 

& Nicklas, 1999; Weight Realities Division of the 

Society for Nutrition Education [WRDSNE], 2003).

The  MyPyramid for Kids (USDA, 2005b), depicted in 

Figure 14-1, together with the catchphrase “Eat right.

Exercise. Have fun.” will help to convey the information

needed to properly balance diet and exercise to parents,

children, and teachers alike. Several occupation-based

resources based on MyPyramid for Kids are available

from http://www.mypyramid.gov/kids/index.html. These

resources include an interactive computer game, which is

available via download; a coloring page; and a work-

sheet—all are geared for children between the ages of 

6 and 11. The computer game, MyPyramid Blast Off

Game, encourages players to eat healthy by keeping track

of their fuel choices.

Healthy eating patterns include consuming a variety

of foods, having regular meals and snacks, responding

to body signals of hunger and fullness, and eating

meals as a family whenever possible. The American

Academy of Pediatrics encourages parents and all care-

givers to promote healthy eating patterns by offering

nutritious snacks such as vegetables, fruits, low-fat

dairy products, and whole grains; encouraging chil-

dren’s autonomy in self-regulation of food intake; set-

ting appropriate limits on choices; and modeling

healthy food choices (Krebs & Jacobson, 2003). The

Joint FAO/WHO Expert Consultation (2003) also rec-

ommended limiting the intake of sugar-sweetened soft

drinks, because it has been estimated that each can 

or glass of these beverages consumed on a daily basis

increases the risk of becoming obese by 60%. In addi-

tion, all children should aim to achieve at least 1 hour

of daily activity; reduce sedentary activities; limit tele-

vision watching; increase strength, endurance, and fit-

ness; and learn skills for sports and activities that can

continue throughout life (WRDSNE, 2003). 

Safe and effective programs should include mea-

sures to prevent related problems such as eating disor-

ders, hazardous weight loss, nutrient deficiencies, size

discrimination, and body hatred (WRDSNE, 2003).

During childhood and adolescence, there are several

windows of opportunity to influence changes in

lifestyle behaviors. Educating youth early on the 

importance of healthy habits and patterns is critical,

because behaviors, particularly food practices, estab-

lished in childhood and adolescence are often contin-

ued into adulthood (Birch & Fisher, 1998; Housman,

2003). Jenkins (2003) identified adolescence as the

most opportune time to provide primary and secondary

obesity-prevention programs, because this is when

youths begin to make their own food choices and when

chronic eating conditions develop.

Preventing Childhood Obesity
The Institute of Medicine’s Preventing Childhood Obe-
sity: Health in the Balance consists of goals and recom-

mendations for a national effort to prevent obesity and to

promote healthy weight in children and youth from dif-

ferent segments of society (IOM, 2004). Implementing

the IOM actions will require the involvement of multiple

stakeholders—the federal government, state and local

governments, industry and the media, state and local edu-

cation authorities and schools, parents and families, and

health-care professionals. Health-care professionals such

as dietitians, occupational therapists, and occupational

therapy assistants should serve as role models for health-

ful eating and regular physical activity. They should take

leadership roles in advocating childhood obesity preven-

tion in local schools and communities. Health-care

providers should routinely measure their young clients’

height and weight and calculate their BMI during every

health-supervised visit. This action would indicate to par-

ents and families that BMI is just as important as routine

immunizations or screening tests in protecting children

and adolescent health.

For many young adults in the United States, begin-

ning university life is a major transition. Young adults

who go to college must negotiate a new environment

and learn new habits and routines. This transition 

period can trigger the development of either healthy or

unhealthy dominating habits. Decisions and choices

made at this transition period regarding eating, drink-

ing alcohol, and physical activity may lay down behav-

iors that will remain for a lifetime (Cason & Wenrich,

2002; Housman, 2003; Jenkins, 2003). Thus, college 

is an excellent opportunity (Housman, 2003, p. 12) to
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Figure 14-1 MyPyramid for Kids mini poster (advanced). 

From U.S. Department of Agriculture, 2005b, http://www.mypyramid.gov/kids/index.html.
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instill healthy habits for life. Cason and Wenrich found

that among college students, “males eat more fast food

than females (p = .001) and the majority of females

considered themselves to be overweight and on weight-

loss diets (p = .048)” (cited by Housman, 2003, p. 13). 

Although students know that they and their peers are

not making wise food and activity choices, most are

unaware of the relationship between their nutrition and

activity practices and their current and future health

status. Students did not anticipate changing their

behavior unless they gained weight, had greater access 

to healthy food choices and better workout equipment,

or had a friend who was pursuing healthier behaviors

(Cason & Wenrich, 2002; Housman, 2003). These are

important considerations when developing program

interventions for this age group. If interventions are to

be effective, more extensive research assessing the

needs of college students and influences on their

behaviors is required (Cason & Wenrich, 2002; Hous-

man, 2003). Investigating whether peers can be cata-

lysts for changing and maintaining healthy eating

habits would be one example of this type of research.

Guidelines for Treatment 
of Overweight and Obesity 
in Adults

Before initiating an intervention, the client should be

evaluated for readiness to lose weight. This evaluation

should include reasons for weight loss, previous

attempts at weight loss, support expected from family

and friends, understanding of the risks and benefits,

attitudes toward physical activity, time and resource

availability, and potential barriers to change. Weight-

loss therapy is inappropriate for most pregnant and 

lactating women, individuals with major depression,

and those with illnesses for whom caloric restriction

might exacerbate their condition. Management involves

weight loss; maintenance of body weight; and app-

roaches to control other health risks of obesity factors

such as hypertension, type 2 diabetes, coronary heart

disease, cigarette smoking, and sleep apnea.

Weight-loss therapy is recommended for adults with a

BMI of 30 kg/m2 or greater and a BMI between 25 

and 29.9 kg/m2 with two or more risk factors (North

American Association for the Study of Obesity [NAASO]

& NHLBI, 2000). Obesity-associated disease and risk

factors include hypertension, cigarette smoking, high

low-density lipoprotein cholesterol, low high-density

lipoprotein cholesterol, impaired fasting glucose, family

history of cardiovascular disease, and age (i.e., males 45

years or older, females 55 years or older). The three goals

defined by the NIH, NHLBI (1998a, 1998b) are 

• to prevent further weight gain, 

• to reduce body weight, and 

• to maintain a lower body weight over time. 

The American Dietetic Association also includes

improvements in eating, exercise, and physical and

emotional health, apart from weight loss, as goals of

weight-management interventions (Cummings et al.,

2002). A safe and effective weight-management plan is

one that combines diet modification, increased physical

activity, and behavior therapy. 

For individuals wanting to prevent further weight

gain, America on the Move—a program of the Partner-

ship to Promote Healthy Eating and Active Living

(PPHEAL), a national nonprofit organization of public

and private organizations—is a possible intervention

option. This program advocates increasing physical

activity by taking an additional 2000 steps per day over

current walking habits and decreasing energy intake by

100 kcal per day (PPHEAL, 2003). 

The Partnership’s mission is to promote healthy eating

and physical activity lifestyle behaviors through a public/

private partnership grounded on consumer understand-

ing. The Partnership is a 501 (c) 3 nonprofit organiza-

tion with national reach. We conduct and support best

practice research that focuses on healthy eating and 

active living. We then bring these best practices to

communities across the United States. (PPHEAL,

2004b, ¶ 1–2)

The PPHEAL (2004a) is directed by leaders from presti-

gious academic institutions (e.g., Yale University), large

food manufacturing companies (e.g., Kraft Foods), and

consumer organizations (e.g., the Consumer Federation of

America). This appears to be an excellent resource for

individuals, families, and health professionals interested

in weight management. 

Weight-Reduction Strategies

For individuals desiring to lose weight, there are 

a variety of programs and services, ranging from

community-based classes to commercial weight-loss

centers and treatment by individual health-care pro-

fessionals. The IOM (1995) derived sets of criteria to

evaluate programs and approaches for the treatment

and prevention of obesity. Three criteria—the match

between the program and consumer, program sound-

ness and safety, and program outcomes—were rec-

ommended for individuals to select a program and

then periodically evaluate whether the program meets

their changing needs.

There is growing realization that interventions to

promote weight-reduction maintenance may need to be
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different from those that facilitate weight loss. Some

success with delaying weight regain has been achieved

through the use of longer treatment periods and greater

emphasis on physical activity (Jeffery et al., 2000).

However, additional cost-effective, long-term, or con-

tinuous care interventions that promote and support

long-term weight maintenance (Jeffery et al., 2000;

WHO, 2000) are required. Research is needed to exam-

ine the behavioral factors associated with eating

(WHO, 2000), the mechanisms involved with the

higher long-term success rate in preadolescents who

had behavior interventions (Jeffery et al., 2000), the 

potential for meaningful occupations to facilitate con-

tinued engagement in physical activity, and other pos-

sible innovative strategies. In addition, new theories

from the behavioral sciences should be examined for

applicability (Jeffery et al., 2000). 

Dietary Therapy
The initial goal of weight-loss therapy is to decrease

body weight by 10% from baseline. A reasonable time

frame for this goal is 6 months of therapy. For over-

weight individuals with a BMI from 27 to 35 kg/m2, a

reduction of 300 to 500 kcal per day from the current

level will result in a loss of approximately 0.5 to 1 lb

per week. For individuals with a BMI >35 kg/m2,

deficits of 500 to 1000 kcal per week from the current

level will lead to an average weight loss of about 1 to 2

lb per week. Overall, the diet should be low in calories;

however, it should not be less than 800 kcal per day,

since very-low-calorie diets may reduce resting energy 

expenditure by 20%. They can also result in nutrient 

inadequacies if not supplemented with vitamins and 

minerals. In general, diets containing between 1000 to

1200 kcal/day for women and between 1200 to 

1600 kcal/day for men should be selected. In addition

to reduction in total energy intake, dietary fat intake

needs to be reduced. 

Controversy exists regarding the macronutrient 

(i.e., protein, lipid, and carbohydrate) composition of

weight-reduction diets. However, lifestyle intervention

programs utilizing a high-carbohydrate, low-fat diet

combined with physical activity are effective for weight

reduction (Diabetes Prevention Program Research

Group, 2002; Tuomilehto et al., 2001). Diets based on

MyPyramid or the DASH eating plan provide at least

half the grains as whole grains and are rich in fiber. Low-

glycemic index foods such as oatmeal, all-bran cereals,

fruits, and legumes lower the blood glucose response to

a meal. This appears to result in better management of

diabetes mellitus and lowers the risk of developing

chronic disease and obesity (Gropper et al., 2009).

The American Dietetic Association recommends a

“total diet approach,” where the overall food pattern is

more important than one food or meal (Freeland-Graves

& Nitzke, 2002). The eating plan should include a vari-

ety of foods from the major food groups. Appealing

foods that a person can enjoy eating in moderation 

for the rest of his or her life can include readily avail-

able food and favorite foods (Freeland-Graves &

Nitzke, 2002).

Practitioners should acknowledge that overeating,

which can lead to obesity, and physical inactivity can

both be related to psychosocial issues. Client-centered

evaluation and interventions that promote healthy

changes in eating behaviors need to address these

issues. This can be done by targeting three interacting

spheres of influence: 

• The environment, which influences the likelihood

that healthy eating behaviors will be adopted

through social norms, influential role models,

cues to action, reinforcements, and opportunities

for action

• Personal characteristics, including knowledge, 

attitudes, beliefs, values, confidence in one’s abil-

ity to change eating behaviors, and expectations

about the consequences of making those changes

• Behavioral skills and experience, which are

related to selecting or preparing specific foods, 

dietary self-assessment, and decision-making 

Psychosocial and contextual factors that support and

encourage overeating must be addressed in occupa-

tional therapy interventions.

Physical Activity 
Walking and swimming are recommended as initial

activities, but a wide variety of occupations such as gar-

dening, household chores, and team or individual sports

are also appropriate. Table 14-1 displays the calorie

expenditure for a variety of activities. Physical activities

should initially be performed for 30 minutes per day for

3 days a week, progressing to 45 minutes per day for 5

days a week. The goal is to expend between 100 to 200

kcal per day. For most obese individuals, exercise should

be initiated slowly, with care taken to avoid injury, and

the intensity should be gradually increased. All adults

should set a long-term goal to accumulate at least 30 min-

utes or more of moderate-intensity physical activity on

most, preferably all, days of the week. Examples of mod-

erate amounts of activity, occupation-based interventions,

and additional information regarding physical activity

and health promotion are provided in Chapter 13.

Behavior Therapy
Behavior therapy helps with initial compliance to eat-

ing and physical activity changes and has the potential

to also assist with long-term weight-loss maintenance.
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Specific strategies that are helpful in achieving and

maintaining weight loss include self-monitoring of eat-

ing practices and physical activity, stress management,

stimulus control, problem-solving, contingency man-

agement, cognitive restructuring, and social support

(NIH, NHLBI, 1998a, 1998b). 

The Transtheoretical Model of Change (described in

Chapter 3), social cognitive theory, and relapse preven-

tion were identified by Chambliss (2004) as models

that have provided useful constructs for weight-

management lifestyle initiatives, including “readiness

to change, decisional balance, self-monitoring, goal

setting, social support, stimulus control, and relapse

prevention” (p. 145). Figure 14-2 provides a flowchart

that details the four phases of behavioral weight man-

agement, from assessment to maintenance. Research

indicates that behavior techniques that focus on chang-

ing eating and physical activity levels are effective for

initial weight loss but are not as effective for long-term

maintenance of weight loss (Jeffery et al., 2000). 

Drohan (2002) describes a behavior-modification

approach for primary-care nurses to use with families

with preschool-aged children, which can be equally

applicable to other health professions. This approach

includes using a red, yellow, green light method to cate-

gorize and monitor age-appropriate food choices and

consumption levels. In addition, several practical tips are

provided for parents to use in support of self-monitoring,

social reinforcement, stimulus control, and modeling,

which have been identified as the most appropriate 

family-based behavioral treatment strategies. Examples

of each of these strategies appear in Content Box 14-3.

There has been limited research on the effectiveness

of various behavioral therapy techniques. With the

growing realization and interest in the global obesity

epidemic, additional outcome research should be avail-

able in the future. Although limited in number, some

promising results, especially in the international litera-

ture, are being described. For example, the effectiveness

of cognitive-behavioral therapy (CBT) on health-related

quality of life (HRQL) in Italian individuals with 

obesity—with and without binge eating—was studied

(Marchesini et al., 2002). Results of this study indicated

that structured sessions of CBT had a positive impact 

on HRQL and on weight loss. The CBT intervention

was adapted for those individuals with binge-eating 

Table 14–1 Energy Cost of Physical Activities

Moderate Physical Activity Approximate Calories/hr for a 154-lb Person*

Hiking 370 

Light gardening/yard work 330 

Dancing 330 

Golf (walking and carrying clubs) 330 

Bicycling (<10 mph) 290 

Walking (3.5 mph) 280 

Weight lifting (general light workout) 220 

Stretching 180 

Vigorous Physical Activity Approximate Calories/hr for a 154-lb Person* 

Running/jogging (5 mph) 590 

Bicycling (>10 mph) 590 

Swimming (slow freestyle laps) 510 

Aerobics 480 

Walking (4.5 mph) 460 

Heavy yard work (chopping wood) 440 

Weight lifting (vigorous effort) 440 

Basketball (vigorous) 440 

* Calories burned per hour will be higher for persons who weigh more than 154 lb (70 kg) and lower for persons who weigh less. 

From Dietary Guidelines for Americans, 2005 (6th ed.) by USDA and USDHHS, 2005, Washington, DC: U.S. Government 

Printing Office, p. 17.  
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Content Box 14-3

Practical Behavior Modification Techniques for Parents

1. Self-Monitoring
• Keep habit logs of foods and amounts eaten. 

Physical activity type and duration is important to 
record as well.

2. Social Reinforcement
• Remember to praise your child for good habits as 

soon as you notice them, like not eating while 
watching television.

• Contracting with your child is often useful in 
encouraging behavior change.

• The reward should not be food, money, or gifts. It 
is best if the reward is a special privilege or activ-
ity, like going to the zoo or staying up a half hour 
past bedtime.

3. Stimulus Control
• All eating should be done in only one place (e.g., 

like in the kitchen or at the dining room table).
• Children should not eat while doing another activ-

ity, especially not while watching television.
• Give your child a special dish to eat from. They 

should use this dish whenever they eat, even 

for just a snack. This will give them more con-
trol over their eating.

• Try not to serve meals family style. Give small,
individual portions instead. If your child wants
more, have them wait 5 to 10 minutes before
serving and ask if they are still hungry.

• Remember the 5 “onlys”: 
• Only in the dining room
• Only while sitting
• Only from a proper plate 
• Only when not doing anything else
• Only when hungry

4. Modeling
• Do not eat things in front of your child that

you do not want them to eat. Do not do things
in front of your child that you do not want
them to do. Children look up to their parents
and will copy your actions.

• Call attention to your good health behaviors
whenever possible.

Assessment and Evaluation
• Medical and psychiatric history
• Energy balance
• Psychosocial factors

Maintenance – behaviors incorporated
as a lifestyle; weight management
depends on continued application of
eating and physical activity behaviors;
implement acute phase strategies if
weight regain occurs

Transition – prepare for maintenance;
assist client in developing long-term
strategies; focus on relapse prevention;
develop long-term calorie and exercise
goals

Augmentation – Consider additional
treatment modalities as needed
• Medication
• Psychological Counseling
• Meal Replacement

Acute Treatment – Lifestyle Intervention
• Reduced calorie diet
• Exercise
• Behavioral skills training

Figure 14-2 Steps in behavioral weight-management interventions. 

Redrawn from Figure 1, Phases of behavioral weight management intervention. In “Behavioral approaches to obesity treatment,” by H. O. Chambliss, 2004, National

Association for Physical Education in Higher Education, 56, p. 144. 
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behavior. These people had higher average changes in

HRQL than participants without binge-eating habits,

but they experienced less success with weight loss.

When developing behavioral weight loss and manage-

ment interventions, consideration should be given to tai-

loring the interventions based on whether the individual

has an associated binge-eating disorder. 

A study conducted in the United Kingdom provides

encouragement for developing approaches that focus on

psychosocial issues and have as their outcome psycholog-

ical wellbeing, changed dietary habits, and weight man-

agement—without focusing primarily on weight loss. In a

randomized controlled trial with 63 obese middle-aged

women, researchers compared a modified cognitive-behav-

ioral treatment (M-CBT) with standard cognitive-behavioral

treatment (S-CBT). Both the S-CBT and M-CBT

approaches focused on self-acceptance, along with healthy

eating and activity patterns. The M-CBT also focused on

psychological wellbeing and long-term weight manage-

ment versus weight loss. Both groups experienced improve-

ment in emotional wellbeing, physical health, and modest

weight loss. These results were maintained over the follow-

ing year (Rapoport et al., 2000). The literature should be

reviewed frequently to identify research results to further

enhance program development and to tailor interventions.

Pharmacotherapy and Weight-Loss Surgery
Pharmacotherapy should be considered after intervention

with diet, physical activity change, and behavior therapy

has proven ineffective to promote weight loss after 

6 months. It is currently limited to individuals in the

United States who have a BMI >30 kg/m2 or those with a

BMI >27 kg/m2 with obesity-related risk factors or dis-

ease. The U.S. Federal Drug Administration (USFDA)

has approved the use of sibutramine (e.g., Meridia) and

orlistat (e.g., Xenical) for long-term use in weight loss.

Sibutramine is an appetite suppressant that affects the nor-

epinephrine and serotonergic mechanisms in the brain. An

increase in blood pressure and tachycardia are the known

side effects of this drug. Constipation and dry mouth were

also reported as common side effects (Smith & Goulder,

2001, as cited by Warren, Brennan, & Akehurst, 2004), as

were headache, anorexia, rhinitis, and pharyngitis (Abbott

Laboratories, 2003). In the United Kingdom, continued

use of sibutramine is limited to those individuals who are

found to be responders—those “who lose 2 kg after 1

month and 5% of their initial weight after 3 months”

(Warren et al., 2004, p. 9). Orlistat inhibits fat absorption

and thus may reduce the absorption of fat-soluble vita-

mins and nutrients (NAASO & NHLBI, 2000). Common

side effects include changes in bowel habits such as

urgency, gas, and oily discharge or spotting (Roche Phar-

maceuticals, 2000; USFDA, 2000). 

Surgery is an option for well-informed and moti-

vated clients who have clinically extreme obesity (BMI

>40 kg/m2) or a BMI >35 kg/m2 with comorbid condi-

tions (NAASO & NHLBI, 2000). A variety of surgical

procedures are currently used, with the most common

being gastric bypass. Vertical banded gastroplasty is

another procedure, which uses a band to restrict the

capacity of the stomach. Although the mortality rate

has dropped dramatically since these procedures were

first introduced, side effects and complications can be

significant (Racette, Deusinger, & Deusinger, 2003). It 

is important to monitor the development of new surgi-

cal techniques and be cognizant of the impact such

surgeries have on the eating habits and patterns of indi-

viduals and their families.

Considerations for All Health
and Fitness Professionals

Health professionals, including registered dietitians,

occupational therapists, and occupational therapy

assistants, need to be aware of the potential to harbor

weight bias as described earlier. In addition, they need

to be aware that a variety of healthy body types exist.

Although most of the literature focuses on weight loss,

studies are now addressing the “new weight paradigm”

(Rapoport et al., 2000). This paradigm includes both

“size acceptance” and nondieting approaches to weight

management (Rapoport et al., 2000). 

Health and fitness professionals often approach

health care for large people with the belief that health

improvement can be attained only through weight loss. 

Unequivocal acceptance of the notion that thinness

equals health and fitness presents an obstacle for large

people who want to improve their health through

lifestyle changes in eating and activity patterns. This

belief when held by health professionals can weaken

the working relationship between the professional and

the large client. Since the health benefits of exercise

and sound nutrition are significant for people of all

sizes, the strategy for health care professionals should

be to assist people of all sizes in eating healthier and

becoming more active. (Lyons & Miller, 1999, p. 1141)

Role of Registered Dietitians and
Others in Weight Management
and Obesity Prevention

As the primary nutrition practice professionals, regis-

tered dietitians are responsible for assessment and 

recommendations related to food behavior. They can

help individuals formulate reasonable, healthy eating

approaches tailored to their needs. They can also assist

adults and families with overweight children by teach-

ing skills to effectively monitor and change eating 
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behaviors. The registered dietitian’s attention to the

client’s concerns, feelings, values, and lifestyle behav-

iors beyond food behaviors helps the client assume an

active role in communicating these issues to other care

providers (Cummings et al., 2002). 

A variety of other experienced health profession-

als also can participate in many aspects of weight-

management programs. They can contribute to obesity

prevention among their own clients and among the

general population by creating awareness of obesity-

related health risks while being sensitive to psychoso-

cial issues and the negative impact of weight bias.

Physicians can determine the appropriate type of

weight-management plan. Registered dietitians, occu-

pational therapists, occupational therapy assistants,

nurses (Tod & Lacey, 2004), and physical therapists

can play pivotal roles in modifying weight status.

Racette and colleagues (2003) encouraged physical

therapists “to recognize individuals who are obese and

. . . address obesity-related issues with their patients”

(p. 283). Mental health providers must monitor the lit-

erature about the latest research findings regarding the

relationship between prescribed psychotropic medica-

tions and weight gain and must be aware of how a “hos-

tile cultural climate” impacts the self-esteem of obese

individuals (Devlin et al., 2000, p. 854).

A recent interdisciplinary study examined strategies to

improve the reliability of 24-hour dietary recalls in the

elderly. The interdisciplinary team included faculty from

health sciences, communication sciences and disorders,

and psychiatry as well as a speech-language pathologist

(Shumaker et al., 2003). Understanding the impact of

memory and memory aids on the level of participation in

24-hour dietary recalls is important, because recalls are a

time- and cost-effective method for examining diet

habits. Although the use of an encoding strategy was not

found to enhance memory in this particular study, Shu-

maker and colleagues concluded that additional research

was required. They also determined that “allied health

professionals can develop improved encoding strategies

and visual aids” to facilitate improved reporting of types

of foods consumed as well as portion sizes (2003, p. 200).

Role of Occupational Therapy 
in Weight Management 
and Obesity Prevention1

Occupational therapists and occupational therapy assis-

tants support “health and participation in life through

engagement in occupation” (AOTA, 2008, p. 626).

Within the domain of occupational therapy, the practi-

tioner considers the client’s performance in the areas of

occupation, performance skills, performance patterns,

context and environment, activity demands, as well as

client factors (AOTA, 2008). A client-centered approach

is essential during both the evaluation and intervention

processes. A description of one possible approach for

obesity prevention using the Framework (AOTA, 2008)

is briefly summarized below. This summary is followed

by other examples of possible interventions.

During the evaluation process, the occupational ther-

apist conducts an occupational profile, emphasizing the

client’s priorities and goals. The Lifestyle Performance

Interview is one possible method for collecting this type

of data (Velde & Fidler, 2002). Items and probes sug-

gested for obtaining information of food and eating pat-

terns (Content Box 14-4) may be modified to explore the

meaning of food and whether eating is an unhealthy

dominating habit. 

An appropriate intervention might be to assist in the

selection and adaptation of occupations that would

increase physical activity demands and energy expen-

diture across areas of occupation (e.g., work, leisure,

instrumental activities of daily living). Examples of

these strategies include parking further from stores and

the work place to increase the number of steps taken in

a day and doing one’s own housework versus using a
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Content Box 14-4

Lifestyle Performance Interview: 
Food and Eating Pattern Probes
• To what extent do you engage in meal preparation?
• How frequently do you eat out? Eat alone? With

others?
• Do you share cooking, meal planning, eating with

another/others? Describe.
• How important is food to you?
• Do you shop for food? What is that experience like

for you?
• Are there tasks related to obtaining, planning, and

eating food that you find enjoyable? Describe. 
Are there some you find a chore or not enjoyable?
Describe.

• Who did the cooking, shopping, and related tasks
in your family?

• How would you describe your mealtime routines
and behaviors? For example, regularity, casual, sit-
down, family style?

• What are the most difficult or problematic parts of
your present meal preparation or eating? How do
you manage these?

Reprinted from "Data gathering: Conducting the lifestyle performance

interview" by B. P. Velde & G. S. Fidler, 2002, in Lifestyle Performance:
A Model for Engaging the Power, p. 63. Thorofare, NJ: SLACK. With

permission from SLACK Incorporated.

1 Portions of this segment were adapted from material developed by 

Reitz (n.d.) for the Western Maryland Area Health Education Center.
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cleaning service. Through the use of an interest check-

list (Henry, 2003), such as the Neuro Psychiatric 

Institute Interest Checklist (Matsutsuyu, 1969) or the

Occupational Questionnaire (Smith, Kielfhofner, &

Watts, 1986), the client identifies and prioritizes possi-

ble new or familiar occupations. If indicated, the thera-

pist provides consultation regarding body mechanics or

methods to grade participation based on evaluation and

knowledge of client factors (i.e., body functions and

structures) and activity demands.

Another avenue for intervention is through the

analysis of the client’s performance patterns (i.e.,

habits, routines, and roles) that may contribute to phys-

ical inactivity, overweight, or obesity. The client can

also be a group or population, and interventions can be

targeted toward occupational performance patterns

(i.e., habits and roles) of a particular community or

population. Dominating unhealthy habits, routines, and

roles are the focus of this type of analysis. Recommen-

dations to facilitate behavior change can then be pro-

vided based on a variety of conceptual models of 

practice. Interventions could include maintaining a

weekly eating habit log (Drohan, 2002) to monitor food

choices, having the client explore new pleasure or

“comfort” occupations that may be substituted for feel-

ings associated with current unhealthy food consump-

tion or other unhealthy but pleasurable occupations, or

changing their routine in order to take a healthy lunch.

Perceived risks and barriers to changes in occupations,

occupational routines, roles, and contexts also should

be identified during the intervention. 

The Lifestyle Redesign® Weight Management Pro-

gram is a potentially beneficial approach for individu-

als. Obesity intervention is one of the most frequently

provided lifestyle-redesign services at the Faculty

Practice of the University of Southern California’s

(USC) Department of Occupational Science and 

Occupational Therapy (USC, 2004). The Lifestyle

Redesign® program includes five key elements: 

• Participating in an intensive 6-month lifestyle-

modification program 

• Implementing a radical reorganization of lifestyle,

not just dieting 

• Losing weight while eating nutritionally dense,

healthy foods 

• Developing healthy habits of eating and daily 

activity 

• Enabling prospective bariatric clients to lose

enough weight to improve surgical outcomes 

or eliminate the need for surgery entirely (USC,

2004, ¶ 8)

Approximately 160 individuals have already partici-

pated in this weight-loss lifestyle-redesign program. 

Any intervention must also include an analysis of the

client’s context for possible supports or barriers to

behavior change. The cultural context should be ana-

lyzed for possible modification to facilitate healthy

behavior change, such as a cooking activity with cultur-

ally relevant healthy food alternatives or with supportive

family and friends. Tod and Lacey (2004) reported pub-

lic weighing and the fear of being the largest person in a

group as potential barriers to participation in weight-loss

programs. However, the popularity of television shows,

such as the The Biggest Loser that publicly help obese

individuals may be a positive health support for people

coping with weight issues. Use of an online support

group is a potential intervention option, especially for

those who may find more public options embarrassing.

In addition, programs or supports offered through the

client’s place of worship may be seen as less threatening. 

The client’s pattern of time usage and its link to

unhealthy and healthy habits also should be evaluated.

For example, one may examine the relationship of

food consumption to engagement in occupational

roles and occupations in terms of the rhythms of the

day, week, month, or year. A values-clarification exer-

cise may be conducted to assess whether the individ-

ual is internally or externally motivated to change

behaviors and which behaviors/occupations are of 

primary importance. 

Contexts that promote overeating should also be

addressed in prevention efforts and interventions. An

awareness of family influences and an appreciation of

the relationship between eating behaviors and social

contexts can be important in the development of early

healthy eating habits. Food preferences are a learned

behavior with the exception of “innate” preferences 

for foods that taste sweet or salty. Both infants and chil-

dren are “biased to reject new foods,” preferring famil-

iar foods such as that eaten by family members and

friends (Drohan, 2002). 

The impact of changing contexts on weight and

weight management should also be considered. The

fear of gaining the “freshman 15” has been receiving

media attention each fall (Lang, 2003; Sommers,

1999). However, research indicates that the actual

average weight gain among college freshmen appears

closer to 4 lb (Graham & Jones, 2002; Lang, 2003).

While this figure is considerably less than the feared

15 lb, it still has the potential for promoting unhealthy

habits (e.g., setting up an expectation that it may be

fine to gain that weight) and resulting in health conse-

quences later in life. Families can assist in preventing

unhealthy weight gain in the first semester of college

by sending “care packages” containing fruit rather

than cookies and by discouraging all-you-can-eat

meal plans. 
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Academic occupational therapy programs can pro-

mote healthy eating and weight through their varied roles

on campus. Faculty can initiate or participate in interdis-

ciplinary efforts to address selected objectives from

Healthy Campus 2010: Making It Happen (American

College Health Association [ACHA], 2002). Advocating

for increased availability of a variety of healthy food

choices for students, faculty, and staff could be one of

many recommendations made by such a group. In addi-

tion, students can be encouraged to examine their own

health habits and establish goals for healthier living. One

of the assignments for first-year occupational therapy stu-

dents at Towson University is a personal problem-solving

project based on the work of Carkhuff (1985). The goal

of the assignment is to use a real-life problem to develop

or refine problem-solving skills. Students have selected a

variety of topics, including time management, smoking

cessation, and healthy eating (S. Lawson, personal com-

munication, June 17, 2004).

College students are not the only group in which a

change in context can result in weight gain. An older

adult with a history of healthy eating and physical activ-

ity routines reported the difficulty she and peers were

having with weight gain since moving to a continuum of

care retirement community campus. Peers reported gain-

ing 3 to 70 lb since relocating to the facility. Perceived

contributing factors included the popularity of the 

all-you-can-eat dining option and easy access to high-

quality desserts (P. Thomson, personal communication,

March 30, 2004). As with college students, sending

flowers or fruit/vegetable baskets versus high-calorie

cookie and candy gifts may be appreciated by older 

relatives who are trying to avoid the Retirement 25. 

There are many occupational therapy theoretical mod-

els available to assist in the development and support of

interventions. Content Box 14-5 details possible inter-

ventions based on the Ecology of Human Performance

(Dunn, Brown, & McGuigan, 1994). The occupational

adaptation (OA) theory (Schkade & McClung, 2001;

Schultz & Schkade, 2003) can be used to support inter-

ventions aimed at facilitating the individual’s internal

adaptation process to select healthy foods and occupa-

tions that enable weight loss or maintenance without

external reinforcement or assistance. Using principles

and constructs from OA, the therapist can employ both

occupational readiness (e.g., teaching how to read labels

for nutrition information) and occupational activity (e.g., 

locating and testing possible comfortable venues for walk-

ing in preparation of the self-selected new role of

“walker”). The therapist may assist the client in identify-

ing factors that could impact the perceived comfort of a

possible venue, such as climate-controlled conditions;

crowding; and the likelihood to experience threatening,

harassing, or embarrassing social situations. The potential

for the occupational activity to be pleasurable and

repeated will be enhanced by selecting the most comfort-

able context in which to engage in the activity.

Occupational therapy practitioners often act as health

advocates and resources for their families. While this

may be most common following a traumatic event such

as a heart attack, stroke, car accident, or diagnosis of

depression, the role can expand to providing guidance to
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Content Box 14-5

Possible Interventions Using the Ecology
of Human Performance Framework

Establish/Restore
• Healthy occupations that promote energy expendi-

ture
• Healthy choice-making during grocery shopping
• Healthy food preparation 
• Use of Internet for behavior change support

Alter
• Alter work context if necessary (e.g., from food

service to other service provision).
• Alter social supports (e.g., identify and confront

potential saboteurs of new lifestyle plans).
• Alter eating context from all-you-can eat settings

to restaurants that use portion control.

Adapt
• If uncomfortable with face-to-face group or individ-

ual counseling, investigate options of e-counseling
or support.

• Adapt family vacation plans from a theme park tra-
dition to a national park tradition.

• Adapt family outings to include bringing along
snacks versus going to fast-food restaurants.

• Adapt summertime family activity from attending
movies to going to “pick your own fruit” farms.

Prevent
• Prevent enabling by avoiding displaying unhealthy

snacks in intervention areas even during holidays.
• Provide nutrition newsletters and health promotion

reading materials in waiting rooms.

Create
• Advocacy group for removal of soda machines

from health service venues and have them
replaced with water and healthy snack alternatives

• Collaborate with local registered dietitians to
design healthy cooking night at local elementary
school.

• Advocacy group for removal of soda machines
from high schools and have them replaced with
water and healthy snack alternatives

• A worksite wellness program, including an area for
a Healthy Lunch Bunch to meet and eat

Headings from “The ecology of human performance: A framework for

considering the effect of context” by W. Dunn, C. Brown, & A.

McGuigan, 1994, American Journal of Occupational Therapy, 48,
595–607.
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prevent disease and disability or secondary conditions.

Modeling healthy, tasty, and fun family meal selection,

preparation, and consumption can make the occupation

of eating both an instrumental activity of daily living 

and a healthy, family bonding experience. In addition,

occupation-based strategies like those described above

and others described in the case study that follows may

be unique alternatives for overweight clients who are

seeking healthier eating choices.

Role of Interdisciplinary 
Interventions in Weight 
Management and Obesity 
Prevention 

Models from disciplines other than occupational ther-

apy can also be helpful. For example, many of the

health promotion and education models address barri-

ers to engaging in health behaviors and may assist the

client-therapist team in examining all potential barriers

when selecting a venue for engagement in physical

activity. Clients could also be evaluated to determine

their placement in the Stages of Change or Transtheo-

retical Model, and recommendations can be provided

for occupations/activities that promote movement to

the next stage of change (Prochaska & DiClemente,

1983; Werch & DiClemente, 1994). These models are

described in detail in Chapter 3.

Individuals from many disciplines can make contribu-

tions to a client’s, family’s, community’s, or nation’s

efforts in weight management. Interventions are strength-

ened by interdisciplinary collaboration. A case study

called “Mrs. P.” was developed by an interdisciplinary

group of faculty from five different universities and col-

leges representing the fields of occupational therapy,

medical technology, nursing, physical therapy, public

health, respiratory therapy, and social work. This case

study can be helpful for students from each of the repre-

sented disciplines working together or alone to examine

the contributions of each to the client and family who 

desire to reduce weight for health. The case study and

corresponding learning materials can be found via 

the obesity prevention module located on the Rural Inter-

disciplinary Health Promotion (RIHP) website (http://

ahec.allconet.org/newrihp/modules-op-over.html), which

is supported by the Western Maryland Area Health Edu-

cation Center and funded by the Quentin N. Burdick Pro-

gram, USDHHS, Bureau of Health Professions.

Policy Advocacy
In addition to providing direct services, registered dieti-

tians, occupational therapists, and occupational therapy

assistants are encouraged to play key roles in supporting

national and local initiatives that promote healthy eating

and regular physical activity. The AOTA (2007) released

a document on obesity to articulate to the public and to

policymakers the potential role of occupational therapy

in the prevention and management of obesity. This

advocacy effort is further strengthened when performed

in a coordinated and collaborative manner in support of

public policies that increase opportunities for healthy

eating, exercise, and research to improve intervention

and prevention strategies. 

Legislators are increasingly becoming aware of and

concerned about the impact of obesity on the nations’

health and budget. Faircloth (2004), who serves in the

Maine legislature, describes a legislative proposal

developed by the citizens of Maine. The proposal

includes the following initiatives:

• Dedicate one percent of gas taxes to human-powered

transportation so that all citizens (not just those who

can afford treadmill and gyms) enjoy healthy options

such as well-maintained trails and sidewalks.

• Guarantee every citizen freedom of information to see

calories listed on major chain restaurants (costing big

chains nothing as they always have this information)

and empowering citizens to take personal responsibil-

ity for themselves and their children.

• Guarantee freedom from exploitation with public

schools offering healthy choices in vending 

machines.

• Guarantee freedom from exploitation of our children,

prohibiting use of public schools as corporate advertis-

ing tools. (Faircloth, 2004, pp. 47–48)

The media, consumer advocacy groups, and non-

profit health advocacy groups such as the Center for

Science in the Public Interest (CSPI) can be important

partners in efforts to encourage policy development

and disseminate research to assist in facilitating

healthy weight. Careful monitoring of policy decisions

is essential. Recently, the USDA amended its rules to

label frozen French fries, including batter-coated fries,

as a fresh vegetable (Martin, 2004). The change was

made at the request of the Frozen Potato Products

Institute, who considered “rolling potato slices in a

starch coating, frying them, and freezing them is the

equivalent of waxing a cucumber or sweetening a

strawberry” (Martin, 2004, p. 3A). 

The approval of the Safe Routes to School program

is a recent example of a positive policy initiative. On

February 12, 2004, the U.S. Senate approved legisla-

tion “to fund transportation projects throughout the

country, including initiatives to promote physical activ-

ity. Included in the bill is $420 million for the Safe

Routes to School program, a program designed to pro-

mote walking and biking to school” (American Heart

Association, 2004).
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Conclusion

Overweight and obesity have reached nationwide epi-

demic proportions in the United States. Both Healthy
People 2010 (USDHHS, 2000) and Healthy Campus
2010 (ACHA, 2002) “have developed major goals to

promote health in relation to diet and weight” (Hous-

man, 2003, p. 18). In addition, The Surgeon General’s
Call to Action to Prevent and Decrease Overweight and
Obesity (USDHHS, 2001) outlines strategies for activi-

ties and interventions in five settings: (1) families and

communities, (2) schools, (3) health care, (4) media and

communication, and (5) worksites. The IOM’s Prevent-
ing Childhood Obesity: Health in the Balance (2004)

also describes a prevention-focused action plan for fam-

ilies, schools, industry, communities, and government

to decrease the number of obese children and youth in

the United States. As part of an interdisciplinary health-

care team, registered dietitians, occupational therapists,

and occupational therapy assistants can be instrumental

in helping to improve the nation’s health through

healthy weight management. In order to remain current

in evidence-based strategies and at-risk groups and pop-

ulations, continued review of recent research and gov-

ernmental reports is required. At the time this book went

to press, the Clinical Guidelines on the Identification,
Evaluation, and Treatment of Overweight and Obesity
in Adults (NIH, NHLBI, 1998a) were under revision

(NIH, NHLBI, n.d.). The reader is encouraged to visit

http://www.nhlbi.nih.gov/guidelines/obesity/index.htm

to remain abreast of these changes.
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Case Study 14-1 

This case study is based on a real-life example provided
by an occupational therapist promoting weight reduction
and healthy eating choices among her extended family.
The Stevensons, an African American family of six, were
leading the typical hectic life of a blended U.S. family. The
two younger children, a daughter aged 8 and a son aged
14, were involved in a variety of after-school activities, and
both parents were employed full-time. Two older twin chil-
dren from a previous marriage, aged 17, visited every
other weekend. All four children spent a great amount of
time performing sedentary school and leisure-related
computer activities. 

The entire family was overweight and rarely partici-
pated in group physical activities or other healthy habits,
with the exception of the 14-year-old son, who participated
in football during the fall. Although the two younger chil-
dren participated in a variety of after-school activities, each
child had only one with a physical activity component. The
family’s eating habits relied heavily on fast food and family
quick-serve restaurants. Meals were often high in calories,
fat, and salt. The father had a history of diabetes. The 
14-year-old son, a lineman on the junior varsity high school
football team, was beginning to have knee problems,
which were exacerbated by his weight.

While on vacation, the father experienced a heart
attack. After this event, a cousin named Sadie, who was
an occupational therapist and who had already been con-
cerned about the family’s health, saw this as an opportu-
nity to provide guidance on healthy eating choices. For the
first time, the family was open to listening to and enacting
Sadie’s suggestions, which were occupation-based inter-
ventions that focused both on healthy eating and increas-
ing physical activity. Since Sadie lived in a different state,
the interventions tended to occur during different holidays

and other family events when the families traveled to
spend time together. At first, the interventions were just a
series of spontaneous suggestions based on many years
of using activity analysis and occupation-based interven-
tion. Sadie eventually designed an intervention plan 
centered on her one-on-one time with the family during hol-
idays, with phone calls and e-mail reinforcement between
family gatherings. The primary interventions included

1. modeling and teaching healthy food shopping, stor-
age, and cooking;

2. educating parents on the benefits of time-deepening
(e.g., multitasking) strategies to maximize the par-
ents’ ability to have time to engage in physical 
activity while also having time to shop and cook
healthy meals;

3. reinforcing and clarifying messages and directions
from other health providers;

4. using computer-based learning activities and health-
monitoring activities; and

5. selecting holiday and birthday gifts that encouraged fun
food exploration, food knowledge, or physical activity.

When her cousin’s family visited, Sadie involved the
children in selecting the weekend menu, preparing the
shopping list from a recipe book, purchasing the food, and
helping prepare the food. Emphasis was placed on time-
efficient, fun, and creative meals. Desserts were always
included but were focused on in-season, locally grown
fruit, when possible. The parents were surprised about
how quick, simple, healthy, and satisfying many of the
meals were. They also enjoyed dining in a relatively quiet,
relaxing environment. The added benefits of eating at
home, where the children could be excused from the table
while the adults lingered over decaffeinated tea and coffee

Continued
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instead of having to fight traffic, find parking, and wait in
line to eat also became apparent.

The children enjoyed being in the kitchen and engaging
in a fun activity with their favorite adult cousin. One of the
resources that provided menu ideas was the Heart-
Healthy Home Cooking African American Style (NHI,
NHLBI, 1997) cookbook. This cookbook includes 20 cultur-
ally relevant, healthy recipes, where the food is prepared
in a manner that reduces saturated fat, cholesterol, and
sodium but does not adversely impact flavor. This activity
helped dispel the myth that “soul food” could not be
healthy. (A new cookbook is now available: Heart Healthy
Home Cooking African American Style—With Every Heart-
beat Is Life [NHI, NHLBI, 2008].)

After the menu was decided on and the food selected,
Sadie had the children find the food pyramids online and
analyze their diet for the day. The older children enjoyed
impressing their cousin with how fast they could locate
the pyramids, including the special pyramid and associ-
ated coloring book they discovered for the youngest sib-
ling. Sadie introduced the older children to the NHLBI
website and showed them how to access the BMI calcu-
lator (http://www.nhlbisupport.com/bmi/), encouraging them
to read the associated section on the limitations of the
BMI. The adolescents quickly found additional educational
materials for their parents, and soon the entire family was
gathered around the computer looking at the online inter-
active meal planner (http://hin.nhlbi.nih.gov/menuplanner/
menu.cgi).

The second intervention focused on the parents and
their schedule. Through a time and activity analysis of a
typical week, Sadie was able to help the mother develop
a plan to walk at the high school track while waiting to take
her son home from football practice. Instead of sitting in
the car being bored and snacking, she began to walk on
the track. The mother found that she did not notice the
craving to snack as much while she walked and sipped
from a water bottle. Much to Sadie’s amazement, the
mother expanded the original plan and started walking at
the track during halftime of her son’s football games
instead of sitting in the bleachers eating nachos. 

After a while, the father joined his wife during her half-
time routine. He found it less stressful than sitting and wait-
ing for the second half of the game to begin. The couple
soon realized they enjoyed the walks and could do a lot of
planning for the remainder of the weekend and upcoming
week during this time. In addition, as they began to recon-
figure their lives and priorities, they became very aware of
the unhealthy snack and food options available to them and
their children at school events. The parents encouraged the

high school booster club to provide healthier alternatives at
the snack shack during games and other school functions. 

Meanwhile, Sadie reviewed the hospital dietician’s diet
suggestions and provided additional clarification to the
father. She encouraged him to take advantage of a follow-
up appointment and helped him develop questions about
eating choices, including the frequency with which he
could eat some of his favorite, less healthy foods. Later,
she served as a resource as he weighed the pros and cons
of two job offers. The job he finally selected involved sig-
nificantly more physical activity than a desk job (e.g., daily
walk of a few miles). The job decision was partially based
on his appreciation of the benefits gained from walking
with his wife and the time-deepening nature of being 
able to perform his recommended walking as part of his
work routine.

Sadie found her skills as an occupational therapist help-
ful in selecting age-appropriate gifts that encouraged 
healthy eating and physical activities to reinforce her rela-
tives’ transition to a healthier lifestyle. Over the next year,
gifts for the parents included The Volumetrics Eating Plan:
Techniques and Recipes for Feeling Full on Fewer Calories
(Rolls, 2005), which was written by a leading nutrition
researcher, and a subscription to the Nutrition Action
Healthletter, published by the CSPI. Unusual and age-
appropriate cookbooks were purchased for the children.
An additional gift to help enforce healthy occupation
engagement by the entire family was the interactive
dance game, Dance Dance Revolution (DDR). The family
already owned the necessary television and game con-
sole, so the only additional purchase was the game soft-
ware and floor mats (additional information is available at
http://www.ddrgame.com/info.html).

Questions

1. Review AOTA’s Framework and Sadie’s interventions.
Which areas of performance, performance skills,
activity demands, contexts, and client factors were
impacted for individual family members or for the
family as a whole?

2. What occupational therapy theoretical model would
support Sadie’s interventions? After considering the
model and its components and principles, can you
identify additional interventions?

3. The Parent Teacher Association became energized after
the parents drew attention to the long-term health
impact of the types of food sold at after-school events.
They contacted you and a local dietician. What model(s)
described in Chapters 2 and 3 may be helpful to orga-
nize this project?

1193_Ch14_253-279.qxd  6/8/09  6:12 PM  Page 274



◗ For Discussion and Review

1. What occupational therapy model or frame of refer-

ence would you use to support the profession’s 

involvement in weight management?

2. Have you ever observed weight bias in a health-

care setting? Have you ever observed weight bias 

in other contexts? What can be done to reduce the

occurrences of weight bias?

3. Locate a Web resource on weight management and

obesity reduction. Identify the strengths of the site.

Do you have any suggestions for improving this site?

4. Were you surprised by any of the prevalence rates

reported in this chapter? Why or why not?

5. Can you identify psychosocial factors in a person’s

life that influence weight gain? 

6. What may be some occupation-based interventions

to empower people to strive toward healthy weight

management?

◗ Research Questions

1. Does the use of occupation-based interventions

enhance the ability to maintain or decrease

weight?

2. What are the predictors of successful weight main-

tenance after weight reduction?

3. Do individuals who have an occupational therapy

intervention prior to gastric bypass surgery have a

smoother postoperative recovery period?
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Preventing Substance Abuse 
in Adolescents and Adults
Penelope Moyers and Virginia C. Stoffel

I only wish we would spend a fraction of the money on prevention. . . . We know 

prevention is the biggest bang for our buck.

—Rhode Island Representative Patrick Kennedy, in an address to the National Mental

Health Association Annual meeting, June 8, 2006, Washington, DC.

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss the need for and the importance of pre-
vention of substance-use disorders.

• Describe the Transtheoretical Model of Behavior
Change and demonstrate its application in design-
ing prevention strategies for persons with sub-
stance-use disorders. 

• Augment the Transtheoretical Model with an
occupational perspective in order to understand
and differentiate the role of occupational therapy
in the prevention of substance-use disorders.

• Identify prevention strategies and programs
assessed in the literature and understand the
conditions under which the evidence-based strat-
egy prevents substance-use disorders. 

• Develop and implement occupational therapy pre-
vention strategies targeted to persons at risk for
substance-use disorders.

Key Terms

Brief interventions
Downstream 

interventions

Midstream 
interventions

Motivational 
interviewing

Social competence
Upstream interventions

Introduction

Occupational therapists and occupational therapy assis-

tants need to be educated about how substance use

affects the communities in which they live, work, and

play. Whether they are researchers, educators, practi-

tioners, or a blend of these roles, they need to know inci-

dence rates for illicit drug and alcohol use. While the

cost of treatment for persons with substance-use disor-

ders rises, restrictions in insurance coverage remain and

the number of persons who are uninsured is growing.

With limited treatment options available, substance use

has devastating effects on families and communities

(Oggins, 2003). The information presented in this chap-

ter breaks from the traditional approach of imparting

intervention strategies to treat persons with substance-

use disorders. Instead, it encourages occupational ther-

apists and occupational therapy assistants in all areas of

practice to consider ways to prevent problems related to

substance use from occurring, particularly focusing on

how the promotion of participation in life activities and

occupations may play a role.

In this chapter, the authors review prevalence data of

substance abuse to demonstrate the need for and the

importance of prevention. Next, the Transtheoretical

Model of Behavior Change (TMBC) is used to select

prevention strategies and programs as well as the timing

of intervention to enhance program effectiveness. This

application of the TMBC is augmented with an occupa-

tional perspective in order to foster understanding and

differentiation of the role of occupational therapy in the

prevention of substance-use disorders. Next, based on a

review of evidence-based literature, successful preven-

tion strategies are shared and areas where additional
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research is needed are identified. The last section of the

chapter delineates how occupational therapists and

occupational therapy assistants might develop and

implement prevention strategies targeted to a range of

age groups in a variety of settings. 

Prevalence of Substance-Use
Disorders

In 2001, an estimated 16.6 million people were classi-

fied with dependence on or abuse of either alcohol or

illicit drugs, of which 2.4 million were classified as

abusing both, 3.2 million were abusing only illicit

drugs, and 11.0 million were abusing only alcohol

(Substance Abuse and Mental Health Services Admin-

istration [SAMHSA], 2002). In comparing the rates of

dependence on and abuse of alcohol among adults aged

18 and older, those with serious mental illness (SMI)

had a 20.3% rate, which is much higher than adults

without SMI who had a rate of 6.3%. 

There were statistically significant increases

between 2000 and 2001 of those who used marijuana,

cocaine, pain relievers, tranquilizers, and hallucinogens

(SAMHSA, 2002). In 2002, 6.5 million people used

ecstasy at least once in their lifetime, but by 2001, this

number rose to an estimated 8.1 million. Similarly, in

1999, the number of people aged 12 and older who had

used OxyContin for nonmedical purposes at least once

in their lifetime was 221,000, rising to approximately

975,000 persons by 2001. The highest rate of illicit

drug use was for 18- to 20-year-olds.  

These statistics about prevalence of use do not 

portray a comprehensive picture about the impact of

substance use on society. However, per capita use is

certainly important to monitor, because there is a rela-

tionship between population use and the prevalence of

societal problems—for example, driving while intoxi-

cated, domestic violence, and homicide (Babor,

Aguirre-Molin, Marlatt, & Clayton, 1999; Gutman &

Clayton, 1999). Habitual users of alcohol and drugs 

are more likely to experience unintentional injuries

(Smith, Branas, & Miller, 1999) and motor vehicle

crashes (Zador, Krawchuk, & Voas, 2000) and are more

likely to demonstrate violent aggressive behavior and

to become a victim of violence (Reiss & Roth,

1993–94). When compared to those who do not use

substances, persons who use and abuse substances have

a greater likelihood of dying or becoming injured 

from falls, drownings, burns, exposure to cold, and

unintended shootings (Hingson, Heeren, Jamanka, &

Howland, 2000). 

Family members of the substance user are typically

affected by the way their loved one is behaving. 

Domestic violence and unemployment of the primary

breadwinner are two of the disabling consequences of

substance use that family members experience. The

impact of parental substance abuse on young children,

not only before birth but also across the child’s life-

time, has been documented. Young children may have

different patterns of cognitive development when

compared with children from families with no history

of alcoholism (Corral, Holguin, & Cadaveira, 2003).

Recent meta-analytical studies indicate that cognitive

effects of illicit drugs taken by the mother in utero

may be subtle in their impact (Lester, LaGasse, &

Seifer, 1998). Additionally, children with prenatal

exposure to alcohol abuse are reported to demonstrate

mood disorders as they age (O’Connor et al., 2002). 

Prevention Approaches

These statistics suggest that the occupational perfor-

mance (impoverished and dominating habits) patterns

of many individuals with substance-use disorders affect

themselves and their families, as well as “the health of

towns, nations, cities, neighborhoods, and communi-

ties” (Clark, Wood, & Larson, 1998, p. 18). In addition,

targeting the ill effects of substance abuse is a focus area

for Healthy People 2010 (U.S. Department of Health

and Human Services [USDHHS], 2000). The goal is to

“reduce substance abuse to protect the health, safety,

and quality of life for all, especially children” (p. 9). 

While the need for prevention is clear, determining

which preventative approaches are effective remains

problematic. Healthy People 2010 identifies opportuni-

ties for preventing substance-use disorders (USDHHS,

2000, p. 6), including the development of research-

supported programs for diverse racial and ethnic 

populations. These programs must be studied using

high-quality process and outcome evaluations. In terms

of other opportunities for prevention, there may be par-

ticular policies that could be adopted, such as adminis-

trative revocation of driver’s licenses for lower legal

blood alcohol limits or higher prices and taxes for alco-

holic beverages. In addition, targeting college students,

high school, middle school, and elementary school-

aged children is important for raising awareness.

Strengthening families by supporting the parental role

in providing alternative activities, in engaging in mean-

ingful occupations, and in building the skills and confi-

dence of children may be successful as well. According

to Healthy People 2010 (USDHHS, 2000), “govern-

ment, employers, the faith community, and other 

organizations in the private and nonprofit sectors must

increase their level of cooperation and coordination to

ensure that multiple service needs are met” (p. 8).
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Determining effectiveness of prevention programs

depends upon the target of the intervention, often dif-

ferentiated in the public health literature as down-

stream, midstream, and upstream interventions (Babor

et al., 1999; Gutman & Clayton, 1999). Downstream
interventions target the individual and focus on 

treating an existing substance-use disorder and on pre-

venting a reoccurrence of that disorder. Midstream
interventions are those strategies that incorporate into

primary health care and into work-, community-,

school-, and university-based programs the identifica-

tion of persons at risk for substance-use disorders and

the provision of intervention to reduce these risks.

National, state, and local policies and broad population-

based programs aimed at the prevention of substance

abuse, such as national media campaigns, comprise

what are considered upstream interventions.
Both Babor and colleagues (1999) and Gutman and

Clayton (1999) have indicated that the effectiveness of

downstream interventions range from 30% to 50% of

clients remaining abstinent after 1 year of formal 

alcohol and drug abuse treatment, thus grading the per-

formance of downstream interventions as “half full.”

Midstream and upstream interventions were both

graded as “one-third full” for alcohol abuse (Babor et

al., 1999) and “one-quarter full” for drug prevention

(Gutman & Clayton, 1999). Prevention efforts at mid-

stream typically have stronger effects subsequent to the

intervention but actually may have a minimal effect

over time. In some cases, these midstream prevention

programs have had little apparent effect, as in the case

of the widely disseminated Drug Abuse Resistance

Education (DARE) informational program used in

many U.S. school districts (Clayton, Cattarello, &

Johnstone, 1996). Some midstream programs have

actually facilitated substance use because of the unin-

tended consequence of exposing young people to infor-

mation and role models that enable them to pick and

choose the drugs they would like to experience

(Palinkas, Atkins, Miller, & Ferreira, 1996). 

The lesson learned is that prevention is not just a 

single program or method but is effective only when

multiple strategies are incorporated in a variety of envi-

ronments within upstream, midstream, and down-

stream programs. This wide scope for intervention is

directed at many relevant audiences, such as children,

adolescents, college students, employers and employ-

ees, parents and other family members, teachers, com-

munity and business leaders, the media, the criminal

justice system, and legislators and other policymakers.

Of importance is the need for theoretical development

and research to understand the complex factors and

interactions that more than likely determine whether

prevention strategies will work as planned. 

The Occupational Perspective
on Substance Abuse Prevention
The report card of the success of current prevention pro-

grams would suggest that additional components are

needed. Perhaps a missing component of existing 

prevention strategies is the occupational therapy per-

spective of occupational justice, where occupational

therapists and occupational therapy assistants believe

that the health of the community and its members is par-

tially dependent upon the availability of healthy occupa-

tions for everyone (Wilcock, 2003). According to

Wilcock (1993), availability of occupations is extremely

important, because “occupations help individuals meet

their bodily needs of sustenance, self-care, shelter, and

safety; occupations develop skills, social structures and

technology aimed at superiority over predators and the

environment.” In addition, occupations “exercise and

develop personal capacities enabling the organism to be

maintained and to flourish” (p. 20). 

Communities that do not implement strategies to

reduce access to alcohol and illicit drugs and provide

opportunities for participation in meaningful activities

are inadvertently facilitating the isolation or estrange-

ment of people from their healthy occupations. Sub-

stance abuse perpetuates a cycle of occupational 

alienation (Wilcock, 1998), where meaning is no longer

derived from usual occupations but instead is transferred

to substance-using activities and occupations, such as

raising money for the drugs or spending time using

(Moyers & Stoffel, 2001). Eventually, as withdrawal

from customary occupations continues, occupational

deprivation (Wilcock, 1998) may occur. The community

context in which the person lives may be such that the

interaction between the person and the environment lim-

its occupational choices, thereby resulting in occupa-

tional deprivation. For instance, the person may no

longer be able to (or is deprived of) work due to the

strong drive to spend time exclusively on maintaining

the addiction, while the context maintains the negative

cycle of addiction through easy access to the drugs of

choice and through restriction of access to the treatment

interventions needed in order to disrupt this cycle of

addiction.

The Transtheoretical Model of Behavior Change

(TMBC), described in Chapter 3, outlines five stages of

positive change and recovery, including precontempla-

tion, contemplation, preparation, action, and mainte-

nance (DiClemente & Prochaska, 1998). Goals related

to each of these five stages of change can be developed

and incorporated within downstream, midstream, and

upstream substance-use prevention programs. Exam-

ples of goals related to the stages of change are provided

in Table 15-1 (see Moyers & Stoffel, 2001, p. 329).
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Precontemplation: Not aware of 
any need for change, not aware of 
any risks for substance use, and is 
unlikely to take action soon.

Contemplation: Feels ambivalent 
about change, has not yet decided 
to change but is thinking that there 
may be a need to change.

Preparation: Has decided to change 
and is planning steps toward 
achieving the change goal.

Table 15–1 The Stages of Change

Stage Focus of Prevention Occupational Therapy Strategy

Bring the risky environments,
occupational performances, and
activities and occupations to 
awareness. Move to contemplation.

Tip the balance of pros and cons
to the pro side of making a
change. Move to preparation.

Finalize the plan for change and
facilitate commitment for imple-
mentation. Move to action.

• Educate about risks and their 
consequences to occupational 
performance.

• Facilitate self-evaluation of current
occupational performance to note
mismatch between performance
and values.

• Promote evaluation of environments
in terms of barriers and facilitators
to healthy engagement in activities
and occupations.

• Use decisional balance exercises to
articulate pros and cons for making
changes in occupational performance
and to explore pros and cons for not
making a change.

• Facilitate self-evaluation of current
occupational performance to note
mismatch between performance
and values.

• Promote evaluation of environments
in terms of barriers and facilitators
to healthy engagement in activities
and occupations.

• Use decisional balance exercises to
articulate pros and cons for making
changes in occupational perfor-
mance.

• Foster self-efficacy or belief in ability
to change through experience of
success in key activities and 
occupations.

• Foster self-efficacy or belief in ability
to change through experience of
success in key activities and 
occupations.

• Identify resources to facilitate and
support change.

• Determine alternative occupations
and activities.

• Avoid unhealthy environments or
alter environment to support health.

• Substitute healthy occupations and
activities for current unhealthy ones.
Use activity sampling if not aware of
possible new activities 

• Replace unhealthy occupational per-
formance with healthy performance.
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Action: Tries out new behaviors. 
Behaviors are unstable.

Maintenance: Establishes new 
behaviors on a long-term basis.

Table 15–1 The Stages of Change—cont’d

Stage Focus of Prevention Occupational Therapy Strategy

Adapted from Brief interventions and brief therapies for substance abuse by K. L. Barry, 1999, Rockville, MD: Center for Substance

Abuse Treatment, Substance Abuse and Mental Health Services Administration; and Group treatment for substance abuse: A stages-
of-change therapy manual by M. M. Velasquez, G. G. Maurer, C. Crouch, & C. C. DiClemente, 2001, New York: Guilford Press.

Support the new behaviors and
encourage further action as needed.
Move to maintenance.

Provide periodic booster sessions to
maintain healthy behaviors. Help
stay in maintenance, or if relapses
into old risky behaviors, move to
contemplation and begin again.

• Foster self-efficacy or belief in
ability to change through experi-
ence of success in key activities
and occupations.

• Identify resources to facilitate and
support change.

• Determine alternative occupations
and activities by sampling 
activities.

• Avoid unhealthy environments or
alter environment to support
health.

• Substitute healthy occupations
and activities for current 
unhealthy ones.

• Replace unhealthy occupational
performance with healthy 
performance.

• Reward new occupational 
performance.

• Teach how to self-reward.
• Introduce support networks for

modeling and facilitating further
change.

• Foster self-efficacy or belief in
ability to change through experi-
ence of success in key activities
and occupations.

• Reward new occupational 
performance.

• Teach how to self-reward.
• Introduce support networks for

modeling and facilitating further
change.

• Promote incorporation of new 
occupational performances into
habits, routines, and roles.

• Encourage continual self-
monitoring to identify emerging
risky environments, occupational
performances, and activities and
occupations.
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Similar to the process of occupational therapy 

interventions—where there is continual reassessment

and interaction between evaluation, intervention, and

outcomes—these stages of change are not linear,

because individuals may move back and forth

between them. Reoccurrence of the risky or addictive

behavior may indicate the need for individuals to

revert back to earlier stages and to progress through

them again. Table 15-1 provides further clarification

of how to apply these stages to prevention and out-

lines possible occupational therapy strategies. These

strategies are guides for designing downstream, mid-

stream, and upstream types of programming.

The goal of prevention strategies, whether delivered

through downstream, midstream, or upstream pro-

grams, is to decrease the likelihood of the population’s

engagement in risky activities and behaviors, or if

already engaged in risky activities, to prevent the esca-

lation of risk to the point of addiction. Optimally, the

outcome of prevention is the development of a personal

value system and public norms that promote personal

responsibility for one’s own health and for contributing

to the health of the community. Healthy communities

depend on, and are sustained through development of

supportive contexts, the engagement of the population

in constructive occupations such as activities of daily

living, instrumental activities of daily living, education,

work, leisure, and social participation. If reduced

engagement in healthy occupations and increased

engagement in unhealthy occupations (e.g., activities

associated with using alcohol and drugs) occurs and is

widespread within a population, communities may

experience increased crime and escalating economic

and social decline. Values important for promoting per-

sonal responsibility for health include the following

(modified from Moyers & Stoffel, 2001, p. 330):

• Using substances is not essential for occupational

performance unless prescribed for specific med-

ical reasons or unless involving the appropriate

use of over-the-counter medications (e.g., for

fever reduction and treatment of headache or

colds, or to enhance nutrition with vitamins, etc.).

• Using substances uncontrollably leads to health,

social, and possibly legal problems and interferes

with occupational performance and engagement

in activities and occupations.

• Using substances as performance enhancers (e.g.,

anabolic steroids, creatinine, ephedra, blood dop-

ing) for sports is dangerous and may lead to liver

cancer, cerebrovascular accident (CVA), myocar-

dial infarction, a weakened immune system,

mania, delusions, and homicidal rage (National

Institute on Drug Abuse, 2007).

• Using substances to solve emotional problems

is dangerous and may lead to permanent 

impairments in body structures and body 

functions, performance skill erosion (motor,

process, and communication/interaction), 

performance pattern disruption (habits, routines,

and roles), and occupational alienation and 

deprivation.

• Achieving an artificially altered emotional and

cognitive state is not acceptable and interferes

with occupational performance and engagement

in activities and occupations.

• Learning coping strategies is important for man-

aging life problems and for facilitating occupa-

tional performance and engagement in activities

and occupations within a community.

• Enhancing protective factors and reversing/

reducing known risk factors to alcohol and illicit

drug use is helpful when choosing occupations

and when selecting contexts within a community

for engagement in healthy occupations.

• Developing social competencies is necessary 

for articulating needs related to engagement in

occupations and activities necessary for a 

wholesome lifestyle supported within a healthy

community.

Evidence-Based Prevention
Programs

In order to understand the potential role of occupa-

tional therapy in promoting health and reducing risk for

substance use, it is helpful to review the literature for

evidence-based prevention and health promotion pro-

grams. Most of the identified programs targeted mid-

stream interventions, but downstream and upstream

programs were also included. See Table 15-2 to exam-

ine the evidence-based prevention programs discussed

in this chapter; the vast majority are provided as group

interventions. Four common models of group work

include the

• group education model, in which participants are

taught health-related information;

• skills training model, in which participants are

taught behavioral and cognitive-behavioral skills,

such as anger management;

• group process model, where participants gain

therapeutic benefits from their interactions with

other group members and the group leader; and

• check-in group model, where brief individual

interventions are provided in a group setting

(Weiss, Jaffee, de Menil, & Cogley, 2004).
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Family Programs
Spoth, Redmond, and Lepper (1999) studied a preven-

tion program based on a biopsychosocial model called

the Iowa Strengthening Families Program (ISFP),

which was conducted with 446 families from 22 rural

school districts in the Midwest. The programmatic

goals were to enhance the protective and resiliency

processes of the family and to decrease the family-

based risk factors that may contribute to the adoles-

cent’s potential for developing a substance-use disorder.

The program consisted of six separate but concurrent

youth and parent sessions designed to build skills in

risk reduction. There was also a joint family curriculum

where skills learned in the separate sessions were prac-

ticed. These joint sessions occurred immediately after

the individual sessions. Program content examples are

listed in Table 15-3.

The ISFP was compared to another family program

called Preparing for the Drug-Free Years (PDFY), which

arose from a social development model (Spoth, Reyes,

Redmond, & Shin, 1999). The goal of the PDFY pro-

gram was similar to the ISFP and was designed to

enhance the protective parent-child interactions. Another

goal was to reduce family-based risk factors that could

contribute to an adolescent’s early substance use. The

difference in this program from the ISFP was that there

were only five sessions, each lasting 2 hours. The parents

attended all five sessions while the child was required to

attend only one session. Content for both programs was

similar (see Table 15-3).

The results of these studies (Spoth, Redmond, &

Lepper, 1999; Spoth, Reyes, et al., 1999), as indi-

cated in Table 15-2, showed that both family pro-

grams were effective in reducing the initiation of use,

frequency of use, and composite use of adolescents

over a 3-year period. However, the ISFP, which

involved the adolescent more than the PDFY pro-

gram, demonstrated a greater number of significant

effects on the outcome measures. However, both pro-

grams were effective in reducing the adolescent’s

reported use, and a cost-benefit analysis (Spoth,

Guyll, & Day, 2002) reported significant benefit for

every dollar invested in the two family-focused pre-

vention programs, with the ISFP having a greater

benefit per investment dollar.

School Programs
School programs have been effective in reducing cur-

rent alcohol and drug use, intention to use, and alcohol

behavior, and they have been effective in improving

social adjustment and self-efficacy around alcohol and

drug refusal skills. In addition to preventing alcohol

use, several of the programs effectively targeted illicit

drug, tobacco, marijuana, and polydrug use. Most of

these programs gave minimal coverage to teaching

knowledge about drugs and alcohol and their long-term

physical and emotional effects. Instead, information

was provided about the more immediate negative con-

sequences of alcohol and drug use, particularly high-

lighting the decreasing social acceptability of use.

Norms related to actual adult and adolescent drug and

alcohol use were provided to illustrate any discrepancy

between the adolescent’s current use and that of most

individuals their age. 

The emphasis of these school-based programs was on

general interpersonal skills and on social competence.

Social competence refers to personal and interpersonal

effectiveness in stress management, self-esteem, health

knowledge, problem-solving, assertiveness, and social

support (Caplan et al., 1992). Methods for teaching in

these programs typically involved cognitive-behavioral

strategies, such as demonstration, behavioral rehearsal,

feedback and reinforcement, and behavioral homework

assignments for further practice. Research generally 

indicated that to sustain effectiveness over time, booster

sessions were helpful in maximizing any preventative 

effect of these school-based programs (see Tables 15-3

and 15-4). 

Epstein, Griffin, and Botvin (2000) used statistical

modeling to show that the adolescent’s general compe-

tence was linked directly to refusal assertiveness 

1 year after the prevention program and was indirectly

related to less alcohol use 2 years after the prevention

program. General competence training refers to

embedding refusal-assertiveness skills within a context

of broader personal and social skills training. Thus, it

seems that the most promising school-based prevention

programs are comprehensive in nature, incorporating a

broad set of skills training. This wider focus is justified

when considering that the lack of skills needed for cop-

ing with daily life hassles increases vulnerability to

interpersonal and intrapersonal pressures to use alcohol

and drugs (Epstein et al., 2000).

Prevention programming for college students that

involved a downstream program incorporating a type of

brief intervention strategy was included in Table 15-2.

Brief interventions may include a 5-minute to 1-hour

session (sometimes several short sessions over time) in

which the focus is to investigate a potential problem

and to motivate the person to do something about his or

her substance abuse (Barry, 1999). Brief interventions

do not require a face-to-face visit with a therapist, as

phone calls, mailings, and workbooks may substitute. 

At-risk college students were mailed personalized

normative feedback about their responses to self-report

items assessing their drinking habits, alcohol-related

problems, and perceptions of drinking norms. Students

could use this mailing to determine how their drinking

Text continues on page 294
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290 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions
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292 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions
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294 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions

compared to the norms of drinking in the general pop-

ulation (Collins, Carey, & Sliwinski, 2002). As noted in

Table 15-2, the mailed feedback brief intervention at

the 6-week posttest period was effective in reducing the

consumption of drinks per heaviest drinking week 

and the frequency of engagement in heavy episodic

drinking. Unfortunately, the impact of this social norms 

intervention approach was not maintained at the 

6-month follow-up. This study illustrates the value of

interventions that enhance recognition of the discrep-

ancy between one’s own behaviors and that of others

who do not have a problem with alcohol, as well as

highlights the need for brief booster interventions to

further decrease use of alcohol and drugs.

Community Programs
Community programs identified in Table 15-2 included

downstream, midstream, and upstream interventions.

Monti and colleagues (1999) determined the efficacy 

of a harm-reduction brief intervention to reduce the 

Learning about risk factors for 
substance use

Providing guidelines for substance-
related behaviors and monitoring 
compliance with guidelines

Promoting parent–child bonding

Providing consequences for 
substance-related behaviors

Managing anger, family conflict, 
and other strong emotions

Enhancing positive child 
involvement  in family tasks

Developing effective family 
communication

Using activities to increase family 
cohesiveness

Teaching the adolescent family 
member how to cope with  
negative peer influence

Improving peer relationships

Table 15–3 Key Components of Prevention Programs

CONTENT OF PREVENTION PROGRAMS

Family Programs School Programs Community Members

Stress management and reduction
of anxiety; management of 
emotions

Self-esteem, self-confidence, and
personal responsibility

Cognitive-behavioral skills for 
problem-solving and decision-making

Substances and health, negative
consequences of use, prevalence
rates among adults and adoles-
cents, and skills to resist advertis-
ing pressure promoting alcohol and
tobacco use

Assertiveness and effective com-
munication

Social networks and developing
positive personal relationships

Skills for coping with social influ-
ence to drink alcohol and use drugs

Knowledge related to alcohol and
drugs and education to modify nor-
mative expectations

Peer leaders and role models

Living a healthy and drug-free life

Affordable downstream programs to
provide treatment

Community mobilization of leaders
and key organizations

Responsible beverage service and
sales practices

Strategies to reduce drinking and 
driving

Reduction of retail availability of alco-
hol and access to illicit drugs; local
regulation of alcohol to decrease den-
sity and hours of sale; reduction of
alcohol availability to minors

Law enforcement to increase risk of
arrest; to enforce drinking-while-
intoxicated laws

Local news media to increase public
awareness and concern about alcohol
and drug use

Policy changes in schools and local
government

Availability of leisure activities to 
support engagement in healthy 
occupations

Economic promotion to increase
access to jobs
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Table 15–4 Occupational Therapy Prevention Programs

Occupational Therapy 

Target Audience Prevention Process Prevention Focus Prevention Delivery Site

Families

Schools

Promoting Resiliency

Enhance protective factors:

• Create strong bonds
among family members

• Implement clear parental
rules for conduct

• Celebrate family successes

• Develop clear communi-
cation

Reduce risk factors:

• Rid routines of chaos

• Improve nurturance of 
children

• Reduce incidence of unpre-
dictable aggressive or 
overemotional behavior

• Increase open and honest
communication

Providing healthy environ-
ments for learning

Building substance-free learn-
ing environment

• Drug and alcohol policies

• Smoke-free environment

• Make available school
counselors and health-care
personnel

• Become a site for Students
Against Destructive Deci-
sions (SADD) (previously
known as Students Against
Driving Drunk) or other self-
help groups such as Alco-
holics Anonymous if needed

• Provide well-supervised
extracurricular activities,
field trips, dances, and 
so on

• Investigate patterns of tar-
diness or absenteeism

• Provide alternative punish-
ments to expulsion when
possible

• Developing a shared 
value system

• Establishing preventative
family rituals, traditions,
and daily routines

• Building shared occupa-
tions

• Facilitating healthy occupa-
tional performance of indi-
vidual family members

• Facilitating the adoption of
conventional norms about
substance abuse

• Creating role models

• Promoting full involvement
of all students in learning
and in extracurricular 
activities

• Assessing impact of family
use of substances on
learner and provide
resources

• Rewarding success and
motivating positive change
behaviors

• Promoting replacement rit-
uals for drinking as a right
of passage

Downstream

• In family homes

• Family outpatient 
treatment

Midstream

• Schools

• Employment sites

• Community sites

Upstream

• Policy supporting healthy
families

Midstream

• Elementary

• Middle school

• High school

• Community colleges

• Universities and colleges

Upstream

• Policy supporting drug and
alcohol programs in
schools and universities

• Development of broad pop-
ulation programs targeting
schools and universities
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296 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions

Table 15–4 Occupational Therapy Prevention Programs—cont’d

Occupational Therapy 

Target Audience Prevention Process Prevention Focus Prevention Delivery Site

Employers

Communities

Building substance-free 
workplace

Focusing on creating a
healthy work environment
that values principles of well-
ness

• Drug and alcohol policies

• Smoke-free environment

• Employee assistance 
programs (EAPs)

• Reasonable productivity
requirements and expecta-
tions

• Adequate rewards for 
performance

• Provide company outings
or activities that are 
substance free

Building caring, responsible,
and safe communities

• Use a public health model

• Advocate for appropriate
legislation

• Obtain funding for preven-
tion programs

• Launch national media
campaigns

• Introduce and enforce laws
favorable to decreased
substance use

• Providing stress-reduction
programs

• Encouraging use of breaks
and time off

• Promoting healthy nutrition
and physical fitness

• Enriching jobs to increase
employee autonomy and
professional development

• Preventing excessive
absenteeism and monitor-
ing accidents and injuries

• Making available informa-
tion on substance use

• Work with media to pub-
lish or air stories about
successful prevention
activities and programs

• Work with community
leaders to fund prevention
programming that is easily
accessible

• Work with local govern-
ments to sponsor alcohol-
free or family-friendly 
activities

• Work with groups to offer
prevention programming

• Keep libraries stocked with
prevention and healthy
lifestyle information

Downstream

• Employee assistance
programs

• Occupational health 
programs

• Referral process to treat-
ment programs

Midstream

• The main employers in the
community

• Human resource depart-
ments

Upstream

• Policy development
through Occupational
Safety and Health 
Administration

• Inclusion of intervention for
substance use in employer
health-care insurance 
programs

Midstream

• Places of worship

• Fitness clubs

• Community centers

• Clubs, philanthropic, and
civic organizations

• Senior citizen centers

• Libraries

• Public parks and recreation
centers

• Community courts

Upstream

• Local and state 
government

• Criminal justice system

• Media
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alcohol consumption of older adolescents who were

treated in the emergency room. The brief intervention in

this study involved motivational interviewing (Miller

& Rollnick, 2002), a type of therapeutic style with a

focus on providing empathy, avoiding arguments, devel-

oping discrepancy between one’s drinking and that of

the general public, promoting self-efficacy, and facili-

tating personal choice. In the emergency room setting,

the motivational interview involved five components: 

1. Reviewing the event and circumstances leading

to the emergency room visit

2. Exploring the motivation to continue drinking

and to quit drinking

3. Providing personalized feedback regarding 

current drinking problem

4. Imagining the future if continuing to drink and if

quitting or cutting down on drinking

5. Establishing drinking reduction goals for the 

future

Motivational interviewing was found effective in

decreasing alcohol consumption, incidence of drinking

and driving, traffic violations, and alcohol-related

injuries and problems (Monti et al., 1999).

The midstream program in Table 15-2 was similar to

the school-based programs previously described,

except that the prevention program was implemented

within Boys and Girls Club programming (Pierre,

Kaltreider, Mark, & Aikin, 1992). The prevention pro-

gram included both life skills training (e.g., decision

making and independent thinking) and specifics about

alcohol and drugs (e.g., alcohol and drug myths and

realities and gateway drugs). This program was differ-

ent from most of the school programs by including 

2 years of booster sessions. In the first year of the

booster sessions, attendees were encouraged to become

peer leaders and role models in their ability to cope

with peer pressure to use alcohol or drugs and to

engage in sexual activity. The second-year booster ses-

sions focused on personal and social competence. After

the second-year booster sessions, prevention activities

were incorporated within the general activities of the

Boys and Girls Club so that skills were continually

developed and enhanced.

The remaining prevention studies were targeted to

the upstream program level and were broad-based pop-

ulation interventions (see Tables 15-3 and 15-4). After

reviewing these community population prevention 

programs, the authors developed a community influence

model that incorporated the main aspects of the 

programs found in the literature and included the occu-

pational perspective that is missing from current pro-

grams. This model is graphically displayed in Figure

15-1. According to our community model, a healthy

community depends on its citizens collectively engaging

in positive activities and occupations. In turn, this healthy

community provides the supportive contexts to continu-

ally encourage engagement in health-producing activity,

especially providing economic opportunities to maintain

one’s livelihood and community safety and various learn-

ing opportunities important for raising children. 

Examine Figure 15-1, starting at the bottom box

labeled “M, Community Health.” The figure’s overall

message is that a community remains healthier by pre-

venting problems related to alcohol and drug abuse.

Community health is negatively affected when the

community does not engage in prevention of alcohol

and drug abuse. Examine the top of Figure 15-1 and

note that prevention depends upon the enactment of

local government and organizational policies on alco-

hol and drug use, alcohol sales and service policies,

and level of local regulation of alcohol (Holder et al.,

1997). When policies are in place, this leads to the

arrow labeled “C” at the figure’s top right. Local com-

munities can enforce regulations restricting the types of

alcoholic beverages sold, raising the minimum age for

purchase, rezoning outlets to control density, and

implementing cost controls such that economic avail-

ability is reduced. Enforcement results in community

access to alcohol and drugs eventually being decreased

(as indicated under label “D”) because of consistent

law enforcement. The alternative would mean that

community access to drugs and alcohol would either

remain the same or could actually increase because of

failure to enforce policies that restrict access to alcohol. 

Strictly enforcing licensing requirements for serving

alcohol is another important method for limiting access

to drugs and alcohol. Encouraging establishments that

serve alcoholic beverages to modify their alcohol serv-

ing and sales practices by training servers how to refuse

service to intoxicated patrons and underage persons is a

component of restricting access. The goal is for the

establishment to also reduce a customer’s likelihood of

driving while intoxicated. Enforcing criminal laws for

serving minors and holding intoxicated individuals

liable for any damage and injury caused while drinking

is useful for controlling access and is essential for reduc-

ing social acceptability of drunken behavior (label “F”). 

There should be community efforts to raise aware-

ness of socially acceptable levels of alcohol use.

Awareness should also be raised regarding the ways

in which drinking patterns can be modified through

severing the relationship between drinking and com-

munity events (arrow G). The community could limit

the serving of alcohol and could improve law

enforcement to prevent the unlawful use of alcohol 

and drugs during community-sponsored activities.

Community leaders should also explore ways to 
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Alcohol Service & Sales Policies 
Level of Local Regulation of Alcohol 

+ or – 

+ or – 
Local News Media 

+ or – 

+ or – 

Local Law  
Enforcement Regarding  

Alcohol & Drugs 

Community 
Events & Festivals 

Availability of 
Brief Interventions In 
Primary Health Care 

Alcohol & Drug Access
Level of Local Concern About

Drinking & Using Drugs
(Families, Schools, Community Agencies,

Business Leaders, Local Government)

Perceived Risk of Arrest
Alcohol/Drug Use Social Norms

Alcohol/Drug Use Prevalence
Alcohol/Drug Use Morbidity

Engagement in Activity/Occupations

+ or – 
Alcohol/Drug 

+ or – 

+ or – 

A
B C

D

F

J

L

Community Health

M

H

G

+ or – 

+ or – 

+ or – K

E

I

Figure 15-1 Community Influence Model, drug and alcohol policy.

decrease access to alcohol, especially for minors,

through the provision of better control and of adult

supervision during parties and school activities such

as dances and sporting events. Communities allowing

alcohol at festivals and events create access to alco-

hol and may be decreasing the ability to enforce

existing laws and policies.

In this model (arrow B), the local media plays a role

in creating community awareness and works with the

police (arrow C) to publicize enforcement of laws

related to drinking and driving, drug trafficking and

purchasing of illegal substances, public intoxication,

and disorderly conduct. When the public is aware of

potential for arrest (arrows E and G), there is deter-

rence to driving after drinking, an effective way to

reduce alcohol-involved injury and death (label “F”). It

is important for the local media to educate the public

about nontraffic risk activity as well, such as boating; 

stair-climbing; or operating machinery, equipment, or

power tools at home or at work when drinking or when
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intoxicated. Another nontraffic risk activity is drinking

and smoking in a potentially flammable environment.

Presence of these prevention factors within a com-

munity determines the rate at which citizens initiate

alcohol and drug use (label “H”). Once intake is initi-

ated, the availability of brief intervention in primary

care and of treatment when indicated (arrow I) is a 

factor in determining whether alcohol and drug use

escalates to the point of high rates of morbidity or

death (label “J”). High rates of addiction in a commu-

nity may lead to occupational alienation and depriva-

tion (arrow K) such that portions of the population are

deprived of work opportunities (label “L”) and may

become homeless or may become involved in crime to

support an expensive drug habit (label “M”). 

Role of Occupational Therapy

Table 15-4 displays prevention programs in terms of

the target audience, the prevention process, the focus of

the occupational therapy program, and the site of 

program delivery divided according to downstream,

midstream, and upstream interventions. The TMBC,

combined with an occupational perspective, is used to

guide the development of programming.

Recall that the goal of any prevention program tar-

geting precontemplation or contemplation is to bring

the risky behaviors to the person’s or the target popula-

tion’s attention and to motivate a decision to make a

change in these behaviors. As they embrace community-

based practice in multiple settings, occupational thera-

pists and occupational therapy assistants are in a 

position to identify and intervene with persons whose

alcohol or drug use may be hazardous or harmful to

their health and occupational performance, or with 

persons who are at risk for developing more serious 

alcohol- and drug-related behaviors. Unfortunately,

occupational therapy practitioners and primary health-

care providers often seem reluctant to tackle this goal

of moving the target population from precontemplation

to contemplation or from contemplation to preparation.

Reasons for avoiding this responsibility may include

the following:

• Perceived lack of time to focus on this goal

• Inadequate training

• Fear of antagonizing people

• A belief that focusing on risk reduction or on

reduction of substance abuse is incompatible with

most occupational therapy intervention goals

• A belief that people who abuse substances do

not respond to intervention and that prevention

efforts reap little benefit (Babor & Higgins-

Biddle, 2001)

Each of these objections can be refuted and a case

can be made for the likelihood of positive results occur-

ring if evidence-based strategies are used to facilitate

change. In terms of lack of time and being incompati-

ble with other occupational therapy intervention goals,

community-based occupational therapy programs 

should incorporate screening and brief interventions, 

because alcohol and drug use is a leading contributor to

many other health and social problems and may be the

underlying cause of the health, family, or employment

problems requiring attention. Brief interventions do not

have to be time-consuming and may range from not

taking any of the therapist’s time (e.g., providing rele-

vant literature and screening tests in the form of pam-

phlets in waiting rooms and offering workbooks to

clients willing to work on reducing alcohol and drug

use) to spending 5 to 20 minutes talking to the client.

Occupational therapy practitioners, especially those in

practice areas other than mental health, often believe

they lack the expertise to provide screening and inter-

vention for risk of alcohol and drug abuse (Thompson,

2007). Moyers and Stoffel (1999) illustrated that an

occupational therapist who worked in the office of a

hand surgeon could be trained to incorporate screening

and brief intervention strategies as a component of an

effort to judge a client’s health prior to hand surgery. In

addition, occupational therapists are often in a position

to identify misuse and abuse of prescription and non-

prescription painkillers post-trauma or surgery by

reviewing pain status and pain history with clients.

Antagonizing the client who comes to the therapist

for other health-related reasons is of low risk during

brief intervention when following principles of motiva-

tional interviewing, which incorporates a therapeutic

style that avoids evoking denial and instead “rolls with

resistance” (Miller & Rollnick, 2002) and promotes 

the person’s responsibility for making change. Brief 

interventions have been found effective as noted in 

evidence-based literature reviews (Stoffel & Moyers,

2004), in treatment improvement protocols (Barry,

1999), and in occupational therapy practice guidelines

(Stoffel & Moyers, 1997). The evidence-based section

of this chapter analyzing prevention programs gener-

ally indicates the efficacy, and in some cases the cost-

benefit, of such brief intervention programs.

Screening
Screening is the first step to bring about awareness of a

possible alcohol or drug problem or as a way to facili-

tate movement into the preparation stage. Occupational

therapists may find that doing a screening as part of an

occupational profile to ascertain daily routines that

contribute to health is a good fit regardless of the inter-

vention setting. Such a screening process provides the
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basis for designing interventions with targeted out-

comes.

When suspecting an alcohol problem, the CAGE

(Cut down on drinking, being Annoyed by someone

criticizing the drinking, feeling Guilty about drinking,

and having an Eye-opener in the morning; Ewing,

1984) and quantity and frequency (Q/F) questions may

be used (Cooney, Zweben, & Fleming, 1995). One or

more positive responses to the CAGE referring to the

past year indicate a positive test. The sensitivity (true

positives) and specificity (true negatives) of the CAGE

range from 60% to 95% and from 40% to 95%, respec-

tively (National Institute on Alcohol Abuse and Alco-

holism [NIAAA], 1993). A corollary to the CAGE is

the RAFFT for persons who use alcohol and/or drugs

(Bastiaens, Riccardi, & Sakhrani, 2002). The five ques-

tions in the mnemonic are 

• Do you drink/take drugs to Relax, feel better

about yourself, or fit in? 

• Do you ever drink/take drugs while you are by

yourself, Alone?

• Do any of your close Friends drink/take drugs?

• Does a close Family member have a problem

with alcohol/drugs? and 

• Have you ever gotten into Trouble from drinking/

taking drugs? 

The RAFFT has a sensitivity and specificity of 89%

and 69%, respectively, with two positive answers.

Quantity and frequency (Q/F) questions are con-

cerned with the number of days per week one has had

a drink in the past month, number of drinks per drink-

ing occasion, and the number of times in which one

drank more than five drinks during the past month.

Before obtaining answers to these Q/F questions, the

person must be instructed in how much alcohol consti-

tutes a “drink”: one ordinary can of beer, a single shot 

of spirits (whiskey, gin, vodka, etc.), a glass of wine

(140 mL), or a small glass of liqueur or aperitif (70 mL;

Babor & Higgins-Biddle, 2001). On the Q/F screen, 

14 or more drinks per week or 5 or more drinks per any

given day equals a positive test for men under the age

of 65. For women and men over age 65, seven or more

drinks per week or four or more drinks per any given

day equals a positive test. These quantity and frequency

screening tests together have 90% accuracy in deter-

mining the existence of an alcohol problem (Cooney 

et al., 1995).

The Alcohol Use Disorders Identification Test (AUDIT;

may be downloaded for free at http://whqlibdoc

.who.int/hq/2001/WHO_MSD_MSB_01.6a.pdf; Sauders,

Aasland, Babor, de la Fuente, & Grant, 1993) was devel-

oped for use by a range of health-care personnel and 

can be administered separately or combined with other

questions, such as those from the occupational thera-

pist’s occupational profile (American Occupational

Therapy Association [AOTA], 2008). This screening

instrument has an interview format or a self-report ver-

sion, consisting of 10 questions about recent alcohol use,

alcohol dependence symptoms, and alcohol-related

problems. Each question has a response ranging from 0

to 4, which are then added together for a total score. 

Along with the AUDIT screen, the occupational

therapist should implement an occupational profile

(AOTA, 2002) to determine how the alcohol or drug

use risk or problem currently affects occupational 

performance. Determining how the use has affected

performance over time would necessitate conducting

an occupational history (Moyers & Stoffel, 1999), such

as the Occupational Performance History Interview

(second version; Kielhofner et al., 1997). In order to

determine how using the alcohol or drugs impacts

occupational adaptation, the occupational therapy

interview of choice might be the Occupational

Circumstances Assessment—Interview Rating Scale

(Haglund, Henriksson, Crisp, Friedheim, & Kielhofner,

2001). 

Regardless of which instrument is used to discern the

impact of alcohol and drug use on occupational perfor-

mance and roles, the results should help the occupational

therapist determine whether occupational performance

is intact, whether there is risk for occupational alien-

ation, whether occupational alienation is present, or

whether occupational deprivation is occurring. If experi-

encing occupational alienation, the person would

describe a loss of meaning on the occupational profile

that was once associated with performance (Wilcock,

1998). The individual would still be engaging in those

occupations but would report losing interest or would

describe spending less time in healthy occupations.

There would be a beginning pattern of spending more

time in substance-using activities to maintain the

addiction (e.g., raising money for drugs, protecting 

the supply from others, seeking persons with whom 

to use, and creating situations for using; Moyers &

Stoffel, 2001). 

As the occupational alienation process continues,

substance-using activities may eventually take on

greater meaning, such as fulfilling the need to “escape,

have fun, relax and sleep, avoid physical and emotional

pain, gain confidence, increase sexuality, feel less

inhibited and more creative, or increase energy and

activity levels” (Moyers & Stoffel, 2001, p. 325). The

substance use may eventually impede engagement such

that occupations are no longer meaningful and are no

longer important to identity formation. These previ-

ously enjoyed occupations become a set of activities

that one merely performs throughout the day, making
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the occupational alienation process complete. Over

time, as performance continues to deteriorate, one is

deprived of those once-important occupations neces-

sary for a satisfying and meaningful life. 

Occupational deprivation (Wilcock, 1998) occurs

when individuals structure their substance-using

activities into daily performance patterns that pre-

serve the using routine and decrease participation in

other occupations. The person habitually responds to

alcohol or drug cues in the environment (e.g., driving

past a bar, seeing beer in the refrigerator, or smelling

marijuana) with craving or an increased desire to use

alcohol or drugs. This desire to use activates physio-

logical and psychological expectations regarding the

potentially positive experience associated with using

(Moyers & Stoffel, 2001). Long-term consequences

of using the alcohol or the drug are ignored. Activi-

ties and occupations previously valued may in fact

become barriers to using and are avoided so that 

the substance-using routines occur without disrup-

tion. Occupational participation, performance, per-

formance patterns, and performance skills are all

affected.

Intervention
If the screening is negative, the occupational therapist

should still provide alcohol education about long-term

health effects of using alcohol beyond moderation or

about the potential safety, legal, and social problems

occurring when alcohol and drug use begins to inter-

fere with occupational performance and with engage-

ment in valued occupations. The client is congratulated

for currently using alcohol in moderation and is

encouraged to remain within the guidelines for safe

use. If clients do not use alcohol, they are told that they

are among 40% of the U.S. population who abstain

from alcohol (Babor & Higgins-Biddle, 2001). See

Figure 15-2 for more information. 

If the screens are positive, the intervention the

occupational therapist provides can be associated with

scores on the screening and with the results of the

occupational profile. An AUDIT score up to seven sug-

gests a need for alcohol education similar to that 

provided to those who received a negative screen,

except the client is told that 40% of the U.S. popula-

tion abstains and that 35% of the population are con-

sidered low-risk drinkers of which he or she would be

a part (Babor & Higgins-Biddle, 2001). Typically, the

occupational performance is intact, and there is

engagement in desired and meaningful occupations.

Discussion of the importance of continuing to engage

in these occupations should also ensue along with

emphasis that the client should remain in the abstainer

or low-risk category.

An AUDIT score between 8 and 15 indicates that

simple advice about the need for reduction of hazardous

drinking should be given. There are signs the person is

at risk for occupational alienation as time spent in

drinking has the potential of eclipsing ability to spend

time in desired and meaningful occupations. Although

occupational performance is generally intact, perfor-

mance patterns and skills may be affected. Simple

advice involves giving feedback about the current level

of risk. Clients are told that they are part of 20% of the

U.S. population who are considered to be high-risk

drinkers (Babor & Higgins-Biddle, 2001). The therapist

should also provide information to the client in terms of

the risks associated with drinking or using drugs. These

risks include liver damage, reduced resistance to infec-

tion, increased risk of pneumonia, throat or mouth 

cancer, depression and nervousness, irrational and

aggressive behavior, peripheral neuropathy, impaired

sexual performance, heart muscle weakness, vitamin

deficiency, inflammation of the pancreas, premature

aging, breast cancer, and memory loss (Babor & Higgins-

Biddle, 2001). 

Next, the therapist encourages the client to set a goal

to change drinking or using behavior as a targeted out-

come. Goals range from abstinence to low-risk drink-

ing. The low-risk drinking goal, however, may not be

appropriate for persons with a prior history of alcohol

or drug dependence, liver damage, or prior or current

mental illness; women who are pregnant; and those

who are taking medications that require total absti-

nence. When possible, most clients will pick a low-risk

drinking goal. According to Babor and Higgins-Biddle

(2001), no more than two standard drinks should be

consumed per day over a 5-day period. The clients

should understand that drinking should not occur in

some situations, such as when needing to drive. The

client receives information about what constitutes a

standard drink.

The behavior of the therapist is important during the

intervention. The therapist should be empathic and

nonjudgmental while at the same time being authorita-

tive. Having authority relates to knowledge of the prob-

lem and its impact on occupational performance and

does not involve being confrontational. The therapist

refrains from calling the person an alcoholic or a 

drug addict but engages the client in a joint decision-

making process about how to reduce the risk that will

occur if he or she continues to use in the manner

described during the screening process. The client is

also encouraged to reengage in the healthy occupations

the individual used to engage in regularly, as this will

involve the individual in something other than the

growing engagement in alcohol or drug-using activi-

ties. Periodic follow-up of the client on the drinking or
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drug-using problem is important to check on progress

toward the goal. If the client is making progress, then

encouragement to continue progress is given. Lack of

progress indicates the need for a referral for further

evaluation and in-depth intervention.

Brief intervention and continued monitoring is rec-

ommended for AUDIT scores between 16 and 19. The

client is told that he or she is a part of 20% of the popu-

lation who are high-risk drinkers (Babor & Higgins-

Biddle, 2001). The risks for this level of use are reviewed

as they were during the simple advice process. Current

harm the client is experiencing should be discussed, as

should the way in which engagement in occupations has

changed. The occupational therapist should also con-

sider administering the Readiness to Change Question-

naire (treatment version [RCQ-TV]; Heather, Luce,

Peck, Dunbar, & James, 1999). Based on the results of

the Readiness to Change Questionnaire, the occupa-

tional therapist begins the intervention that matches the

current stage. For instance, if the client is in the precon-

templation stage, the emphasis of the intervention should

be on feedback and providing information; if in the con-

templation stage, the emphasis is on giving information

and setting a goal; if in the preparation stage, the empha-

sis is on developing the goal, giving advice, and provid-

ing encouragement in implementing the steps to quit

using; if in the action stage, the emphasis is on review-

ing advice and giving encouragement to continue to

implement the change process; and if in the maintenance

stage, the emphasis is on giving encouragement to main-

tain the goal achieved. 

After assessing the client’s readiness to change, the

occupational therapist can give the individual the self-

help booklet found online that goes through the process

Alcohol & drug
use

NO 

YES 

Negative 

Positive 
(AUDIT 0–7; occupations intact)

(AUDIT 8–15) (AUDIT 16–19) (AUDIT 20 or more)

Screen

Simple Advice

Brief feedback
Alcohol education

Reinforce engagement in
occupations

No further response

Dependence likely, prior history of
dependence, prior history or current
serious mental illness, persons who

have not met goals from brief
counseling, & persons experiencing

occupational deprivation

Experiencing health 
problems & 

occupational alienation 

At risk for health  
problems 

At risk for occupational  
alienation 

• CAGE
• QF questions
• AUDIT
• Impact on occupational 
  performance & adaptation

• Feedback 
• Provide information 
• Establish a goal 
• Give advice on limits 
• Explain a standard drink 
• Provide encouragement 
• Re-engage in current 
  healthy occupations 

Simple Advice, Brief
Counseling, Monitoring

• Assess and tailor advice 
  to stage of change 
• Provide skills training 
  via self-help materials 
• Establish healthy 
  occupations 
• Follow-up 

No need to
screen

Referral to Diagnosis
& Treatment

FRAMES motivational
interviewing to prepare
for treatment
  • Feedback
  • Responsibility
  • Advice
  • Menu of Information
  • Encouragement
  • Self-efficacy

Figure 15-2 Screening and intervention decision flowchart. 
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of feedback, information, goal selection, advice, and

encouragement (Babor & Higgins-Biddle, 2001). The

occupational therapist can judge whether the client can

work through the booklet independently or whether he

or she would benefit from working on it with the ther-

apist. Additionally, plans are developed and encourage-

ment given to explore occupational interests and to

engage in these important nonusing activities. Follow-

up sessions are scheduled to determine progress toward

the drinking goal and if not progressing, to initiate a

referral to in-depth evaluation and intervention.

Clients with AUDIT scores of 20 or above are in

need of further diagnostic evaluation and referral. The

client should know that he or she is in the 5% of the

U.S. population who are probably experiencing alcohol

or drug dependence (Babor & Higgins-Biddle, 2001).

In terms of the stages of change, the goal is to gradu-

ally move the client through preparation into action

involving the individual seeking in-depth evaluation and

treatment. The FRAMES (feedback, responsibility,

advice, menu, empathy, self-efficacy; Miller & Sanchez,

1994) approach to motivational interviewing is used to

help the client realize the need for the referral. The six

parts of the FRAMES interview are

• feedback of personal risk or impairment (infor-

mation indicating the client is in the 5% depen-

dence category and information about the health,

social, and legal complications that usually occur

with dependence);

• emphasis on personal responsibility (the therapist

acknowledges the client’s right to decide what, if

anything, will be done);

• clear advice to change (only abstinence will stop

the problems associated with dependence and that

withdrawing from the drug or alcohol requires

medical intervention);

• a menu of alternative change options (where the

client may go for an evaluation and for treatment

recommendations);

• therapist empathy (the therapist recognizes the

difficulty in making a change); and

• facilitation of client self-efficacy or optimism (the

therapist expresses confidence in the client’s 

success in taking action but schedules a follow-

up to monitor what happens as the result of the

evaluation and then to monitor the result of the

intervention).

Conclusion

Occupational therapists and occupational therapy

assistants have a responsibility to consider how drink-

ing or using drugs affects their client’s general health,

wellbeing, quality of life, and occupational perfor-

mance and role competence. In addition, it is impor-

tant to consider strategies to facilitate community 

support for reducing risks for alcohol and drug use.

The occupational perspective has much to offer to cur-

rent health promotion programs that focus on improv-

ing the social competence of the individual at risk for

abusing alcohol and drugs. Engagement in healthy

occupations may have a positive influence on decreas-

ing risk for substance use. Promoting engagement in

desired occupations can occur as a part of down-

stream, midstream, and upstream programs. 

Most of the discussion in this chapter about health

promotion focused on midstream and upstream levels

of program design. Midstream programming involves

identifying at-risk individuals and using brief interven-

tions and social competency training to reduce risk.

The types of occupational interventions most often

used in midstream programs include therapeutic use of

self, occupations, education, and consultation. Upstream

efforts focus more on the community level to improve

the availability of healthy occupations and to decrease

unhealthy occupations. This change in design of 

occupations occurring in a community is part of an

extensive community mobilization effort. The idea 

is for the community to develop norms against risky 

alcohol- or drug-using behaviors and to provide sup-

port for alternative occupations that elicit healthy

behaviors. This effort also includes the development of

local government and organizational policies on alco-

hol and drug use, alcohol sales and service policies,

and local regulation of alcohol. Community mobiliza-

tion also involves the cooperation of the local media in

creating community awareness about enforcement of

laws related to drinking and driving, drug trafficking

and purchasing of illegal substances, public intoxica-

tion, and disorderly conduct. 

The chapter included a thorough discussion of how

the occupational therapist designs a midstream pro-

gram. The process of identifying risk includes using

screening assessments that can be incorporated into

the overall evaluation. Results of screening indicate

the appropriate intervention that may involve sub-

stance education, simple advice, brief intervention, or

referral for evaluation and in-depth intervention. A

variety of screening instruments were described and

resources indicated for obtaining these instruments. A

screening and intervention flowchart illustrated the 

decision-making process for determining what to do 

if the screening is positive or negative. A focus on

everyday occupations and their impact on health and

wellbeing is the unique contribution occupational ther-

apy practitioners can make to alcohol and drug abuse

prevention efforts.
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Case Study 15-1

An occupational therapist wants to begin working with a
local industry’s employee assistance program (EAP),
which already offers a range of services for employees
who have drug and alcohol problems and for their families.
The industry contracts with a community mental health
center to provide these services consisting of evaluation,
substance withdrawal, inpatient and outpatient interven-
tion, and follow-up. The center offers the services of a psy-
chiatrist, other physicians, two nurse practitioners, nursing
staff, psychologists, clinical counselors, lay counselors,
and several social workers. The community mental health
center is not sure what services the occupational therapist
could add that are not already being provided; however, it
is willing to entertain a proposal given that the industry is
not satisfied with the record of return to work and is want-
ing the EAP to implement prevention strategies designed
to reduce incidence of employee alcohol and drug abuse,
which has resulted in excessive absenteeism, decreased

productivity, an increase in on-the-job accidents and
injuries, and incidents of workplace violence.

Questions

1. The current work of the community mental health
center would be considered downstream interven-
tions. What would occupational therapy add to the
existing program to enhance return to work and 
prevention of relapse while working?

2. What midstream intervention could the occupational
therapist suggest to address the need for prevention
strategies that include an occupation-based perspective
and incorporate evidence from the prevention literature?

3. What upstream interventions could the occupational
therapist use to create supportive environments for
sobriety within the community that would augment
implementation of appropriate work behaviors at the
local industry?

◗ For Discussion and Review

1. Think about how occupational deprivation might

possibly lead to unhealthy habits in your own life.

How might understanding this concept lead to more

well-developed prevention strategies?

2. What are the differences between downstream,

midstream, and upstream interventions (include the

terms primary, secondary, and tertiary prevention)?

Where do you feel occupational therapy practition-

ers might make their greatest impact? Support your

position with opportunities you have observed in

your own community.

3. How does the Transtheoretical Model of Behavior

Change (TMBC) apply to prevention strategies?

How might a practitioner’s approach differ when

interacting with an individual in the precontempla-

tion stage versus the action stage?

4. Given the suggestions provided in this chapter,

what do you see as facilitators and barriers for

occupational therapy practitioners assuming an

active role in their communities and workplaces

related to the prevention of substance abuse?

5. What would be the initial steps an occupational

therapy practitioner might take to aid in the 

prevention or reduction of substance abuse?

What resources would you find most helpful 

in this effort?

◗ Research Questions

1. “Does a healthy pattern of performance in activities

and occupations prevent substance abuse?” (Stoffel

& Moyers, 2004, p. 582)

2. “In the situation where clients seek occupational ther-

apy services for problems secondary to their sub-

stance-use problem (e.g., physical rehabilitation),

does use of brief interventions (feedback, information

about risk, and brief advice) lead to an improved

readiness for changing their substance using behavior?

Will these clients who address their underlying sub-

stance use be more likely to achieve their occupational

therapy goals?” (Stoffel & Moyers, 2004, p. 581)

3. If screening, brief intervention, and referral for 

substance-related problems impacting occupational

performance and quality of life were a part of every

occupational therapy practitioner’s standard proce-

dure, would overall occupational therapy outcomes

be significantly improved over those obtained

through usual practice?
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Promoting Sexual Health: 
An Occupational Perspective
Michael A. Pizzi and S. Maggie Reitz

Healthy sexuality is a positive and life affirming part of being human. It includes knowl-

edge of self, opportunities for healthy sexual development and sexual experience, the

capacity for intimacy, an ability to share relationships, and comfort with different expres-

sions of sexuality including love, joy, caring, sensuality, or celibacy. Our attitudes about

sexuality, our ability to understand and accept our own sexuality, to make healthy

choices and respect the choices of others, are essential aspects of who we are and how

we interact with our world.

—Health Canada, 1999, p. 5

Learning Object ives

This chapter is designed to enable the reader to:

• Define and describe the complexity of sexual
health, including cultural factors and influences
such as gender and sexual identity.

• Discuss the developmental aspects of sexuality
and the influence of sexual health on quality of
life and engagement in occupation through the
life span.

• Recognize the importance of sexual health for 
people with disabilities.

• Discuss the importance of prevention and health
promotion for optimal sexual health through the
life span.

• Identify potential contributions of occupational
therapy to sexual health through the life span.

Key Terms

Gender identity
Heterosexism
Sexual activity
Sexual expression

Sexual health
Sexual identity
Sexuality

Sexually transmitted
diseases

Sexually transmitted
infections

Sexual orientation
Sexual rights
Sexual self-concept

Introduction

The occupational therapy profession’s definition of

sexual expression has been described in several ways.

It was included in the second edition of the American

Occupational Therapy Association’s (AOTA) Uniform
Terminology for Occupational Therapy as an area of

occupational performance and was defined as the abil-

ity to “recognize, communicate, and perform desired

sexual activities” (AOTA, 1989, p. 812). Five years

later, in the third edition, it was defined primarily from

a performance perspective as “engaging in desired sex-

ual and intimate activities” (AOTA, 1994, p. 1052). The

Occupational Therapy Practice Framework (referred

to as the Framework; AOTA, 2008) has replaced Uni-
form Terminology and focuses on occupational partici-

pation as it affects one’s health, wellbeing, and quality

of life. Within the occupational therapy profession, the

term sexual expression has been replaced with the term

sexual activity. Sexual activity is defined in the Frame-
work as “engaging in activities that result in sexual 

satisfaction” (AOTA, 2008, p. 631). This chapter will

address sexual health and sexual activity from the per-

spective of individuals, families, and populations with

and without occupational performance limitations.

The World Health Organization (WHO) is dedi-

cated to promoting health and examining the many

cultural, social, and economic factors that can be 

Chapter 16
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barriers to health and healthy lifestyles. The WHO

acknowledges that sexual health encompasses all

aspects of sexuality, from infectious diseases and

infertility to how disability or illness (e.g., cancer)

affects sexual function. 

Sexual health can also be influenced by mental health,

acute and chronic illnesses, and violence. Addressing

sexual health at the individual, family, community or

health system level requires integrated interventions

by trained health providers and a functioning referral

system. It also requires a legal, policy and regulatory

environment where the sexual rights of all people are

upheld. (WHO, n.d., ¶ 1) 

Sexual health includes engaging in responsible

sexual behaviors and being able to differentiate

between responsible and irresponsible sexual behav-

iors. Access to information in order to make healthy

sexual choices is a prerequisite of sexual health.

Healthy People 2010: Understanding and Improving
Health (U.S. Department of Health and Human Ser-

vices [USDHHS], 2000) presented data regarding

sexual health habits and sexually transmitted diseases,

and summarized past research on the impact of inter-

ventions. According to this report, “the most effective

school-based programs are comprehensive ones 

that include a focus on abstinence and condom use”

(USDHHS, 2000, p. 35). Condom use among sexually

active adults was maintained at a rate of 25% from

1995 to 2001. The total annual cost of unwanted ado-

lescent pregnancies and sexually transmitted infec-

tions was estimated to range from $24 billion to

$32 billion (USDHHS, 2000). Promoting healthy sex-

ual behaviors across the life span is an important role

for occupational therapists and occupational therapy

assistants. Occupational therapy interventions and

programming can promote sexual health and diminish

the costs of sexual choices that have negative personal

and societal consequences. 

This chapter focuses on describing sexuality from a

developmental perspective. Sexual activity will be

viewed as much more than physically engaging in a

sexual act. Prevention of disease and the promotion of

sexual health are emphasized. Sexual health will be

explored as an integral part of promoting a healthy

lifestyle and wellbeing through old age. An effort has

been made to offer an unbiased and nonjudgmental

view of sex and sexuality, including the avoidance of

heterosexism, which is the “belief that heterosexuality

is the only ‘natural’ sexuality and that it is inherently

healthier or superior to other types of sexuality” (Gay

and Lesbian Medical Association [GLMA] and LGBT

Experts, 2001, p. 446). As health is individually defined,

each person uniquely defines his or her sexual health. 

While this chapter defines sexual health and

explores strategies for occupation-based interventions,

it does not specifically address all issues related to sex-

uality that impact sexual health and quality of life, such

as infertility, childhood sexual abuse, sexual harass-

ment, sexual violence and rape, and sexual anomalies.

Although these issues have a profound impact on sex-

ual health, identity, and choices, they are beyond the

scope of this chapter. Prevention of sexual violence is

addressed in Chapter 18. This chapter focuses on sex-

ual health as an important part of a person’s overall

wellbeing and quality of life. 

Definitions of Sexuality 
Terminology

Several key terms that will be used throughout this

chapter are defined in Content Box 16-1. Other key

terms will be embedded throughout the chapter. The

definitions of three of these terms—sexuality, sexual
health, and sexual rights—are being developed and

revised by experts identified by the WHO. However,

these definitions should not be construed as official

WHO definitions or as indicating a WHO position

(WHO, n.d.).

A very important consideration when designing

interventions or when working with individuals or

groups on matters related to sexual activity is the

preservation of dignity, respect, and human rights

(WHO, n.d.). This is particularly relevant when a

client’s lifestyle or life choices with respect to sexual

activity and intimacy, are different from that of the

practitioner. This approach to care is well supported by

AOTA’s Ethics Standards (2004), which includes the

Occupational Therapy Code of Ethics (AOTA, 2005b),

the Guidelines to the Occupational Therapy Code of
Ethics (AOTA, 2005a), and the Core Values and Atti-
tudes of Occupational Therapy Practice (AOTA,

1993). In addition, it is supported by AOTA’s statement

of Occupational Therapy’s Commitment to Nondis-
crimination and Inclusion (Hansen & Hinojosa, 2004).

Sexual Health 

There are many determinants of sexual health. These

include the social and economic environment, one’s

innate capacities, strategies for coping, personal health

practices, gender, and culture (Health Canada, 1999).

Another determinant, which is closely aligned with the

Framework (AOTA, 2008), is health services, “includ-

ing services to promote, protect, maintain, and restore

health” (Health Canada, 1999, p. 10). Figure 16-1 

visually demonstrates the relationship between these
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Content Box 16-1

Working Definitions of Sexuality, Sexual Health, and Sexual Rights
• Sexuality “is a central aspect of being human throughout life and encompasses sex, gender identities and

roles, sexual orientation, eroticism, pleasure, intimacy and reproduction. Sexuality is experienced and
expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviors, practices, roles and 
relationships. While sexuality can include all of these dimensions, not all of them are always experienced or
expressed. Sexuality is influenced by the interaction of biological, psychological, social, economic, political, 
cultural, ethical, legal, historical and religious and spiritual factors” (WHO Draft Working definition, 2002, ¶ 5).

• Sexual health “is a state of physical, emotional, mental and social wellbeing related to sexuality; it is not
merely the absence of disease, dysfunction or infirmity. Sexual health requires a positive and respectful 
approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe sexual
experiences, free of coercion, discrimination and violence. For sexual health to be attained and maintained,
the sexual rights of all persons must be respected, protected and fulfilled” (WHO Draft Working definition,
2002, ¶ 6). 

• Sexual rights “embrace human rights that are already recognized in national laws, international human rights
documents and other consensus documents. These include the right of all persons, free of coercion, 
discrimination and violence, to:
• the highest attainable standard of health in relation to sexuality, including access to sexual and reproductive

health care services; 
• seek, receive and impart information in relation to sexuality; 
• sexuality education; 
• respect for bodily integrity; 
• choice of partner; 
• decide to be sexually active or not; 
• consensual sexual relations; 
• consensual marriage; 
• decide whether or not, and when to have children; and 
• pursue a satisfying, safe and pleasurable sexual life” (WHO Draft Working definition, 2002, ¶ 7)

Population 
Sexual & 

Reproductive 
Health 

Physical 
Environment 

Information 

Those who have less power, who experience economic hardship,
who have less access to information and services, and who live

in marginalized circumstances tend to be most affected.

Research Public Policy 

Social & Economic 
Environment 

Health 
Services 

Individual 
Factors 

Collective 
Factors 

Foundation 
for Action 

Personal Health 
Practices 

Individual Capacities 
& Coping Skills 

Gender Culture 

DETERMINANTS OF 
SEXUAL & 

REPRODUCTIVE HEALTH 

TOOLS & SUPPORTS 

INTERSECTORAL COLLABORATION

Figure 16-1 Factors that
impact population sexual
and reproductive health.

From: Report from consultations

on a framework for sexual and

reproductive health: What are the

issues and challenges? (p. 6), 
by Health Canada, 1999 ©,
Ottawa, Ontario. Reproduced with

the permission of the Minister of

Public Works and Government

Services Canada, 2007.
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determinants, policy, research findings, and health

information and their joint impact on sexual and repro-

ductive health. Health Canada (1999) discusses several

factors related to sexual health:

• Youth from lower socioeconomic groups begin

sexual activity at earlier ages and tend to engage

in riskier sexual habits.

• Sexuality and sexual behavior, including opinions

and choices about reproduction, are influenced by

attitudes, values, and role expectations.

• High-risk behaviors are linked to educational 

levels, with less educated individuals seeing

fewer benefits of postponing sex or engaging in

safer sex practices.

• Healthy decisions about sexual health and repro-

duction are related to attitudes, competence,

knowledge, and intentions.

• In nations where there is wide access to sex educa-

tion, teen pregnancy and abortion rates are lower.

A Developmental Perspective
on Sexual Health: Children and
Adolescents

The capacity to learn, think critically, cope with stress,

have good self-esteem, and make good decisions starts

developing in early childhood. Healthy sexual develop-

ment, including development of intimacy and trust, gen-

der identification, and positive experience of sensual

and sexual feelings, also begins in early childhood.

These factors have a profound effect on healthy sexual-

ity and sexual and reproductive decision making

throughout life. (Health Canada, 1999, p. 16)

Sexuality and sexual health is important for sustain-

ing quality of life throughout the life span. Table 16-1

details developmental milestones in sexual health,

social influences, and key risks and issues for youth.

The need for a society’s youth to be educated regarding

risk prevention and the importance of developing a

310 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions

Table 16–1 Aspects of Sexual and Reproductive Health for Youth

Aspects Descriptions

Developmental Milestones • Capacity to use abstract reasoning and communicate with persons in close 
relationships

• Development of meaningful relationships with peers

• Puberty 

• Growing sense of self and establishment of values 

• Development of a sense of one’s own body 

• Awareness of sexual feelings and responses 

• The ability to make decisions about sexual activity

Social Influences • Young women often find it difficult to be assertive, but at the same time are given
most of the responsibility for preventing pregnancy and sexually transmitted diseases. 

• Mass media images create and reinforce attitudes and values about gender roles
and power; have powerful influences on attitudes about sexual attractiveness and
body ideals; and create social expectations about acceptable choices regarding sex,
sexuality, and reproduction. 

• Peer relationships also have a great influence on development of values and 
attitudes, and on decisions about sex, sexuality, and reproduction.

Key Risks and Issues • Risky sexual practices by sexually active youth resulting in high rates of sexually
transmitted diseases and teen pregnancies

• High rates of violence in young people’s intimate relationships 

• Negative and unrealistic images of sex and sexuality in the mass media 

• Negative social attitudes toward homosexuality that contribute to identity confusion,
isolation, and rejection of gay, lesbian, and bisexual youth

From: Report from consultations on a framework for sexual and reproductive health (pp. 16–17), 1999 ©, by Health Canada, Ottawa,

Ontario. Reproduced with the permission of the Minister of Public Works and Government Services Canada, 2007.
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healthy appreciation for and understanding of their sex-

uality is clearly demonstrated by this table. This same

type of information for adults and older adults will be

summarized in other tables later in this chapter.

The Sexuality Information and Education Council 

of the United States (SIECUS) defined sexual self-
concept as “an individual’s evaluation of his or her sex-

ual feelings and actions” (2001, ¶ 2) and described it as a

key developmental task of adolescence. “During adoles-

cence, young people tend to experience their first adult

erotic feelings, experiment with sexual behaviors, and 

develop a strong sense of their own gender identity and

sexual orientation” (SIECUS, 2001, ¶ 2). Sexual health

interventions and education and the reduction of risky

sexual practices need to be implemented early in devel-

opment. Sexual practices, including unprotected sex, 

can begin in the preteen years (Content Box 16-2).

“Teenagers whose parents have lower educational levels

are more likely to be sexually active, and those who live

with a single parent are more likely to have had multiple

sex partners” (Health Canada, 1999, p. 10).

The National Association of School Nurses (2003)

developed a position statement to support the provision

of equitable services and equal opportunities to all stu-

dents despite sexual orientation, gender expression,

and gender identity. Gender identity is

an individual’s basic self-conviction of being male or

female. This conviction is not contingent upon the

individual’s biological gender. The exact process by

which boys and girls come to see themselves as males

or females is not known, but research indicates that

gender identity develops some time between birth and

age 3. (Child Welfare League of America, 2005, ¶ 13)

Sexual identity is a distinct concept that “evolves

through a multistage developmental process, which

varies in intensity and duration depending on the individ-

ual” (GLMA and LGBT Experts, 2001, p. 448). It

includes how people think or label themselves (e.g., asex-

ual, bisexual, gay, heterosexual, lesbian, queer, question-

ing, straight, undecided, undetermined) in terms of their

sexuality (GLMA and LGBT Experts, 2001).

It is important to note that harassment, threats of

physical violence, and actual physical assaults are fre-

quently reported to have occurred at school by youth

who are perceived to be gay or lesbian. Youth also

report being subjected to homophobic comments while

school employees and teachers ignore policies regard-

ing antigay comments. In an effort to avoid this type of

abuse, youth may engage in heterosexual sex behaviors

that place them at risk for disease and pregnancy

(Robins, 2006). If youth are engaging in these risky

behaviors, they may also be compromising or denying

their inherent sexual identities, which also can lead to

future mental health issues.

Sexual Health Promotion 
and Youth 

Development of occupation-based healt promotion inter-

ventions for children and adolescents can be challenging

for practitioners, given the sensitivity of the topic, partic-

ularly when considering the age group. Some principles

for programming can include the following: 

• Recognize and incorporate the developmental

level of the population during activity analysis

and activity syntheses

Chapter 16 Promoting Sexual Health: An Occupational Perspective 311

Content Box 16-2

Youth Risk Behavior Surveillance—
United States, 1999: Preteen and
Teenage Sexual Health Facts
• Half (49.9%) of all students had had sexual inter-

course during their lifetime. Hispanic male stu-
dents (62.9%) were significantly more likely than
Hispanic female students (45.5%) to have had
sexual intercourse. Overall, black students (71.2%)
were significantly more likely than Hispanic and
white students (54.1% and 45.1%, respectively)
to have had sexual intercourse.

• Nationwide, 8.3% of students had initiated sexual
intercourse before age 13. Overall, male students
(12.2%) were significantly more likely than female
students (4.4%) to have initiated sexual intercourse
before age 13. This significant sex difference was
identified for all the racial/ethnic subpopulations
and for students in grades 9, 10, and 12. Overall,
black students (20.5%) were significantly more
likely than Hispanic and white students (9.2% and
5.5%, respectively) to have initiated sexual inter-
course before age 13, and Hispanic 
students (9.2%) were significantly more likely than
white students (5.5%) to report this behavior.

• Nationwide, 16.2% of all students had had sexual
intercourse during their lifetime with at least four
sex partners. Overall, male students (19.3%) were
significantly more likely than female students
(13.1%) to have had at least four sex partners.
This significant sex difference was identified for
black and Hispanic students and students in
grades 9 and 10. Overall, black students (34.4%)
were significantly more likely than Hispanic and
white students (16.6% and 12.4%, respectively)
to have had at least four sex partners. Black male
students (48.1%) were significantly more likely
than Hispanic or white male students (23% and
12.1%, respectively) to have had at least four sex
partners, and Hispanic male students (23.0%)
were significantly more likely than white male 
students (12.1%) to report this behavior.

From “Youth risk behavior surveillance—United States, 1999,” by 

L. Kann et al., 2000, Morbidity and Mortality Weekly Report, 49, p. 19.

Atlanta, GA: Centers for Disease Control and Prevention.
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• Select culturally sensitive occupation-based inter-

ventions and materials 

• Incorporate the possibility that children and youth

may have differing sexual orientations and require

positive role models via the educational materials 

• Understand the concepts of gender identity for-

mation and sexual self-concept during sexual

health interventions

• Recognize that adolescents with disabilities or

chronic diseases are sexual beings and should have

access to sexual health education and may need 

extra support to build a healthy sexual self-concept

(Drench, Noonan, Sharby, & Ventura, 2006) 

• Accept that a proportion of adolescents with dis-

abilities will have sexual identities other than 

heterosexual and be able to address their concerns

regarding sexual health (Drench et al., 2006)

The SIECUS (2004) has established a comprehensive

manual of principles and guidelines for teaching,

developing programs, and evaluating programs to pro-

mote healthy sexual behaviors for grades K–12. These

guidelines were created to inform, educate, and provide

insight in order to facilitate the development of respon-

sible sexual behaviors. 

A growing body of research is available to facilitate

the development of efficacious sexual health promotion

interventions. One area investigates the impact of pa-

rental involvement with sharing and encouraging safer

sex behaviors. This is an important area of research, as

public service announcements (PSAs) often encourage

parents’ involvement and imply it is their role and 

responsibility. Unfortunately, these often vague PSAs

encourage parents to talk about “sex” and AIDS but do

not provide the parents with the tools, skills, or knowl-

edge to be effective health promotion agents with their

children (Lefkowitz, Boone, Au, & Sigman, 2003).

While most research to date investigating parent-child

communication regarding sexual activity has been sur-

vey based, Lefkowitz and colleagues (2003) conducted

a qualitative study of mother/adolescent dyads. Based

on the results of this study and a review of other quan-

titative research, the researchers provided the following

suggestions for developers of parent-based sexual health

promotion for youth:

• Provide parents with specific prevention topics to

discuss with their children (e.g., abstinence, preven-

tion of HIV/AIDS, safer sex, pregnancy prevention) 

• Provide information about these topics to the par-

ents so they can be informed and feel competent

to engage in the conversations

• Consider the religiosity of the parents to deter-

mine if both abstinence and safer sex should be

components in the program

A careful balance needs to be made between par-

ents’ religiosity and adolescents’ risk for pregnancy

and sexually transmitted diseases. Encouraging parents

to engage in conversations regarding dating relation-

ships, dating safety, and disease prevention is impor-

tant, but for some parents the addition of discussions of

safer sex may cause them to withdraw from a program

or these important conversations. However, if condoms

are not discussed, adolescents may engage in unsafe

sexual practices, even given their or their parents’ reli-

gious values (Lefkowitz et al., 2003). 

Research from the United Kingdom, which has some

of the highest rates of sexually transmitted diseases and

teen pregnancy in western Europe, indicates that the

rates are cyclical and not constant. The rates spike after

December and summer school holidays. Although these

cyclical patterns are well established, rates have been

dramatically increasing. Recent research (Bellis, Hughes,

Thomson, & Bennet, 2004) indicates that the rising rates

may be partially the result of cheaper airfare to interna-

tional vacation destinations focusing on nightlife. The

nightlife lifestyle promotes engagement in alcohol con-

sumption and participation in unsafe sex. The availabil-

ity of protective measures (e.g., condoms) may also be

limited, and language may be a barrier to the use of safer

sex techniques. These research results indicate the need

to examine the preparation of students from other coun-

tries, including the United States, as they participate 

in study-abroad programs where a similar escalation of

unsafe sexual behavior may also be present. 

Additional research will help occupational thera-

pists, public health workers, and other health profes-

sionals develop culturally sensitive prevention programs

that will protect youth’s overall health and wellbeing,

including their sexual and future reproductive health.

One such area of research that may assist in the devel-

opment of health promotion programming for this age

group is the identification of potential occupation-based

protective factors, such as participation in school sports

(Page, Hammermeister, Scanlan, & Gilbert, 1998) and

other extracurricular school activities, religious groups,

or community activism.

A Developmental Perspective
on Sexual Health: Adults

As people sexually mature, they discover what is sexu-

ally pleasurable and gratifying, and usually become

more comfortable with their sexual selves. People

develop sexual relationships based on preferences and

choices. Adult sexual expression and behaviors in

which people engage are personally chosen. The social

influences and key determinants guiding those sexual

312 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions
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choices and other developmental aspects of adult sexu-

ality are detailed in Table 16-2.

Knowledge about adult sexuality assists occupational

therapy practitioners in discussing client concerns about

sexual expression. In women, menopause can significantly

change one’s sexual desires or views on sexuality. Physi-

cal and emotional side effects occur, and estrogen replace-

ment therapy may be needed. To make intercourse easier,

vaginal lubricants can be used or other forms of sexual

expression beside intercourse that are satisfying to the

woman and her partner can be employed (Drench et al.,

2006). Health professionals providing sexual health edu-

cation need to continually review the research literature in

order to communicate accurate, timely information, so

individuals can make fully informed health decisions. 

Adult men also experience changes in sexual func-

tion as they age. Some sexual health facts for men

include the following:

• Testicles slow testosterone production after approxi-

mately age 25. 

• Erections may occur more slowly once testosterone

production slows. 

• Men become less able to have another erection 

after an orgasm and may take up to 24 hours to achieve

and sustain another erection.

• The amount of semen released during ejaculation also

decreases, but men are capable of fathering a baby

even when they are in their 80s and 90s. (Advocates

for Youth, section on adult sexuality, 2005 ¶ 2)
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Table 16–2 Aspects of Sexual and Reproductive Health for Adults

Aspects Description

Developmental • Sexuality is a continuing part of life for all adult men and women, whether or not 
Milestones they are sexually active

• Sexuality may include sexual feelings and expression, sexual decision making 

• Sexual decision making may include:

• whether to make a longer-term commitment to a partner 

• when to have children

• decisions involving pregnancy and childbirth

• decisions regarding contraceptive use and protection from sexually transmitted 
diseases and HIV/AIDS 

• Menopause 

• Coping with conditions and diseases that negatively affect sexual and reproductive health

Social Influences • Gender roles and power continue to influence sexual and reproductive choices and health

• Widespread homophobia

• Media images often portray sex role stereotypes and violence, creating discord and 
dysfunction in sexual relationships

• High rates of unintended or unwanted pregnancies

Key Risks and Issues • High rates of sexually transmitted diseases

• Infertility 

• Growing use of reproductive technologies to respond to infertility or manipulate the 
conception process

• Risks during pregnancy linked to poor prenatal care, substance use and abuse, poverty
and lack of social supports

• Menopause and hormonal changes 

• Sexual violence 

• Reproductive cancers, including breast, cervical, and prostate cancer and other sexual and
reproductive conditions and disorders

From: Report from consultations on a framework for sexual and reproductive health (p. 17), 1999 ©, by Health Canada, Ottawa,

Ontario. Reproduced with the permission of the Minister of Public Works and Government Services Canada, 2007.
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In adults, sexual orientation becomes clearer. Sex-
ual orientation is defined as “the orientation within

human beings that leads them to be emotionally and

physically attracted to persons of one gender or both.

One’s sexual orientation may be heterosexual, homo-

sexual, bisexual, or asexual” (Child Welfare League of

America, 2005, ¶ 30). It is unclear how or when one’s

sexual orientation develops. 

Sexual Health Promotion and Adults
During the adult years, humans become more sexually

active, they develop sexual relationships, and intimacy

with others becomes more predominant. Principles that

should be considered when developing occupation-

based interventions regarding sexual health include the

following:

• The choice to be sexually active resides with each

individual, with some people choosing a celibate

or asexual lifestyle.

• Personal decisions about sexual health are an

individual choice but can be guided by access to 

accurate and appropriate information.

• Information on sexual health should be imparted

in a culturally sensitive format that is also 

targeted at the educational level(s) of the popula-

tion being served.

• Health professionals should be knowledgeable in

current evidence and literature on sexual health

promotion and should be able to impart this

knowledge in a positive and practical way.

If an occupational therapist or occupational therapy

assistant is uncomfortable following the principles out-

lined above or imparting information on sexual health,

or if he or she has a biased view on the subject, the

practitioner should refer clients to others more com-

fortable and competent in meeting the clients’ sexual

health needs. 

Culturally appropriate current educational materials

on sexual health are important tools when implementing

occupational therapy interventions with individuals,

groups, families, or communities. However, these items

are not always available. For example, while resources

are available to help communicate specific information

to individuals and heterosexual couples learning to man-

age the impact of new disabilities on sexual intimacy

(Hebert, 1997; Kroll & Klein, 1992), similar resources,

including visual educational materials that are inclusive

of the gay, lesbian, bisexual, and transgender community

have not been located. The Healthy People 2010 Com-
panion Document for Lesbian, Gay, Bisexual, and Trans-
gender (LGBT) Health (GLMA and LGBT Experts,

2001), available at http://www.nalgap.org/PDF/Resources/

HP2010CDLGBTHealth.pdf, provides information to

support health promotion program and policy develop-

ment for LGBT individuals and groups. Knowledge 

of the client’s sexual orientation and being nondis-

criminatory in intervention can help promote more

client-centered and compassionate care in occupa-

tional therapy. 

An example from practice centers on a 38-year-old

woman with cancer. The woman had a 20-year-old

daughter living with her and was very active in her

neighborhood, participating in daily life as much as her

energy level allowed. The Pizzi Holistic Wellness

Assessment (PHWA) was administered, along with a

comprehensive occupational therapy evaluation. The

PWHA (Pizzi, 2001) addresses a person’s sexual health

as one of eight areas of health, and she rated herself a

two out of a possible ten. When discussing this issue

with her, she related that she was a lesbian but was very

private about her sexual orientation. She stated that she

was very unhappy with her social worker, because

there was an implicit assumption by the social worker

that she was heterosexual. In her words, “because I

have a daughter and was a former beauty queen, discus-

sions of dating men were initiated by this other profes-

sional which told me the [other professional] didn’t

really know who I was as a person. I had a hard time

really relating to that person after that and was con-

cerned about discussing my orientation because I

thought I might be judged by this person.” The client

stated she felt more comfortable relating her concerns

and lack of participation in dating occupations with the

occupational therapist than with anyone else because of

the practitioner’s openness and nonjudgmental attitude.

This eventually led to the client developing a sustain-

able relationship over time with a woman who became

her partner. 

A Developmental Perspective
on Sexual Health: Older Adults

Sexual activity, expression, and desire continue

through the life span. Although men and women

change as they age, they do not lose their desire for sex-

ual expression. Even among the very old, the need for

touch and intimacy remains, although the desire and

ability to have sexual intercourse may lessen. Table 

16-3 summarizes the developmental and social issues

and the key determinants for this stage of sexual life. It

is important to remember that individuals and couples

will have differences in the need and desire for sexual

expression.

As people age, acute illnesses, chronic conditions,

medications, and a variety of other factors can become

barriers to sexual expression and sexual intercourse.  Past
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sexual enjoyment, loneliness, boredom, health status of

partner, losses, fear of failure, lack of privacy, potency,

use of drugs or alcohol, cognitive function, and depres-

sion (Heckheimer, 1989) can also impact the desire and

potential to engage in sexual intimacy. Other factors that

can influence sexual activity in the elderly include

changes in hormonal levels and psychosocial conditions

such as social isolation and poverty (Drench et al., 2006). 

Besides physical changes and attitudes about sexu-

ality, there may also be evidence of fear and anxiety

about changes in bodily structures and sexual expres-

sion (Brewer, 2004; Spence, 1992). Some of these fears

may be based on commonly held misconceptions that

can be removed by education. Examples of these mis-

conceptions include avoiding sex after a heart attack

and the significance of penis size. It is important for

clients with cardiac dysfunction and their partners to

know that less than 1% of individuals experience sud-

den death during intercourse and that 80% of these

deaths occur when the sex is with someone other than

a spouse (Laflin, 2002). It is also important for men to

understand that a common age-related change is a

slight shrinkage in penis size. Heterosexual men of any

age can benefit from knowing that penis size is less

important to women than they may think and has little

or no impact on their ability to facilitate an orgasm in

their female partners (Brewer, 2004).

Sexual Health Promotion 
and Older Adults

During discussions of sexuality and sexual health,

occupational therapy practitioners need to consider that

older adults, especially those growing up in the United

States, lived in an era first of sexual repression, when

homosexuality was considered a crime or a mental 

illness (Robins, 2006), then through a time of sexual

liberation in the 1960s and 1970s. These temporal 

features will impact the views, biases, and sexual self-

concept of this age group and need to be considered

during interventions.

Kessel (2001) identified three current societal atti-

tudes regarding sexuality and older adults: 

1. Sexual expression is nonexistent among this 

population. 

2. Sexuality is a source of ridicule through social

media such as birthday cards.
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Table 16–3 Aspects of Sexual and Reproductive Health for Older Adults

Aspects Description

Developmental Milestones • Men and women in their later years remain sexual beings and many people 
continue to be sexually active in later life

• When sexual expression changes, sexual feelings and responses continue

• Experience of sex and sexuality is influenced by the physical and emotional
responses associated with hormonal changes and the process of aging

• A sense of loss and grief related to changes in sexual functioning and expression,
and to loss of partners and peers can be experienced

Social Influences • Growing sense of freedom with the lessening of child rearing and job responsibilities 

• A more balanced appreciation of sexual and other personal relationships 

• Societal attitudes tend to deny the sexuality of older men and women, and do not
value older adults as much as youth

• Social views of femininity (e.g., youth, beauty) and masculinity (e.g., potency, 
control) that often decline with age can negatively impact self-esteem and health 
of older women and men

Key Risks and Issues • Increasing rates of cancers of the reproductive system, especially for breast and
prostate cancer 

• Violence directed toward older adults living in institutions 

• Other conditions and disorders such as arthritis, chronic back pain, diabetes, hyperten-
sion, incontinence, osteoporosis, and heart disease that may affect sexual functioning

From: Report from consultations on a framework for sexual and reproductive health (pp. 17–18), 1999 ©, by Health Canada, Ottawa,

Ontario. Reproduced with the permission of the Minister of Public Works and Government Services Canada, 2007.
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3. Sexual expression in later life is viewed with 

disgust.

These negative attitudes regarding sex and older adults

could impact this population’s readiness to initiate or

discuss questions regarding sexuality due to fear of a

negative response from health-care professionals.  The

attitudes and values of the elderly must be acknowledged

and become part of client-centered care. 

Laflin (2002) encouraged the inclusion of a sexual

history during ADL evaluation. This can be done sim-

ply by asking elder clients, “How do you view sex and

sexuality as part of your overall health?” The answer

and nonverbal cues in response to this question will

help the interviewer determine the extent to which he

or she can delve into sexual health in the discussion.

Because this is often a topic health practitioners do not

discuss readily with elderly clients, sensitivity to

clients’ reactions must be employed. Interview ques-

tions also can be introduced in terms of how one health

area relates to another (e.g., alternate positions for a

variety of activities, including sexual ones, can ease

joint pain of arthritis), thereby diminishing the possi-

bility of alienating the client. 

As people age, their core sexual being does not 

necessarily change. While physical capabilities may

diminish, sexual expression is retained. Some princi-

ples for sexual health and older adults that should be

incorporated into occupation-based health promotion

interventions include

• providing information on strategies to maintain

sexual expression;

• suggesting alternatives to sexual expression, 

including safer sex for the newly widowed;

• sharing strategies to cope with new disabilities; and

• providing sexual health information in a sensitive

way that is tailored to the cultural and educational

levels of the older adult population, while also

recognizing common physical and biological

changes that occur with age (e.g., diminished

hearing, vision, sensation).

Age Concerns (Brewer, 2004), an older adult advocacy

and education group based in the United Kingdom,

produced an excellent resource for older heterosexual

couples regarding sexual health. There are also

resources for occupational therapists and occupational

therapy assistants. One such resource is a chapter in

Aging: The Health-Care Challenge that provides dia-

grams of adapted sexual positions for heterosexual

couples (Laflin, 2002).

There are many factors related to the development of

sexual health throughout the life span, many of which

were discussed above. Sexual health behaviors are

learned behaviors, and caring for one’s health includes

caring for one’s sexual being. The next section

describes the importance of having knowledge about

sexually transmitted infections and their impact on

health. 

Sexually Transmitted Infections
(STIs) and Sexually Transmitted
Diseases (STDs)

The terms sexually transmitted infection (STI) and

sexually transmitted disease (STD) will be used

throughout the rest of this chapter. While STD is the

more familiar term, STI is a newer term and is begin-

ning to replace STD in the public health literature

(Content Box 16-3 defines these two terms). Public

health experts support this change in language, since

symptoms are not readily apparent in most infected

persons for many STDs, and if there are symptoms,

they are mild and often overlooked. In addition, in the

case of some common STDs, such as herpes and

chlamydia, “the sexually transmitted virus or bacteria

can be described as creating ‘infection,’ which may or

may not result in ‘disease’” (American Social Health

Association, 2006a, ¶ 2).

The Institute of Medicine (IOM) developed a report

that declared STDs a major hidden epidemic that was

having huge health and economic consequences for the

United States (Eng & Butler, 1996). This report con-

cluded that STDs could be managed but that some

changes in the system of care were needed. These

changes included

• development of “a much more effective national

system for STD prevention, which takes into

account the complex interaction between 

biological and social factors that sustain STD

transmission in populations”;

• a focus on preventing the disproportionate

impact that STDs have on youth and underserved

populations;
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Content Box 16-3

Definitions of STDs and STIs
• Sexually transmitted diseases (STDs) are “the

more than 25 infectious organisms transmitted pri-
marily through sexual activity” and are “behavior
linked diseases that result from unprotected sex”
(USDHHS, 2000, p. 25-3).

• Sexually transmitted infections (STIs) are
“acquired through sexual contact in a substantial
number of cases” (American Social Health 
Association, 2006a, ¶ 34).
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• application of “proven, cost-effective behavioral

and biomedical interventions”; and

• recognition “that education, mass communication

media financing and health care infrastructure poli-

cies must foster change in personal behaviors and in

health care services” (USDHHS, 2000, pp. 25–33).

While this chapter does not focus on the medical man-

agement of STIs, readers are encouraged to seek medical

information from their personal health professionals or

university health center. Web resources such as Go Ask

Alice! (http://www.goaskalice.columbia.edu) can be help-

ful to learn more about personal health, including sexual

health and to enhance competence as a health care

provider. If the interactions between biological and social

factors relative to STIs are understood by occupational

therapists and occupational therapy assistants, more 

directed occupation and client-centered health promotion

interventions may result. These factors are listed in Table

16-4. One of these factors is the shyness that many 

people in the United States exhibit when discussing sex,

sexuality, and STIs with their partners or health profes-

sionals. Culturally sensitive health education materials

must be developed and distributed. These materials

should address this shyness in an open but sensitive man-

ner, while again being culturally sensitive and culturally

relevant. In addition, sexual health educational materials

for youth must also address communication, especially

negotiation, and relationship building and maintenance.

This is important because many young people fail to use

protection as they are too trustful of their partners and do

not want to jeopardize relationships (AIDS Alert, 2002).
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Table 16–4 Biological and Social Factors Related to STDs/STIs

Factors Description

Biological Factors

Asymptomatic nature Since symptoms frequently are not detected or are very mild and thus ignored, 
of STDs/STIs STDs/STIs are often transmitted unknowingly to others. 

Lag time between Serious health problems may not appear for years (e.g., “cervical cancer caused 
infection and by human papillomavirus (HPV); infertility and ectopic pregnancy resulting from 
complications unrecognized or undiagnosed chlamydia or gonorrhea”) (p. 25-4)

Gender and age “Women are at higher risk than men for most STDs, and young women are more
susceptible to certain STDs than older women” due to the presence of more
susceptible cells on a younger cervix (p. 25-4).

Social and Behavioral Factors

Poverty and marginalization “STDs disproportionately affect disenfranchised persons and persons who are in
social networks in which high-risk sexual behavior is common and either access
to health care or health-seeking behavior is compromised” (p. 25-4).

Access to health care Groups with the highest rates of STDs/STIs are often the same groups that have
the least access to health services.

Substance abuse Research has linked substance abuse with STDs. The “introduction of new illicit
substances into communities often can drastically alter sexual behavior in high-
risk sexual networks, leading to the epidemic spread of STDs” (p. 25-4).

Sex work Sex work, substance abuse, and STDs often coexist.

Sexual coercion Research indicates that women with a history of involuntary sexual intercourse
are more likely to have voluntary intercourse at earlier ages, which is a known
risk factor for STDs.

Sexuality and secrecy In the United States, while sexuality is considered a normal part of human life,
people are uncomfortable with open, frank discussions of sexual behavior and
sexual health. This secrecy can lead to lack of communication about healthy sexu-
ality and hamper sexual health education at the individual, couple, family, and
population level.

Adapted from Healthy People 2010: Understanding and improving health (pp. 25-3–25-6), by U.S. Department of Health and Human

Services, 2000, Washington, DC: U.S. Government Printing Office. 
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Accessibility to reproductive and STD clinics may be

unavailable due to transportation issues or geography

(e.g., rural living). When certain communities or popu-

lations lack power or equality, it is more difficult for

their members to choose healthy sexual relationships

and make healthy sexual choices. Women, in general,

often have the least amount of power in primarily het-

erosexual relationships, and thus are at risk for impaired

sexual health. “Members of certain groups often have

less status and may be marginalized in terms of full 

participation in the social and economic benefits of

society” (Health Canada, 1999, p. 11). 

The USDHHS factors listed in Table 16-4 can be

used as a first step in program development to ensure

access to information and service, as in the fictitious

example that follows. An occupational therapy student

group makes diminishing the STD rate on their campus

a priority for improving the health and wellbeing of

students, faculty, and staff. Together with health educa-

tion and nursing students, they research the prevalence

rates of STDs on their campus, gather facts about STDs

and STD prevention (including information in Table

16-4), conduct focus groups, and search for and 

critique brochures on sexual health for both men 

and women. They then develop culturally sensitive

workshops on sexual expression and the prevention of 

STDs tailored to students, faculty, and staff, including

lesbian, gay, bisexual, and transgendered (LGBT) 

individuals. 

Human Immunodeficiency 
Virus (HIV)

HIV affects all of humanity. It affects not only persons

infected with the virus but also their parents, siblings,

friends, lovers, children, and coworkers. After being 

diagnosed as HIV positive, an individual can be immo-

bilized and drastically alter his or her occupational 

performance and participation in society or the individ-

ual can treat the diagnosis as an impetus to act in posi-

tive, life-transforming ways. (Pizzi, 2004, p. 1194)

The prevalence of HIV has increased over the last 

25 years into a global pandemic (Joint United Nations

Programme on HIV/AIDS, 2004). While HIV is consid-

ered an STD, it warrants its own discussion in this chap-

ter given its magnitude as a population-based problem.

HIV is also the only STD typically addressed in the 

occupational therapy literature. Initially, the literature

reflected the need for infection control, signs and symp-

toms, and basic biopsychosocial interventions (Denton,

1987; Giles & Allen, 1987; Gordon, 1987). From the

early 1990s to the present, HIV has become an important

public health issue to be addressed from a holistic occu-

pational perspective (Bedell, 2000; Braveman, 2001; 

Gutterman, 1990; Johnson & Pizzi, 1990; Molineux,

1997; Pizzi, 1990a, 1990b, 2004). 

Pizzi (1992) emphasized the role of health promotion

programming for women with HIV and AIDS. Using an

occupational science perspective, women living with

HIV and AIDS were examined from a sociocultural per-

spective. Learning about sexual health, caring for oneself,

and developing action plans toward optimal sexual health

and self-empowerment were discussed as a means of pre-

venting social and emotional deprivation. Wood and Aull

(1990) also discussed empowering women with HIV 

and AIDS to participate in daily life occupations opti-

mally throughout their lives. Barrett (1997) explored the

socioeconomic disadvantage of rural African women and

the impact on living and coping with HIV. The effects of

the disease on their children and on their participation in

meaningful occupations and occupational roles given

their illness and poverty were discussed. 

The National Center for HIV, STD and TB Preven-

tion, a part of the Divisions of HIV/AIDS Prevention

in the Centers for Disease Control and Prevention

(CDC), is responsible for “helping control the HIV

epidemic by working with community, state and inter-

national partners in surveillance, research, prevention

and evaluation activities” (CDC, 2006, ¶ 1). Within

the epidemic, sexually healthy individuals are those

who recognize preventive strategies and practice these

on a routine basis (which include all people who can

be sexually active). However, it must also be recog-

nized that sexually healthy choices can only be made

when the opportunity for education about and access

to preventive strategies exists. Health behavior inter-

ventions are often utilized to promote healthy sexual

expression and sexual health. Behavioral recommen-

dations from the CDC (2003) that promote sexual

health for people with HIV are noted in Content 

Box 16-4. An additional source of HIV information

from the CDC to share with clients and their families

is a question-and-answer page located at http://www

.cdc.gov/hiv/pubs/faqs.htm#prevention.

Occupational therapy has always been a leader

among the health professions in recognizing the physi-

cal, social, emotional, and spiritual health concerns and

needs of people with HIV and AIDS. Emphasis has

been on helping clients to recognize ways to maintain

quality of life through participation in meaningful and

life-sustaining roles and occupations. Sexual health is a

part of human occupational performance that can often

be overlooked but is integral to fostering quality of life.

The maintenance of sexual health is an area where 

occupational therapists and occupational therapy assis-

tants can be of great service to those with HIV and to

communities and populations that look for positive
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health messages to prevent the spread of infection. For

example, Phillips (2002) used a community wellness

project to discuss strategies used by occupational ther-

apy students in the area of HIV prevention. This project

encourages HIV education and prevention among 

college students and demonstrates ways occupational

therapy can make a difference in the community.

The possibilities for creative, culturally sensitive,

occupation-based therapy health promotion interven-

tions are numerous. In an urban population of young

gay men, the intervention could include lectures, semi-

nars, and workshops on healthy dating and connecting

with others from an emotional, physical, and spiritual

perspective at a popular entertainment venue. Role

playing and open discussions of healthy sexuality,

combined with health information about HIV and

STDs, can be utilized as effective means of promoting

safer sexual practices and preventing the spread of

infection. This intervention could be tailored to reach

rural gay men via the Internet. 

Occupational Therapy 
and Sexual Health

It is important for occupational therapists and occupa-

tional therapy assistants to understand sexual health as

a part of client-centered care. Holism is inherent in

occupational therapy practice, yet intervening in the

area of sexual health remains uncomfortable for many

practitioners. “Historically, sexuality has been, for the

most part, left out of the occupational therapy profes-

sion” (Jackson, 1995, p. 675).

With their focus on holistic care, occupational perfor-

mance, role maintenance, and adaptation of activity, it

would seem that occupational therapists may have a
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Content Box 16-4 

Recommendations for Behavioral Interventions to Reduce Human 
Immunodeficiency Virus (HIV) Transmission Risk
• Clinics or office environments where patients with HIV infection receive care should be structured to support

and enhance HIV prevention.
• Within the context of HIV care, brief general HIV prevention messages should be regularly provided to HIV-infected

patients at each visit or periodically, as determined by the clinician, and at a minimum of twice yearly.
• These messages should emphasize the need for safer behaviors to protect their own health and the health of

their sex or needle-sharing partners, regardless of perceived risk. 
• Messages should be tailored to the patient’s needs and circumstances.
• Patients should have adequate, accurate information regarding factors that influence HIV transmission and

methods for reducing the risk for transmission to others, emphasizing that the most effective methods for
preventing transmission are those that protect noninfected persons against exposure to HIV (e.g., sexual 
abstinence; consistent and correct use of condoms made of latex, polyurethane, or other synthetic materials;
and sex only with a partner of the same HIV status). 

• HIV-infected patients who engage in high-risk sexual practices (i.e., capable of resulting in HIV transmission) with
persons of unknown or negative HIV status should be counseled to use condoms consistently and correctly.

• Patients’ misconceptions regarding HIV transmission and methods for reducing risk for transmission should
be identified and corrected. For example, ensure that patients know that (1) per-act estimates of HIV trans-
mission risk for an individual patient vary according to behavioral, biological, and viral factors; (2) highly active
antiretroviral therapy (HAART) cannot be relied on to eliminate the risk of transmitting HIV to others; and 
(3) nonoccupational postexposure prophylaxis is of uncertain effectiveness for preventing infection in 
HIV-exposed partners.

• Tailored HIV prevention interventions, using a risk-reduction approach, should be delivered to patients at high-
est risk for transmitting HIV.

• After initial prevention messages are delivered, subsequent longer or more intensive interventions in the
clinic or office should be delivered, if feasible.

• HIV-infected patients should be referred to appropriate services for issues related to HIV transmission that
cannot be adequately addressed during the clinic visit.

• Persons who inject illicit drugs should be strongly encouraged to cease injecting and enter into substance
abuse treatment programs (e.g., methadone maintenance) and should be provided referrals to such 
programs.

• Persons who continue to inject drugs should be advised to always use sterile injection equipment and to
never reuse or share needles, syringes, or other injection equipment and should be provided information
regarding how to obtain new, sterile syringes and needles (e.g., syringe exchange program).

From Table 4 in “Incorporating HIV prevention into the medical care of persons living with HIV,” by Centers for Disease Control and Prevention,

2003, Morbidity and Mortality Weekly Report, 52(RR 12), p. 39.
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positive role in sexual habilitation or rehabilitation.

However, it is not clear if the profession regards sexual

activity as much at the heart of its purpose as personal

care, work, and leisure. (Couldrick, 1999, p. 496)

There are a variety of possible reasons for this

apparent lack of attention to clients’ sexual health and

sexual activity by occupational therapists and occupa-

tional therapy assistants, including shyness, lack of

knowledge, and belief in myths, among other factors.

People with disabilities are not asexual, but many prac-

titioners may have this misconception, which can rein-

force a societal myth (Gender, 1992). Practitioners may

also eliminate sexual health issues completely from

their evaluation because of this misconception or

because they feel uncomfortable, even if clients wish to

discuss these issues as they relate to their emotional,

social, and physical wellbeing. Client-centered care

includes respect for individuals and their occupational

needs. Sexual health is an important aspect of people’s

lives and requires the same attention as work and

leisure issues, particularly if initiated by the client.

Practitioners must examine both societal attitudes toward

people with disabilities and their own beliefs, values and

attitudes about sexuality. Cultural and religious biases

must be put aside, and there must be an acknowledge-

ment that there is no universal agreement about accept-

able or unacceptable, right or wrong sexual behavior.

(McKenna, 2003, p. 542, based on Couldrick, 1999)

In a review of the international occupational therapy

literature using keywords sexuality, sex behavior, and

sex counseling, the following general topics were

found relative to sexual health (values in parentheses

indicate the number of articles related to each topic): 

• Physical disabilities (8) 

• Sexual orientation (5)

• General uncategorized (3)

• Knowledge and attitudes (2)

• Childhood sexual abuse (1)

• Sexuality as ADL (1)

• Developmental disabilities (1)

• Mental health (1)

• Older adults (1)

• Sexual harassment (1)

None of the articles directly addressed health pro-

motion issues; however, several articles discussed

issues (e.g., self-esteem, life satisfaction, heterosex-

ism) that could directly impact wellbeing and health

in the area of sexuality, particularly for people with

disabilities.

In a qualitative research study, Yallop and Fitzgerald

(1997) analyzed data from five senior occupational

therapy students and five practicing therapists regard-

ing comfort levels when addressing sexuality. From an

analysis of these narratives, they concluded that there

was a lack of knowledge, experience, and positive atti-

tudes to effectively intervene with sexuality issues in a

variety of settings. They also discovered a theme of

power and control. If respondents felt a higher sense of

power and control in a given situation (regarding sex-

ual issues), then they experienced higher levels of com-

fort in addressing issues of sexuality. 

Kingsley and Molineux (2000) investigated perspec-

tives of occupational therapists regarding work with

gay, lesbian, or bisexual clients. Four themes emanated

from their research:

1. Being prepared and comfortable (related to feel-

ing prepared and comfortable with gay, lesbian,

and bisexual clients)

2. The missing link (related to being unprepared

academically) 

3. No different than anyone else (related to neglect-

ing the impact of sexual orientation on one’s 

occupational life) 

4. A narrow view of occupation (related to having 

a diminished awareness of the complexity and

holism of occupation)

This study, like that of Yallop and Fitzgerald (1997),

highlights the importance of incorporating sexuality

and sexual health into occupational therapy curricula

so that students and future practitioners develop a

beginning level of comfort. One of the earliest advo-

cates for increased education about sexuality for occu-

pational therapy students and practitioners was Miller

(1984), who worked as an occupational therapist and

sexual health clinician. Both Jackson (1995) and

Kingsley and Molineux (2000) suggest that sexuality in

its broadest sense be approached in the academic arena

in order to help students see a link between sexuality

and occupation, and thereby assist in examining occu-

pation more holistically.

For occupational therapists who aim to create accepting

environments that encourage persons with disabilities

to recreate their lives after a life disruption, knowledge

about weaving one’s lesbian, gay, or bisexual identity

into daily occupations may be crucial to the rehabilita-

tive process. (Jackson, 1995, p. 678)

There are multiple health disparities that exist due

to one’s sexual orientation, which is unto itself a major

sexual health issue that is often not wholly recognized

in practice. Some of these disparities and sexual health

issues include lack of access to care, discrimination

based on one’s sexual orientation, fear of clients
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declaring their sexual orientation to health providers,

and lack of cultural competence among health profes-

sionals (GLMA, 2000, 2004). Health promotion mes-

sages about sexual health need to be provided to all

individuals at all developmental stages regardless of

sexual orientation. 

Occupational therapists and occupational therapy

practitioners are keenly aware of the need for cultural

sensitivity and client-centered care in practice. They

are well positioned to be health advocates and leaders

for individuals, communities, and populations requir-

ing sexual health promotion interventions. There are

several simple steps that occupational therapists and

occupational therapy assistants can take wherever they

may practice. One step is using their knowledge 

and appreciation of the importance of context in the

delivery of occupational therapy services and health

education—for example, displaying health promotion

posters, pamphlets, and other health education materi-

als that depict people from a variety of ethnic, reli-

gious, and minority backgrounds, including same-sex

couples (Robins, 2006). Other important steps include

consistently avoiding assumptions, stereotypes, and

voyeurism; using gender-neutral language; requesting

permission before identifying a client’s sexual orienta-

tion in their medical or health record; referring clients

and, where applicable, parents to appropriate support

services (e.g., counselors, support groups); and educat-

ing both one’s self and coworkers regarding the health

and health promotion needs of sexual minorities

(Robins, 2006).

Wherever occupational therapy services are offered,

sexual expression and healthy sexual choices need to be

discussed to holistically promote optimal quality of life.

For example, in school systems, practitioners must have

an awareness of sexual development, which can give

them different insight into self-chosen play occupations

and the need of children to express themselves in inti-

mate ways. Healthy intimate expression can be fostered

and developed safely and can include discussions with

parents about burgeoning sexual expression and ways to

allow children to express themselves in a safe environ-

ment that can also assist in developing boundaries. 

Correctional facilities are another potential site for

occupational therapy health promotion interventions

that address sexual health. Male prisoners often engage

in high-risk sexual behavior prior to and during their

incarceration, putting themselves and their future part-

ners at risk for STIs, including HIV (Toepell, 2003). In

prisons, life skills in the area of sexuality can be taught,

including the need to protect their “steady” partners to

whom they will return. The life skills program should

include joint sessions with the steady partner when

they visit their significant others.

Prior to these joint sessions, the needs of women who

are the incarcerated males’ steady partners need to be

addressed. First, they may need assistance in overcom-

ing shyness and cultural norms regarding discussions

about sex. Through participation in open, frank, health

education sessions with peers, health educators, mental

health counselors, and occupational therapy practition-

ers, they will gain a level of comfort to continue with

the program. This infusion of confidence and knowl-

edge can be built upon through occupation-based ses-

sions to develop skills in condom access and use, 

self-advocacy, safer sex techniques, and other relation-

ship issues. Research has indicated that in order 

to succeed, programs need to incorporate cultural 

realities and must maintain contact with the women

(Toepell, 2003).

Working with couples who hold strong traditional

gender beliefs, or where one partner has diminished

power, can be difficult for occupational therapy practi-

tioners who hold different beliefs. Still more difficult

may be the realization that women can be trapped 

in abusive relationships by poverty and isolation. Pro-

viding short-term interventions or interventions with-

out simultaneous interventions for the male partners or

the expertise of other professionals may cause more

harm than benefit. However, if these realities are

addressed, the potential to impact longevity and quality

of life for the women and their potential children will

be tremendous. 

In rehabilitation centers and supportive housing,

the knowledge that clients may have differing view-

points and lifestyles regarding sexuality (e.g., one

may be heterosexual or not) can empower practition-

ers to be more client-centered and can help them

develop occupational interventions that promote over-

all quality of life. With the elderly and others residing

in assisted-living facilities and nursing home environ-

ments, sexual expression can be facilitated through

provision of occupational opportunities that view the

person as a sexual being. When practitioners become

more comfortable with incorporating sexual health

issues into evaluation and interventions, then clients

in any setting will be more open to discussing this part

of their lives. 

Sexual Health Interventions 

A review of government documents can provide guid-

ance as to principles and goals of national sexual health

agendas. Health Canada (1999) identifies eight basic

principles that “should guide the actions to maintain,

protect, and promote the sexual and reproductive health

of all people” (p. 13). These principles are listed in Con-

tent Box 16-5. Based on these principles, occupational
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therapists and occupational therapy assistants have

opportunities to enable optimal sexual health for indi-

viduals, communities, and populations, thereby enhanc-

ing their wellbeing and quality of life. While not all of

these principles may apply to the practice of occupa-

tional therapy specifically, all are, at the very least,

indirectly related to practice. A veriety of U.S. national

objectives related to sexual health appear throughout

Healthy People 2010 (USDHHS, 2000); a selection of

which appears in Table 16-5.

The Permission, Limited Information, Specific Sug-

gestions and Intensive Therapy (PLISSIT) Model 

(Annon, 1976) is often cited for use in sexuality coun-

seling (McKenna, 2003). In the Permission step, an 

occupational therapist or occupational therapy assistant

can begin to introduce sexuality as an important part of

one’s occupational being. The practitioner can guide

this introduction, but careful active listening to the

client can also provide an opening for discussion. In the

Limited Information step, the practitioner provides 

general factual information that can range from disease

transmission to physiology of sexual issues (e.g., return

to sexual activity postsurgery) to occupational perfor-

mance (e.g., dating etiquette and safety). The Specific

Suggestions step is focused on client issues and problems 

specific to the client’s occupational lifestyle and body

structures and functions. Finally, the Intensive Therapy

step involves a referral to a sexual health specialist. 

This model can support and guide occupational ther-

apy sexual health promotion and prevention interven-

tions. For example, during an occupational therapy 

evaluation, a client stated that she was concerned about

the spread and prevention of STIs relative to her

teenagers’ health. It is evident the client has given per-

mission to discuss the topic openly with the practitioner.

Occupation-centered intervention would focus on the

client’s mental health related to the concerns she has as a

parent and the impact on her own occupational lifestyle,

including the impact on her family. Health information

could be provided that focuses on STI prevention and

teen sexual health issues to help ameliorate concerns. If

the client is familiar with computers, legitimate websites

(e.g., CDC, WebMD, Go Ask Alice!) can be provided for

independent exploration. After increased familiarity and

rapport have been established with the practitioner, the

client may feel safer, and meaningful dialogue can be

evoked to guide future intervention strategies. The client

may, for example, be concerned about the sexual identity

of one of her children, or may have provided clear absti-

nence education to them, yet believes they are sexually

active, which is emotionally difficult for her. 

The focus of occupational therapy sexual health pro-

motion is to help clients prevent occupational impair-

ment relative to sexuality issues. In this case, actively

listening to the client’s concerns, providing accurate

sexual health education and resources, role-playing sce-

narios, and having the client practice problem-solving

can be a major step toward empowering her to have 

important dialogues with her children. In this way, the

health promotion program continues to be occupation

and client-centered. This could lead to improved mental

health of the client and the family system and could help

promote healthy sexual behaviors for her teenagers.

Using the Transtheoretical Stages of Change Model

(DiClemente et al., 1991; McKenzie & Smeltzer,

2001), which is described in detail in Chapter 3 of this

text, practitioners can impact safer sex practices among

adolescents. First, a determination needs to be made as

to the stage of the population or designated target group

in terms of seeking and using sexual health education.

Then, specific actions can be designed to facilitate move-

ment from stage to stage. For example, strategically

placed health information can assist with the movement
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Content Box 16-5

Principles of Sexual Health 
Principle 1 All individuals are sexual beings through-

out their lives.
Principle 2 Individual autonomy and responsibility

should guide all aspects of decision-
making.

Principle 3 The promotion of sexual and reproduc-
tive health and prevention of problems
will reap the greatest benefits.

Principle 4 Health interventions should be safe,
effective, and evidence-based, and 
individuals should be fully informed
before making decisions.

Principle 5 The simplest and least invasive interven-
tion that is appropriate and effective 
should be used in delivering health care.

Principle 6 Access to sexual and reproductive
health programs and services should be
equitable, responsive to diversity, and
not limited because of discrimination
based on gender, age, race, ethnicity,
marital status, sexual orientation, reli-
gion, culture, language, socioeconomic
status, disability, or geographic location.

Principle 7 Individuals should be protected from
diseases and hazardous environments
that can adversely affect their sexual
and reproductive health.

Principle 8 Families and communities share
responsibility in providing a physical
and psychosocial environment that
enables all its members to maintain
their sexual and reproductive health.

From Report from consultations on a framework for sexual and repro-
ductive health (pp. 13–15), 1999 ©, by Health Canada, Ottawa,

Ontario. Reproduced with the permission of the Minister of Public

Works and Government Services Canada, 2007.
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from the precontemplation stage to contemplation such

as in bus and train stations, bathrooms in coffee shops

and bars, and other areas where adolescents gather

(Fig. 16-2). A focus group may assist in determining

what is and is not understood about safer sex practices

by the targeted adolescents. (No actions may have been

taken, as the population of adolescents may have 

had little knowledge.) In the contemplation and prepa-

ration stages, the broader group can be engaged in an

educational series using a variety of teaching methods
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Table 16-5 Healthy People 2010 Objectives Related to Sexual Health

Objective Number Objective

7-2 Increase the proportion of middle, junior high, and senior high schools that provide school
health education to prevent health problems in the following areas: unintentional injury; 
violence; suicide; tobacco use and addiction; alcohol and other drug use; unintended 
pregnancy, HIV/AIDS, and sexually transmitted disease (STD) infection; unhealthy dietary
patterns; inadequate physical activity; and environmental health

13-5 (Developmental) Reduce the number of cases of HIV infection among adolescents and
adults

13-6 Increase the proportion of sexually active persons who use condoms

13-7 (Developmental) Increase the number of HIV-positive persons who know their serostatus

13-8 Increase the proportion of substance abuse treatment facilities that offer HIV/AIDS educa-
tion, counseling, and support

13-9 (Developmental) Increase the number of state prison systems that provide comprehensive
HIV/AIDS, STDs, and tuberculosis (TB) education

13-10 (Developmental) Increase the proportion of inmates in state prison systems who receive
voluntary HIV counseling and testing during incarceration

13-12 (Developmental) Increase the proportion of adults in publicly funded HIV counseling and
testing sites who are screened for common bacterial STDs (chlamydia, gonorrhea, and
syphilis) and are immunized against hepatitis B virus

13-13 Increase the proportion of HIV-infected adolescents and adults who receive testing, treat-
ment, and prophylaxis consistent with current Public Health Service treatment guidelines

13-17 (Development) Reduce new cases of perinatally acquired HIV infection

25-1 Reduce the proportion of adolescents and young adults with Chlamydia trachomatis
infections

25-12 (Developmental) Increase the number of positive messages related to responsible sexual
behavior during weekday and nightly prime-time television programming

25-13 Increase the proportion of tribal, state, and local sexually transmitted disease programs that
routinely offer hepatitis B vaccines to all STD clients

25-14 (Developmental) Increase the proportion of youth detention facilities and adult city or
county jails that screen for common bacterial STDs within 24 hours of admission and treat
STDs (when necessary) before persons are released 

24-15 (Developmental) Increase the proportion of all local health departments that have contracts
with managed care providers for the treatment of nonplan partners of patients with bacter-
ial STDs (gonorrhea, syphilis, and chlamydia)

25-19 (Developmental) Increase the proportion of all STD clinical patients who are being treated
for bacterial STDs (chlamydia, gonorrhea, and syphilis) and who are offered provider referral
services for their sex partners

From Healthy People 2010: Understanding and improving health, by U.S. Department of Health and Human Services, 2000, Washington, DC: 

Government Printing Office.
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(e.g., audiovisuals, lecture, peer educators, peers with

STIs). The action stage focuses on goal planning

regarding how and when to engage in safer sex and STI

prevention, while the maintenance stage focuses on

continuing to be vigilant about safer sex practices.

Involving the population of adolescents in this type of

occupational therapy program creates a client-centered

focus. 

Newly divorced or single adults may also benefit

from occupational interventions to promote healthy

dating and relationship building. Reentering the dating

scene may be complicated and potentially overwhelm-

ing. Readiness to do so may depend upon the length of

time away from dating, the individual’s personality,

current societal dating practices, and other factors. Pre-

vention of STDs/STIs and HIV and a review of dating

safety and etiquette can be helpful for this population

as they navigate the possibilities for developing new

partners.

Conclusion

This chapter included definitions of key terms related

to sexual health and described implications for occupa-

tional therapy. The importance of being knowledgeable

about STIs, including HIV and AIDS, was emphasized

in order for occupational therapists and occupational

therapy assistants to develop and implement effective

educational occupation-based programs for individu-

als, communities, and populations. Disease prevention

was discussed as a primary means for optimizing sex-

ual health. A few key concepts are summarized here:

• Sexual expression begins in childhood and is a

developmental process throughout one’s lifetime.

• Personal responsibility for one’s sexual health lies

with each individual.

• There are many forms of sexual expression.

• Sexuality and sexual health are important for sus-

taining quality of life throughout the life span.

• In order to be optimally effective, sexual health

information must be relevant to the culture, orien-

tation, and level of understanding of targeted indi-

viduals, communities, and populations.

• Occupational therapy can develop a prominent

role in the promotion of sexual health locally,

nationally, and globally through occupation and

client-centered programming.

Under the section “Areas of Occupation” in the

Framework, sexual activity is defined as “engaging in

activities that result in sexual satisfaction” (AOTA,

2008, p. 631). This definition can encompass activities

of sexual expression, communication, and intimacy.

However, a health-focused definition is needed if occu-

pational therapists and occupational therapy assistants

are to view sexual health in a holistic way and as an

important contributor to a person’s quality of life. 

A definition of sexual health within the practice of

occupational therapy is offered: Sexual health is that

area of human function reflected in a person’s ability to

relate, communicate, express, be intimate, and engage

in sexually satisfying ways consistent with the develop-

mental level of the individual and the cultural norms of

the society. These activities of sexuality affirm an indi-

vidual’s right to be a sexual being throughout the life

span and are not limited to the sexual act. Sexually

healthy individuals choose sexual activities that are

meaningful to their lives, that are health promoting for

oneself, and that are not harmful to others. A healthy

society that promotes sexual health provides its mem-

bers with the right, if they choose, to engage in healthy

sexual relationships without being coerced, discrimi-

nated against, or have acts of violence thrust upon them

because of their choices. This type of society promotes
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Figure 16-2 Placement of sexual health education materials
promotes contemplation. 

Reprinted with permission from the World Health Organization. Available from
the National Library of Medicine.
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self-empowerment through chosen sexual activities and

optimal sexual health. 

Because of the critical and life affirming significance of

sexual and reproductive health for individuals, families,

and society as a whole, it is important to ensure the

conditions required to promote, protect, and maintain it

are in place. Healthy societal values and attitudes about

sexuality and reproduction, family, and community net-

works and supports, educational and economic oppor-

tunities, a healthy physical environment, and access to

effective services all enable sexual and reproductive

health. Investing in policies, programs, and initiatives

to positively influence these conditions will offer excel-

lent returns, now and far into the future. (Health

Canada, 1999, p. 5)

◗ For Discussion and Review

1. Do you think people remain sexual throughout the

life span? What is the evidence? 

2. Why do you think the content on sexual behavior

and health in Healthy People 2010 is focused on

the adolescent/young adult population? Is there

research to support your ideas?

3. What might be some occupational therapy 

interventions/health messages for an individual,

community, and population regarding HIV and STI

prevention? How might these health messages/

interventions differ from other disciplines?

4. How is a person’s health—sexually, emotionally,

mentally, spiritually, and physically—affected 

when one experiences barriers that prevent commu-

nicating, performing, or engaging in sexual activi-

ties? Describe occupational therapy interventions

that may be helpful in this situation.

◗ Research Questions

1. How does the sexual health of people with disabili-

ties compare with nondisabled peers of similar

backgrounds (e.g., age, ethnicity, educational back-

grounds, income levels)?

2. According to the WHO (2002, ¶ 2),

sexuality research must go beyond concerns related to

behavior, numbers of partners and practices, to the
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Case Study 16-1 

Betty is a 52-year-old newly divorced executive with
osteoarthritis, who has been referred to occupational
therapy. During the evaluation, Betty states that during
sexual intercourse, she has increased joint pain and
asks for some suggestions. While the occupational ther-
apist discusses adaptive positioning to ease her pain
and increase sexual satisfaction, she also sees an
opportunity to discuss how Betty is coping with daily life
since her divorce as well as with her renewed occupa-
tion of dating. Betty explains that she feels more attrac-
tive when men wish to “sleep with me” and states that
she only has sexual intercourse with men over 50
because “they are less prone to have a disease.” She
also states that she does not always have them use a
condom, especially when the men ask nicely and tell her
they are disease free. 

From actively listening to Betty and asking ques-
tions that address all areas of occupational perfor-
mance, the occupational therapist recognizes that
Betty requires education on STIs, how to communicate
with partners, and how to protect herself (and her part-
ner). She also has a need for psychosocial interven-
tions around issues of self-esteem and self-image,
which can be hidden barriers to protecting herself

(e.g., if she feels “needed” and attractive, she may be
less prone to using protection).

This example is used to demonstrate the necessity for
occupational therapists to be holistic in their practice, to
understand the need for broad interventions, and to
understand how both sexual health promotion and posi-
tioning are important for Betty. There are multiple interven-
tions possible in the area of sexual health. Improving the
education of occupational therapy students regarding sex-
ual health issues increases the likelihood that future prac-
titioners will feel comfortable and capable of addressing
the sexual health needs of clients.

Questions

1. What theoretical frameworks would support your
evaluation and subsequent interventions?

2. What types of psychosocial interventions would you
implement to help Betty?

3. Research women’s health issues online and develop a
prevention program for Betty.

4. What educational materials might you present to
Betty to help her best understand the possible conse-
quences of her actions? How might you make them
occupation centered?
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underlying social, cultural and economic factors that

make individuals vulnerable to risks and affect the

ways in which sex is sought, desired and/or refused by

women, men and young people. Investigating sexual-

ity in this way entails going beyond reproductive

health by looking at sexual health holistically and

comprehensively.

Reflecting on this recommendation, design an 

occupation-based sexual health research question that

would address this concern.
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Promoting Mental Health 
and Emotional Wellbeing
Marjorie E. Scaffa, Michael A. Pizzi, and S. Blaise Chromiak

The voices of the resilient send a powerful message: Personal perceptions and responses

to stressful life events are crucial elements of survival, recovery, and rehabilitation, often

transcending the reality of the situation or the interventions of others. The inner life . . .

holds the potential for transforming traumas into varying degrees of triumph. Ironically,

these same phenomena are often ignored in the clinical reasoning and practice of many

health professions, including our own.

—Fine, 1991, p. 493

Learning Object ives

This chapter is designed to enable the reader to:

• Define mental health and identify its characteristics.
• Describe the emerging science of positive psy-

chology.
• Discuss the implications of the Ryff and Keyes’s

(1995) Model of Complete Mental Health.
• Identify a variety of mental health promotion 

approaches.

• Discuss the role of occupational therapy in 
mental health promotion.

• Utilize the concept of resilience in clinical reason-
ing and practice to promote mental health.

Key Terms

Agency thinking 
Allostatic load
Attachment
Emotional intelligence
Emotional management

Emotional 
understanding

Emotional wellbeing
Goals thinking
Learned optimism

Mental health
Mental health promotion
Optimism
Pathways thinking
Positive psychology

Resilience
Resiliency
Self-efficacy
Social support
Spirituality

Introduction

Historically, mental health promotion in occupational

therapy can be traced to the roots of the profession and

the advent of moral treatment. Moral treatment was a

humanistic view of the human being as a person who

had reason and ability and who could survive in the

world given the right opportunities. Both Pinel and

Tuke, moral treatment advocates, recognized the power

of occupation to help restore health and wellbeing 

to people with mental illness. The basic principles of

occupational therapy at the time included

• a belief in the uniqueness of each human being; 

• a clear focus on the power of meaningful occu-

pational participation to improve health; and 

• a holistic perspective of the person in context in

order to enable participation (Bing, 1981). 

Although the moral treatment philosophy was applied to

interventions for persons with mental illness, the princi-

ples are also relevant for promoting mental health for all

persons.

In any given year, approximately 20% of the U.S.

population are affected by mental illness. Mental disor-

ders affect all ethnic and racial groups and persons 

of every socioeconomic level across the life span.

Depression, the most common mental health disorder, is
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a leading cause of disability and premature death in 

the United States, ranked second only to heart disease 

(U.S. Department of Health and Human Services 

[USDHHS]), 2000). The impact of mental illness on

physical health and productivity is often severely under-

estimated. Based on measures of disability-adjusted life

years, mental illness is responsible for at least 10% of the

global burden of disease, and this is predicted to increase

to 15% by the year 2020. Clearly, mental illness is a sig-

nificant threat to individual and community quality of

life and public health throughout the world (Herrman,

2001; World Health Organization [WHO], 2004).

Although treatments, medications, and psychologi-

cal therapy for mental disorders like depression are

highly effective, questions remain: Can mental disor-

ders, particularly depression, be prevented? Can overall

mental health and resilience be enhanced in order to

prevent the development of certain mental illnesses?

Research is beginning to demonstrate that mental health

promotion can be effective in enhancing resilience, cop-

ing, and adaptation to adversity. According to Healthy
People 2010, “Promising universal and targeted preven-

tive interventions, implemented according to scientific

recommendations, have great potential to reduce the

risk for mental disorders and the burden of suffering in

vulnerable populations” (USDHHS, 2000, p. 18-9).

The U.S. Surgeon General’s report regarding mental

health emphasizes the interdependent nature of physi-

cal and mental health and wellbeing and focuses atten-

tion on the mental health needs of persons across the

life span. The report is based on the best available 

scientific evidence and addresses the unique mental

health needs of children, adolescents, adults, and the

elderly. Each stage of life is associated with specific

vulnerabilities for mental illness and distinct capacities

for mental health. Children and adolescents with posi-

tive mental health “have a sense of identity and self-

worth, sound family and peer relationships, an ability to

be productive and to learn, and a capacity to tackle devel-

opmental challenges and use cultural resources to maxi-

mize growth” (WHO, 2005, p. 2, ¶ 1). Also in the U.S.

Surgeon General’s report, mental health is viewed as a

dynamic phenomenon that reflects an individual’s genetic

predispositions, life experiences, and social environment

(USDHHS, 1999).

This chapter focuses on the definitions and character-

istics of mental health, the emerging science of positive

psychology, research on mental health promotion, and

strategies for promoting mental health. This chapter will

not consider treatment of mental illness. There are many

other occupational therapy texts that provide this infor-

mation. However, the principles of positive psychology

and the development of resilience discussed here are

very applicable to persons with disabilities and those

with mental disorders. The main purpose of this chapter

is to describe concepts of mental health promotion and

their efficacy to enhance psychological and emotional

wellbeing for all persons. 

Definitions of Mental Health

There are many definitions of mental health, but they

all have one thing in common: They recognize that

mental health is not simply the absence of mental ill-

ness. This idea parallels the World Health Organiza-

tion’s position that health is not simply the absence of

illness and disease (WHO, 1946). Rather, mental health

is a state where a set of wellbeing characteristics is pre-

sent, at a specific level and for a specified duration.

These characteristics coincide with distinctive emo-

tional, psychological, and social functioning (Keyes &

Lopez, 2005).

In Healthy People 2010, mental health is defined as

“a state of successful performance of mental functioning

resulting in productive activities, fulfilling relationships

with other people, and the ability to adapt to change and

cope with adversity” (USDHHS, 2000, p. 18-3). With a

similar emphasis, the WHO (2001) defines mental health

as “a state of wellbeing in which the individual realizes

his or her own abilities, can cope with the normal stresses

of life, can work productively and fruitfully, and is able to

make a contribution to his or her community” (¶ 2).

The term positive mental health, often used syn-

onymously with subjective wellbeing, has been stud-

ied as a cluster of specific dimensions of wellbeing

rather than as a complete entity. These dimensions

include the perceptions and evaluations of individu-

als regarding their own lives in three areas: emotional

wellbeing, positive psychological functioning, and

positive social functioning (Keyes & Lopez, 2005).

Emotional wellbeing is comprised of positive affect

and overall life satisfaction. The Successful Midlife

in the U.S. (MIDUS) study (MacArthur Foundation,

1995) supported the above dimensions and the find-

ing that satisfaction and happiness are related but 

distinct constructs. 

Positive psychological functioning is generally viewed

as having six dimensions: self-acceptance, personal

growth, purpose in life, environmental mastery, auton-

omy, and positive relations with others (see Content Box

17-1). These dimensions of psychological wellbeing are

accepted as reliable and well validated, and the MIDUS

study confirmed the usefulness of the six-factor structure

in a large representative and random sample of adults in

the United States (Keyes & Lopez, 2005).

Positive social functioning includes five dimensions

indicating social wellbeing: social coherence, social

actualization, social integration, social acceptance,

and social contribution (see Content Box 17-2). These

dimensions derive from individuals’ evaluations and
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have been confirmed as reliable and valid constructs

(Keyes & Lopez, 2005). Mental health, subjective

wellbeing, and positive psychological and social func-

tioning have been topics of study in the field of posi-

tive psychology.

Positive Psychology

Martin Seligman is frequently considered to be one of

the founders of positive psychology. His work shifted 

the focus of psychology from a pathology-based per-

spective to a strength-enhancing practice. This move-

ment has been embraced by the American Psychological

Association and is certainly a paradigm shift in psychol-

ogy that should resonate with occupational therapy 

practitioners. Positive psychology focuses on positive

subjective experiences, including quality of life, happi-

ness, satisfaction, wellbeing, optimism, hope, and joy.

The practice of positive psychology is about identifying

and nurturing positive qualities and helping people find

the best possible environments in which to live, happily

and productively, using their strengths. The scientific

discipline of positive psychology is concerned with indi-

vidual human traits and social or civic values that

enhance wellbeing. According to Seligman (2005), 

Psychology is not just the study of disease, weakness

and damage; it is also the study of strength and virtue.

Treatment is not just fixing what is wrong; it is also

building what is right. Psychology is not just about 

illness or health; it is also about work, education,

insight, love, growth and play. (p. 4)

Positive human traits can act as buffers to prevent the

development of mental illness. Therefore, cultivating

personal and social strengths may be an effective pre-

vention approach.

Mental health treatments have traditionally been

aimed at symptom reduction. This was believed to be

the best primary goal, especially when the community

mental health system was not nearly as available as it is

today. The positive psychology movement endeavors to

open the mental health field toward finding ways to

measure client wellbeing and to diagnose states of

mental health. This paradigm shift envisions the pursuit

of loftier goals for individuals, such as the promotion

of quality of life and even the attainment of flourishing

in life (Keyes & Lopez, 2005).

The interchange that has been stimulated reflects a

move to connect diagnosis and treatment. This trend

shifts diagnostic systems and introduces alternative

treatment options to the field. This shift is envisioned

as an additive change process rather than as keeping the

status quo of problem management and symptom

relief. A new outlook is emerging, and it may force

fresh ideas on issues such as how to choose persons as

candidates for psychotherapeutic interventions; what

constitutes a successful treatment outcome for an indi-

vidual; and what promotes growth, change, and wellbe-

ing (Keyes & Lopez, 2005). 

The system changes in mental health have been helped

along by several trends in the real world, including the

notion that clients are active seekers of health, are agents

in their own change, and even are self-healers capable of

reaching their optimum health status (Keyes & Lopez,

2005). The notion of clients as self-healers, seekers of

health, and personal change agents, combined with the

push to destigmatize mental illness, has also caused a

paradigm shift in the approach to treating mental illness.
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Content Box 17-1 

Dimensions of Psychological Wellbeing
• Self-acceptance: One has a positive appraisal of

self, past life, and the multiple aspects of oneself.
• Personal growth: One has a sense of personal 

effectiveness and an openness to continued 
development, fulfillment of potential, and new 
experiences.

• Purpose in life: One has goals and beliefs that give
a sense of direction and purpose to life.

• Environmental: One has an ability to respond to
environmental demands and mastery to choose
personally meaningful contexts.

• Autonomy: One has an ability to make decisions
independently and adheres to standards over 
social pressure.

• Positive: One has an ability to develop and main-
tain caring relationships and is able to exhibit 
affection, empathy, and intimacy with others.

Adapted from “Toward a science of mental health: Positive directions

in diagnosis and interventions” by C. L. Keyes & S. J. Lopez, 2005, in

C. R. Snyder & S. J. Lopez (Eds.), Handbook of positive psychology
(pp. 45–59). By permission of Oxford University Press, Inc.

Adapted from “Toward a science of mental health: Positive directions

in diagnosis and interventions” by C. L. Keyes & S. J. Lopez, 2005, in

C. R. Snyder & S. J. Lopez (Eds.), Handbook of positive psychology
(pp. 45–59). By permission of Oxford University Press, Inc.

Content Box 17-2 

Dimensions of Social Wellbeing
• Social coherence One generally envisions a

logical and predictable social world and cares
about society.

• Social actualization One has a generally positive
world view where society is believed to be grow-
ing in a positive direction. 

• Social integration One generally has a sense 
of belonging to, and receives support from the
community. 

• Social acceptance One is generally accepting 
of and positive toward others. 

• Social contributions One generally believes in the
value of one’s contributions to society.
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Clients now are not viewed as passive receivers of the

“healing magic” of psychology professionals but actually

assume the bulk of “change responsibility” (Keyes &

Lopez, 2005). In the working relationship of the client

and the socially sanctioned healer, positive change is not

just hoped for but expected. This “new direction” of care

focuses on the strengths and resources of clients rather

than on their weaknesses and limitations. The emphasis

has shifted from where people have been to where they

want to go (Keyes & Lopez, 2005).

The self-help movement also fosters the view of the

Keyes model, which holds that people move through

stages of being and healing. Clinicians are more aware

that the individual focus of treatment must shift to a

prevention approach, where effecting change in the

environment, as well as individuals, is needed (Keyes

& Lopez, 2005). One of the ways prevention may work

to decrease the prevalence (number of cases) and the

incidence (number of new cases) is to bring a broader

view of what is considered effective life functioning. In

the DSM-IV-TR (American Psychiatric Association,

2000), the Global Assessment of Functioning (GAF)

scale measures change in symptoms and vitality. A

score of 100 means “superior functioning in a wide

range of activities, life’s problems never seem to get

out of hand, is sought out by others because of his or

her many positive qualities” (p. 34). 

It is clear that there is more to moving toward

healthy functioning than just alleviating symptoms. A

model of mental health, as opposed to one focused on

mental illness, is explained in more depth below. This

model details how prevention can block declines in

health, how intervention can eliminate barriers to

growth and wellbeing, and how health promotion can

help people go beyond their baseline functioning to 

a more optimal life state even after a mental health 

decompensation (Keyes & Lopez, 2005).

A Model of Complete Mental Health
A model for mental health and mental illness that uses

two separate but interacting continua is Ryff and

Keyes’s (1995) Model of Complete Mental Health.

Here, the mental health and mental illness dimensions

are combined, and two states of mental health and two

states of mental illness are postulated. There is a com-

plete state and an incomplete state of both mental

health and mental illness (see Fig. 17-1).

These authors posit that mental health is not simply

the absence of mental illness and not simply the pres-

ence of subjective wellbeing. This model accounts for

more variation in the level of mental health and mental

illness of individuals, and it is therefore more reflective

of real life. It allows for individuals to move among the

four states and reflects that sometimes coping is good,

and sometimes there is decompensation from complete

mental health or incomplete compensation from com-

plete mental illness, where coping levels are poor

(Keyes & Lopez, 2005). 

The states of complete mental health and complete

mental illness are easier to identify. Complete mental

health combines the absence of recent mental illness

and high levels of emotional, psychological, and social

wellbeing. Thus, mentally healthy adults will exhibit

high psychological and social functioning and emo-

tional vitality, with high levels of life satisfaction and

happiness (Ryff & Keyes, 1995).

Complete mental illness states combine high levels of

mental illness symptoms, a recent diagnosis of a mental

condition, and low levels of emotional, psychological,

and social wellbeing. For example, with depression, men-

tally unhealthy adults will exhibit the signs of depression,

will usually be unhappy and feel poorly about their lives,

and will be functioning poorly in the psychological and

social areas (Ryff & Keyes, 1995).

In the other two areas—incomplete mental health

and incomplete mental illness—the state of incomplete

mental health includes persons, with the absence of 

recent mental illness, who combine low levels of well-

being in the psychological, social, and emotional areas.

This group may include chronic malcontents and com-

plainers, the “worried well,” or those “in a rut” (Keyes

& Lopez, 2005).

The state of incomplete mental illness is where men-

tal illness symptoms, or a recent mental illness episode,

join with the individual’s perception of relative happi-

ness and satisfaction with their lives, and they appear to

be functioning at an adequate to fairly high level in the

psychological and social areas. This group includes 

apparently high-functioning persons who may have 
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Figure 17-1 Model of Complete Mental Health. 

Adapted from “Toward a science of mental health: Positive directions in diagno-
sis and interventions” by C. L. Keyes & S. J. Lopez, 2005, in C. R. Snyder & S. J.
Lopez (Eds.), Handbook of positive psychology (pp. 45–59). By permission of
Oxford University Press, Inc.
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serious substance-use issues and yet may be able to

perform well enough at work to retain their jobs (Keyes

& Lopez, 2005). 

Keyes (2002, 2005) defines these groups more thor-

oughly: The completely mentally healthy are described

as flourishing and the completely mentally ill as floun-
dering. A person who is flourishing experiences high

levels of emotional wellbeing and attains high levels 

of positive psychological and social functioning. Keyes

(2002) describes persons with incomplete mental 

health as languishing. These individuals experience low

levels of emotional wellbeing and attain low levels of

positive functioning. Languishing is associated with

significant levels of impairment in daily living and work

productivity. In a study of over 3000 adults, 12% met

the criteria for languishing. These are individuals who

are not diagnosed with mental illness yet experience

emotional distress that limits their effective participa-

tion in occupations. Another 14% met the DSM-IV TR
(American Psychiatric Association, 2000) criteria for

major depressive episode (Keyes, 2002). Keyes and

Haidt (2003) describe individuals categorized with

incomplete mental illness as struggling with life. 

This conceptualization of mental health and mental

illness has several implications. First, it is possible to

be diagnosed with a mental illness and still have a rea-

sonably good level of mental health and wellbeing; 

second, although a mental illness may not be curable, it

is possible and desirable to promote the mental health

and wellbeing of persons with mental disorders; and

third, many people without diagnosed mental disorders

are not, by virtue of this lack of pathology, mentally

healthy and are in need of mental health promotion ser-

vices to enhance their subjective wellbeing and optimal

development (Tudor, 1996). 

Characteristics of Mentally
Healthy People

Mentally healthy individuals demonstrate a variety of

common characteristics. Typically they perceive and

exercise some control over their lives; they demonstrate

the ability to learn, grow, and develop; and they feel

loved, understood, and valued. In general, mentally

healthy people have a zest for life, are self-accepting,

and have a healthy level of self-esteem; they are

resilient, optimistic, and hopeful. However, no two

people are identical, and each of us will manifest char-

acteristics of mental health in different ways at differ-

ent times. No one can be expected to demonstrate all

the characteristics all the time. Mental health is a fluid 

condition, not constant, static, or rigid. However, the

number of characteristics displayed and their frequency

and duration may be a good measure of a person’s

mental health at any given moment in time (Donnelly,

Eburne, & Kittleson, 2001).

According to the National Mental Health Association

(1996), mental health encompasses feelings people have

about themselves and about others and the ability to

meet and handle the demands of life. Regarding feelings

about the self, mentally healthy people

• have a realistic view of themselves, including

their talents and abilities;

• effectively cope with success and disappointment;

• accept their limitations;

• experience reasonable pride in their accomp-

lishments;

• have a high level of self-awareness; and

• appreciate their emotions rather than being 

troubled by them.

With respect to other people, mentally healthy people

• are able to establish and maintain meaningful

relationships;

• give and receive love;

• respect others’ differences;

• have the capacity to focus on the needs and 

interests of others; and

• demonstrate a healthy sense of caring toward others.

In meeting and handling the demands of life, mentally

healthy people

• accept responsibilities and plan effective strate-

gies to meet these obligations;

• do not fear the future;

• make the best use of their talents and abilities;

• plan for the future and set realistic goals; and

• are able to manage the unexpected.

The typologies of mental health characteristics are

nearly limitless. For example, Carl Rogers (1961), an

early proponent of the human potential movement,

advocated for a positive perspective on mental health

and described the characteristics of the fully function-
ing human being. According to Rogers (1961), the fully

functioning person seeks and welcomes new experi-

ences, is spontaneous and adaptable, has the capacity to

make choices free from past constraints, trusts their feel-

ings and impressions, and is creative in meetings life’s

challenges. More recently, Tudor (1996) identified eight

elements of mental health and viewed these as potential

targets for health promotion: coping, stress management,

self-concept, self-esteem, self-development, autonomy,

change, and social support. Donnelly and colleagues

(2001) identify 10 characteristics:

• A generally positive outlook on life

• Realistic expectations
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• Effective management of emotions

• Ability to have satisfying relationships with others

• Healthy and reasonable appetites for enjoyment

• Effective coping skills

• Spirituality or sense of purpose in life

• Honest self-appraisal and self-esteem

• Accurate and realistic perception of the world,

past, present, and future

• Ability to gain support from others without 

becoming overly dependent

Assessing Mental Health

A holistic evaluation of mental health requires a multi-

faceted approach that assesses the person’s strengths,

limitations, and interaction with the environment. In

traditional psychiatry and psychology, the practitioner

attempts to identify pathology and categorize a per-

son’s dysfunction in order to develop a treatment plan

to remediate these deficits. However, from a positive

psychology perspective, assessment is designed not

only to identify the limiting characteristics or deficien-

cies of the individual (client weaknesses) but also

• the person’s strengths and assets—for example,

motivation, coping, and cognitive resources

(client assets);

• the resources and opportunities in the environment—

for example, family networks, social support, 

community and church groups (environmental 

assets); and

• the deficiencies, barriers, and destructive factors

in the environment (environmental limitations).

This is referred to as the Four-Front, or Four-Level

Matrix, approach to assessment (Snyder, Ritschel,

Rand, & Berg, 2006; Wright & Lopez, 2005). The Four-

Level Matrix has two dimensions: valence (assets 

and weaknesses) and source (the individual and the envi-

ronment). The result is a four-cell matrix (Fig. 17-2).

Snyder, Ritschel, and colleagues (2006) advocate the

systematic application of this matrix during assessment,

asking questions and making observations about all four

cells and organizing and recording the results directly

on the matrix. 

The environment is a key component (50%) of the

matrix assessment. Human beings live, work, and

play in a variety of contexts. On a daily basis, individ-

uals use a combination of strengths and weaknesses to

function in a variety of environments. Therefore, in

order to adequately understand a person’s behaviors,

one must explore the environments in which these

behaviors occur. Attributing all of a person’s prob-

lems to the individual without consideration of the

contexts in which they must function leads to victim

blaming. Unhealthy environments may be a source of

the person’s problems, so the environment may be a

target for intervention in order to improve quality of

life and emotional wellbeing. In addition, evaluating

the environment “helps delineate how pervasive or 

circumscribed any particular problem might be” by

determining the degree to which a person alters or

fails to alter their behavior across situations (Snyder,

Ritschel, et al., 2006, p. 35).

Some challenges involved in using the matrix include

distinguishing between characteristics of the individual

and aspects of the environment, and determining the

extent to which certain characteristics are strengths or

weaknesses. Due to the interaction between individuals

and their environment, it may be difficult to determine

the source of the strength or weakness. For example, a

person who reports marital discord may have personality

characteristics that interfere with optimal dyadic func-

tioning (an aspect of the individual), or a family-in-law

that is intrusive and causes conflict in the marital rela-

tionship (an aspect of the environment), or a combina-

tion of the two. In addition, some characteristics may be

adaptive in some settings and maladaptive in others.

Strengths may become weaknesses if they are overused,

used inappropriately, or used in the wrong context. For

example, the attribute of empathy is a valued strength but

when misdirected may produce inappropriate boundary-

crossing behavior in professional relationships.

One goal of assessment is to facilitate the develop-

ment and implementation of an optimal intervention.

This includes identifying “assets (psychological or

environmental) that can help the person to be more

resilient when encountering future challenges” (Snyder,

Lopez, Edwards, et al., 2003, p. 33). It is important to
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Client 
Assets 

Environmental 
Assets 

Client 
Weaknesses 

Environmental 
Limitations 

Figure 17-2 Four-cell matrix. 

From “Twenty-first century graduate education in clinical psychology: A four
level matrix approach” by C. R. Snyder & T. R. Elliott, ©2005, Journal of 

Clinical Psychology, 61(9), 1033–54. Reproduced with permission of John Wiley
& Sons, Inc.
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recognize that strengths and limiting factors, both inter-

nal and external to the individual, are not all-or-nothing

phenomena; rather, these characteristics occur on a

continuum from very high levels to very low levels.

Assessing only a client’s problems and deficits can

have multiple negative consequences. It may lead to

blaming the victim, having a negative bias toward the

client, and introducing a destructive self-fulfilling

prophecy in which the client acts and the practitioner

responds in accordance with the negative label. On 

the other hand, inquiring about a client’s strengths 

can have multiple beneficial effects. It indicates to the

client that the practitioner is concerned about the whole

person and not solely their diagnosis. This can facilitate

rapport and trust in the therapeutic relationship. In

addition, it encourages the client to examine their

assets and determine how best to utilize them to

enhance their mental health. This enables the client to

reclaim some self-worth and empowers them to act on

their own behalf (Snyder, Ritschel, et al., 2006).

Evaluation data can be gathered through a variety of

assessment techniques, including interviews, checklists,

observation, questionnaires, and psychological tests.

Integrating all these data can be challenging, as the

internal and external assets and liabilities are interde-

pendent and in constant interaction. There are many

assessments designed to identify psychological deficits

and mental disorders but few that measure psychologi-

cal strengths and global mental health. One instrument

that shows promise is the Values in Action Inventory of

Strengths (VIA-IS) developed by Peterson and Selig-

man (2004). The VIA-IS was designed to assess indi-

vidual character strengths on continua from high levels

to low levels of each trait. The latest version of the tool

consists of 240 items assessing 24 strengths using a

five-point Likert scale. It is available in paper-and-

pencil and online versions and takes approximately 

30 minutes to complete. A report is generated that iden-

tifies the person’s top five strengths, which are referred

to as signature strengths (Snyder & Lopez, 2007). 

In addition to the VIA-IS, a variety of assessment

tools exist to measure individuals’ specific character

strengths, such as optimism, self-efficacy, creativity,

resilience, emotional intelligence, hope, and other

positive psychological attributes. A sampling of these

assessments can be found in Table 17-1. At present,

assessments that measure environmental assets and

limitations are few. However, instruments exist that

measure family environment, organizational climate

in work settings, and instructional environments in

schools. It is important to not only assess the proper-

ties of home, work, and school environments, but also

the client’s perceptions of these contexts (Lopez &

Snyder, 2003).

Mental Health Promotion

Everyone has mental health needs, regardless of whether

or not they have a diagnosis of a mental disorder; there-

fore, mental health promotion applies to the whole pop-

ulation in the context of everyday life. Mental health

needs are met, or not met, within families, through

friendships, at school and work, and in communities. 

Although the need for mental health promotion is uni-

versally relevant, little attention has been devoted to 

enhancing mental health in any systematic way. Mental
health promotion consists of any actions, activities, and

strategies designed to foster, protect, and enhance the

mental wellbeing of individuals, families, groups, or

communities and to build individual and community

capacity for positive mental health. The potential bene-

fits of mental health promotion include

• enhanced physical and mental health and wellbeing;

• increased emotional resilience;

• reduced incidence of mental disorders;

• improved quality of life;

• higher productivity;

• greater social inclusion and participation; and

• increased mental health literacy and decreased

stigma.

Principles of Mental Health Promotion
The promotion of mental health and the prevention and

treatment of mental illness are complementary goals, but

the methods used to achieve these ends are different.

Prevention activities are often categorized by stage of

intervention. For example, primary prevention focuses

on preventing the onset of disease or illness, secondary

prevention focuses on minimizing the duration and dis-

ability associated with disease, and tertiary prevention

focuses on reducing negative sequelae. Health promo-

tion activities are often categorized based on risk level;

approaches directed at an entire population to enhance

wellbeing are described as universal, while health 

promotion strategies that are directed at higher risk pop-

ulation subgroups are called selective. Health promotion

efforts are considered indicated if they are targeted at

high-risk individuals who are in the early stages of symp-

tom development (Herrman, 2001). 

Evidence regarding risk and protective factors is

particularly strong with respect to the impact of early

childhood experiences. It is believed that

good mental health in childhood is a prerequisite 

for optimal psychological development, productive

social relationships, effective learning, an ability to

care for self, good physical health and effective eco-

nomic participation as adults. This can be done by

reducing the impact of risk factors on the one hand,

Chapter 17 Promoting Mental Health and Emotional Wellbeing 335

1193_Ch17_329-349.qxd  6/9/09  3:57 PM  Page 335



and by enhancing the effects of protective factors on

the other. (WHO, 2005, p. 7, ¶ 4)

Risk and protective factors fall into several categories:

individual factors, family factors, school context, life

events and situations, and community and cultural fac-

tors (United Kingdom, Department of Health, 2001).

Examples of risk and protective factors well supported in

the literature can be found in Table 17-2. The evidence

on risk and protective factors can provide a foundation

for designing mental health promotion interventions for

schools, workplaces, and communities. 

Research demonstrates that stressful life events are

risk factors that influence the onset and outcome of a

variety of disorders, both physical and mental. These

events, in the presence of certain predisposing vulner-

abilities, can lead to significant impairment. A goal of

mental health promotion is to decrease the number and

severity of life stressors and increase the capabilities

of individuals and communities to respond effectively

336 SECTION III Occupational Therapy’s Contributions to Health Behavior Interventions

Table 17–1 Positive Psychological Assessments

Name of Instrument Description

Attributional Style Questionnaire (ASQ) Measures how people explain negative events or to what they
attribute these events. Presents 12 hypothetical events (6 positive
and 6 negative) that are rated on a seven-point scale that measures
the degree to which the attributed cause is internal/external, stable/
unstable, and specific/global. 

Children’s Attributional Style Measures how children (aged 8 to 14) explain negative events or to 
Questionnaire (CASQ) what they attribute these events. Presents 48 hypothetical events 

(24 positive and 24 negative) in a forced choice format.

Life Orientation Test (LOT) Measures levels of optimism and pessimism. Consists of eight
coded items plus fillers; half are framed in an optimistic manner, the
others in a pessimistic manner. The respondent indicates their level
of agreement/disagreement with each item.

Adult State Hope Scale A six-item self-report scale that measures goal-directed thinking at any
given point in time. Includes agency and pathways thinking subscores.

Children’s Hope Scale Consists of six items, designed for children aged 7 to 16. Ratings are
on a six-point scale.

Problem Solving Inventory This is a self-appraisal or personal perception of problem-solving 
ability and behaviors and attitudes associated with problem-solving.
Assesses problem-solving confidence, approach-avoidance style, 
and personal control. 

Torrance Tests of Creative Available in two forms, nonverbal and verbal. Assesses four creative 
Thinking (TTCT) abilities: fluency, flexibility, originality, and elaboration. The nonverbal 

form requires respondents to draw additional lines to elaborate on a 
shape and to draw as many different pictures as possible using the 
same shape. The verbal version requires respondents to generate 
questions, alternative uses, and guesses in response to six activities.

Rosenberg Self-Esteem Scale Measures global self-esteem using a 10-item scale that the respon-
dent rates on a strongly agree to strongly disagree scale. 

Mayer-Salovey-Caruso Emotional Assesses four aspects of emotional intelligence: perceiving emotion, 
Intelligence Test using emotion to facilitate thought, understanding emotion, and 

managing emotion. Uses photographs and scenarios to measure
emotional intelligence skills.

From Positive psychological assessment: A handbook of models and measures by S. J. Lopez & C. R. Snyder, 2003, Washington, DC:

American Psychological Association.
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to these inevitable events. Mental health promotion

also strives to enhance resiliency or protective factors

and reduce risk factors at individual community and

policy levels.

The underlying principles of mental health promotion

are the same as those of health promotion in general and

include the following:

• A holistic, biopsychosocial orientation to health

• Promoting health and quality of life, as well as

preventing illness

• Intervening at a variety of levels, including com-

munity and policy levels, and not exclusively 

focused at the individual level

• Establishing collaborative partnerships and 

alliances, bringing together diverse constituencies

for a common goal 

• Client and community participation in program

design, implementation, and evaluation (Secker,

1998)

Comprehensive mental health promotion appro-

aches include a balance of interventions designed to

strengthen individuals and families, strengthen com-

munities, and reduce societal and structural barriers to

mental health. All these interventions can apply to the

general population, vulnerable groups, high-risk indi-

viduals, and persons with mental disorders. Examples

of each of these areas of intervention are provided in

Content Box 17-3.

Strategies for Promoting Mental
Health

Although the research on the efficacy of mental health

promotion is limited, there is scientific evidence that

mental health can be enhanced through public health

and social interventions (WHO, 2004). Programs and

strategies that show promise include

• early childhood and preschool psychosocial 

interventions;

• school and community violence-prevention 

programs;

• school-based mental health promotion activities;

• mental health interventions in the workplace 

(e.g., stress management);

• intergenerational, bereavement, and social support

programs for the elderly;

• economic and social empowerment programs for

women;

• postdisaster psychological and social preventive

interventions; and

• community development initiatives (WHO, 2004).

Snyder and Lopez (2005) created a typology for 

positive psychological approaches and mental health

promotion. They categorized strategies into emotion-

focused, cognitive-focused, self-based, interpersonal,

and biological approaches. Examples of targets of inter-

vention in each of these approaches are provided in Con-

tent Box 17-4. It is beyond the scope of this chapter to

describe all the intervention strategies; however, a few

will be described here for potential use in occupation-

based mental health promotion. These include the 

concepts of resilience, emotional intelligence, self-

efficacy, learned optimism, hope, social support, and

spirituality as they relate to mental health.

Resilience

Resilience is “characterized by patterns of positive

adaptation in the context of significant adversity or risk”

(Masten & Reed, 2005, p. 75). Positive adaptation con-

sists of two components: internal adaptation (a positive

psychological adjustment as opposed to emotional dis-

tress and dysfunction) and external adaptation (positive

and effective behavioral responses to extenuating cir-

cumstances). Adversity can manifest as a single event

that overwhelms a person’s ability to cope, such as 

a disaster, or as an accumulation of stressors and risk

factors over time. 

Resilience can also be described as “a force within

everyone that drives them to seek self actualization, 

altruism, wisdom, and be in harmony with a spiritual
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Content Box 17-3 

Examples of Mental Health Promotion
Interventions

Strengthen Individuals and Families
• Life skills and coping training
• Self-esteem development
• Relationship and parenting skills
• Adaptive coping
• Domestic violence prevention
• Physical activity and recreation programs

Strengthen Communities
• Increasing social inclusion and participation
• Enhancing neighborhood environments
• Appropriate childcare
• Self-help programs
• School violence prevention
• Community safety
• Social support

Reduce Societal and Structural Barriers
• Meaningful employment
• Housing
• Access to high-quality education
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source of strength” (Richardson, as cited in Waite &

Richardson, 2004, p. 179). From a developmental per-

spective, resilience is the ability to achieve age-related

developmental milestones and tasks under harsh stress-

ful conditions. In order to identify sociocultural risk

factors and protective resources that influence health

outcomes in adolescence, Rew and Horner (2003) 

developed the Youth Resilience Framework (YRF).

The primary risk factors identified in their research 

included gender, childhood distress, trauma (which

includes divorce or death of a loved one), difficult tem-

perament, and poor school performance. The protective

factors, or resources, included competence (positive 

social, academic, and physical skills and self-worth),

positive coping styles, sense of humor, connectedness

(with parents or adults who demonstrate caring), and

knowledge of health behaviors and health risks. The

YRF describes these protective factors as they relate to

adolescent development and how best to fortify them

with strategies for developing resilience. According 

to Rew and Horner (2003), “early interventions that 

enhance protective resources, in spite of multiple indi-

vidual and sociocultural risk factors, must be devel-

oped and tested to promote the health and well-being of

adolescents” (p. 386). Much research has examined the

individual and environmental factors that have a pro-

tective effect during times of adversity and that 

enhance resilience. A sampling of factors that enhance

resilience in children is listed in Content Box 17-5. 

Waite and Richardson define resiliency as “the process

and experience of being disrupted by change, opportuni-

ties, stressors and adversity and, after some introspection,

ultimately accessing gifts and strengths (resilience) to

grow stronger through the disruption” (2004, p. 178).

They identify three waves of inquiry regarding human

resiliency. The first wave defines characteristics of people

(e.g., internal locus of control, self-efficacy, self-esteem)
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Content Box 17-4 

Examples of Mental Health Promotion
Concepts by Category

Emotion-Focused Approaches
• Subjective wellbeing
• Resilience
• Self-esteem
• Positive affectivity
• Emotional intelligence
• Flow

Cognitive-Focused Approaches
• Creativity
• Self-efficacy
• Learned optimism
• Problem-solving
• Hope theory
• Personal causation

Self-Based Approaches
• Reality negotiation
• Authenticity
• Humility
• Uniqueness seeking

Interpersonal Approaches
• Compassion
• Forgiveness
• Gratitude
• Social support
• Empathy and altruism
• Moral motivation

Biological Approach
• Hardiness

Specific Coping Approaches
• Personal narrative
• Overcoming loss
• Pursuit of meaningfulness
• Humor
• Meditation
• Spirituality

Data from Handbook of positive psychology by C. R. Snyder & S. J.

Lopez. (Eds.), 2005, New York: Oxford University Press.

Adapted from “Resilience in development” by A. S. Masten & 

M. G. Reed, 2005, in C. R. Snyder & S. J. Lopez (Eds.), Handbook 
of positive psychology. By permission of Oxford University Press, Inc.

Content Box 17-5 

Factors for Resilience in Childhood

Characteristics of the Child
• Effective problem-solving skills
• Adaptable personality
• Positive self-concept and self-efficacy
• Effective emotional self-regulation
• Perceives meaning in life
• Sense of humor

Characteristics of the Family
• Positive relationships with caregivers
• Low parental discord
• Organized home environment
• Parenting style high on warmth, expectations, and

monitoring
• Positive socioeconomic indicators

Characteristics of the Community
• Presence of competent, caring, and supportive

adults
• Prosocial peer groups
• Organizations that provide activities for children
• High level of public safety
• High-quality, accessible health services
• Effective schools
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who cope and work through daily life disruptions. The

second wave is more process oriented, determining 

how people acquire these characteristics. The third wave

explores innate resilience, or the mechanisms within 

certain people that motivate them to cope and overcome

adversity.

Approaches for fostering resilience can be concep-

tualized in three categories: risk-focused strategies,

asset-focused strategies, and process-focused strategies.

Risk-focused strategies are designed to reduce exposure

to negative experiences by preventing or lowering risks

and stressors. Examples of this approach include parent-

ing skills training to decrease child abuse, community

policing to reduce crime and violence, and community

recreation programs to prevent adolescent alcohol 

and drug abuse. Asset-focused strategies are designed

to increase the development of, and access to, the

resources needed to respond effectively to challenging

situations. It attempts to improve social capital. Provid-

ing tutors, recreational programs, and enrichment

opportunities are examples of this approach. Process-

focused strategies attempt to influence processes that

impact people’s lives and mobilize adaptational sys-

tems—for example, building self-efficacy through a

series of graded experiences of success, fostering men-

toring relationships, and supporting cultural traditions

that provide social support. Effective interventions to

increase resiliency use a combination of these three

types of strategies (Masten & Reed, 2005).

Susan Fine first introduced resilience to the occupa-

tional therapy profession in her 1990 Slagle lecture, in

which she asks the profession to consider “Who rises

above adversity?” She noted that resilience is a concept

aligned more closely with a health and wellness per-

spective than with the medical model. The definition of

mental health above incorporates the term resilience as

a characteristic of mental health. The focus of res-

ilience research and subsequent interventions is on

exploring “good psychosocial capacities such as com-

petence, coping, creativity, and confidence” (Anthony

& Cohler, as cited in Fine, 1991, p. 496). Fine (1991)

states that “resilience is made operational by cognitive

and coping skills and the recruitment of social support”

(p. 496) and that “resilience is often measured behav-

iorally on the basis of the person’s competence and

success in meeting society’s expectations despite great

obstacles” (p. 497). 

In their study of 232 allied health workers in a large

government organization, Waite and Richardson (2004)

examined the impact of resilience training. Random

assignment was made to a control group and the exper-

imental group (training group). Results of the repeated

measures analysis of variance (ANOVA) tests and

paired samples t-test showed positive and significant

changes in the experimental group after the training.

Waite and Richardson state that, in light of the ongoing

changes in health care, “allied health professionals in

hospitals and other settings may need to become more

resilient themselves” (2004, p. 182).

Emotional Intelligence
Emotional intelligence (EI) refers to the ability to 

effectively process information that is emotion-laden.

This skill allows an individual to use emotional intelli-

gence as a guide for problem-solving and other cogni-

tive activities and as a means of focusing energy on

required behaviors. Specifically, emotional intelligence

is the ability to

• “perceive, appraise, and express emotion accu-

rately and adaptively; 

• understand emotion and emotional knowledge; 

• access and/or generate feelings when they facili-

tate cognitive activities and adaptive action; and

• regulate emotions in oneself and others” (Salovey,

Mayer, & Caruso, 2005, p. 159).

The concept of emotional intelligence has a long 

history. The ancient Greek school of thought (Stoic)

believed that emotions, being individualistic and self-

absorbed, were unreliable as a guide to insight and wis-

dom. This contrasted with the later view of the European

Romantic movement in the late 18th and early 19th cen-

turies that empathy and intuition rooted in emotion could

provide insights not possible through logic alone. The

Romantic movement stimulated more modern conceptu-

alizations of EI as an ability to understand feelings in 

oneself and others and using these feelings as information

that shapes one’s thinking and actions.

Emotional intelligence has four branches (Salovey

et al., 2005). The first is emotional perception and

expression, which involves the recognition and intake

of verbal and nonverbal information into the emotion

system. This ability comprises attending to, registering,

and deciphering emotional messages, such as in body

language, tone of voice, and facial expressions, as well

as those implied by cultural differences. Missing these

signals may determine the difference between success

and failure in life tasks.

The second branch of EI is the emotional facilitation of

thought, or using emotions as a part of cognitive processes

like creativity and problem-solving. This emotional facil-

itation of cognitive processes has implications for more

effective problem-solving, reasoning, decision-making,

and creative activity. The emotions may either disrupt

cognition or focus attention on what is important and on

what tasks one performs best in a given mood. Emotions

like anxiety, sadness, or fear may interfere with factors

like motivation, self-esteem, confidence, or drive related
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to the expression or performance of these activities. 

Shifting an individual’s view from more skeptical (nega-

tive) to more accepting (positive) may produce multiple

vantage points for thinking and creativity (Salovey 

et al., 2005).

The third branch of EI involves the cognitive pro-

cessing of emotion, where insight and knowledge

impact the feelings of individuals. This is called emo-
tional understanding and is the ability to label emo-

tions with words and to recognize levels of emotion.

This is how a particular spectrum of emotion may

evolve under certain circumstances—for example,

when feelings of annoyance or irritation evolve into

rage if the offending stimulus is not removed, or when

the feeling of envy evolves into the more destructive

emotion of jealousy. The ability to understand the

meaning, the blending in context, and the time progres-

sion of emotions appears to have a significant impact on

interpersonal relationships (Salovey et al., 2005).

The fourth and final branch in this model is emo-
tional management. This is the ability to regulate emo-

tions and, by itself, is what most people would identify

as emotional intelligence. Emotional management may

lead individuals to attempt to control others’ moods as

well as their own. Excessive control of one’s emotions

may actually stifle EI, and having a positive effect on

others’ emotions is more likely achieved by harnessing,

not suppressing, their emotions. Positive mood-control

techniques include exercise, positive affirmations, self

“pep talks,” and participation in hobbies (socializing,

reading, writing, art and music, and sports events). These

involve active energy expenditure that combines varied

degrees of relaxation, stress management and reduction,

cognitive effort, social support, and self-soothing behav-

iors. Counterproductive emotional management strate-

gies include social withdrawal and isolation, and escape

into potentially addictive substances (alcohol, drugs, 

caffeine) and behaviors (excessive television watching

or computer use, overeating, oversleeping, or sexual fan-

tasy and acting-out behavior).

Healthy emotional self-management relies on the abil-

ity to reflect on and manage emotions. Emotional disclo-

sure, the act of disclosing one’s emotional experiences,

has a positive effect on an individual’s physical and men-

tal health. For the purpose of healing, it may not matter

what the method is in which this disclosure occurs,

whether in writing or through psychotherapy, a religious

experience, or a spiritual program (Salovey et al., 2005). 

A more daunting task is measuring EI and designing

reliable and valid instruments. Research, in early 

and preliminary stages, may have some practical rele-

vance. For example, increased emotional intelligence 

is believed to be associated in children with increased

prosocial behaviors as noted by teacher reports, and

similar results are found in college students who

exhibit fewer antisocial behaviors when observed by

their peers (Salovey et al., 2005).

In other studies in school systems, emotional intelli-

gence was also associated with decreased smoking of

tobacco, decreased use of alcohol, and increased belief

in the importance of doing well in school (Salovey 

et al., 2005). Emerging studies support positive results

associated with EI training in schools. The develop-

ment and utilization of EI training curricula in schools

is usually incorporated into broader programs that are

called Social and Emotional Learning (SEL). Various

amounts of instruction time and levels of depth are 

associated with topics like problem-solving skills in

specific social situations, conflict-resolution strategies,

and character development. The New Haven, Connecti-

cut, school system has a program from grades K to 12

that integrates the development of social and emotional

skills in the context of various prevention programs.

Topics include the prevention of HIV, drug use, and

teen pregnancy. Concepts like self-monitoring, feelings

of awareness, empathy (perspective taking), anger

management, and understanding nonverbal communi-

cation are covered in 25 to 50 hours of highly struc-

tured classroom instruction. Preliminary results of 

testing every 2 years show positive trends in the reduc-

tion of school violence and feelings of hopelessness

(Salovey et al., 2005). 

Another EI curriculum is Self Science, utilized in

Hillsborough, California, in grades one through eight.

This flexible course includes 54 lessons organized

around 10 goals. There are three main assumptions: 

(1) there is no thinking without feeling and no feeling

without thinking; (2) the more conscious one is of what

one is experiencing, the more learning is possible; 

and (3) self-knowledge is an integral component of the

learning process. Some of the topics include

• talking about feelings and needs; 

• listening to and sharing with others;

• including and comforting others; 

• learning to grow from conflict and adversity;

• setting goals and prioritizing activities;

• making conscious decisions; and

• giving time and resources to the larger commu-

nity (Salovey et al., 2005).

The workplace is another area where progress is

being noted from EI training. This training was associ-

ated with the increased effectiveness of managers and

team leaders in guiding their team to improved perfor-

mance in customer service. However, EI did not lead to

greater speed in handling customer complaints (Salovey

et al., 2005). Workplace interventions spurred by EI

training include the Weatherhead MBA program at Case
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Western Reserve University in Cleveland and the Emo-

tional Competency Training Program for American

Express Financial Advisors. These programs are unique

and are not reworked versions of formerly used training

sessions on human relations, achievement motivation,

stress management, and conflict resolution.

The Weatherhead MBA program incorporates into

the curriculum training in social and emotional compe-

tency for future business leaders. The experiences 

are related to emotions and are designed to promote

flexibility, empathy, persuasiveness, self-confidence,

self-control, achievement drive, networking, and group-

management skills (Salovey et al., 2005).

The American Express program trains managers to

be “emotional coaches” for their employees. The goal

is to gain awareness of how one’s own emotional reac-

tions and the emotions of others affect management

practices. The company believes its internal data shows

a higher business growth rate for financial advisors

whose managers had participated in the training than

for those whose managers had not taken the training

(Salovey et al., 2005). 

These authors have observed a limited number 

of similar approaches to emotional coaching in the

business world, in companies that span the gamut from

network marketing, to insurance and financial services,

to the airline industry, to grocery stores and other ser-

vice-related fields. Note has been made that even in the

training and continuing education of physicians, there

are an increasing number of courses on communica-

tion, empathy, and emotion-related skills development

(Salovey et al., 2005).

Self-Efficacy
Self-efficacy is one of the constructs of social cognitive

theory and is the belief in one’s capabilities to produce

desired effects through one’s own actions (Bandura,

1997). Self-efficacy impacts psychological adjustment,

mental and physical wellbeing, and health behavior

change. It is not a genetically controlled trait; rather, it

is a belief that develops over time through interaction

with the world. The predisposing conditions for the 

development of self-efficacy are the ability to enact

symbolic thought, particularly cause-and-effect think-

ing, and the capacity for self-reflection. In addition, the

social environment influences the development of self-

efficacy. Environments that are responsive to a person’s

attempts at mastery enhance the development of self-

efficacy, while unresponsive environments inhibit its

development (Maddux, 2005).

Persons with high levels of self-efficacy are more

resilient, have healthier relationships, and express more

life satisfaction. They are more likely to adopt healthy

behaviors and maintain them in spite of adversity. In

addition, they tend to more effectively manage stress.

Persons with low levels of self-efficacy are more vul-

nerable to depression. They often feel impotent to

change or control things in their environment and lack

the psychic energy to manage difficult life situations.

Depressed persons often approach situations with 

apprehension, which in turn disrupts performance and

decreases the likelihood of a positive outcome. The

negative outcome then diminishes their sense of self-

efficacy, and a dysfunctional cycle has been initiated.

Self-efficacy also influences goal setting and goal attain-

ment. The higher the level of self-efficacy, the loftier 

the goals set and the more persistent the pursuit. Self-

efficacious persons are typically better problem-solvers

and decision-makers than their low-self-efficacy coun-

terparts. Better problem-solving and decision-making

frequently results in better outcomes, which in turn

increases self-efficacy, and a positive cycle is initiated

(Maddux, 2005). 

Strategies to enhance self-efficacy include 

• providing tangible evidence of success;

• experiencing a sense of mastery;

• challenging dysfunctional beliefs and attitudes;

• encouraging the adoption of adaptive beliefs and

realistic expectations;

• modeling and social support for behavior change;

• practicing cognitive rehearsal and imagery; and

• employing techniques to reduce emotional

arousal and decrease performance anxiety—for

example, meditation, biofeedback, and relaxation

training (Maddux, 2005).

Self-efficacy research is about human potential and

possibilities and has demonstrated that self-confidence,

effort, and perseverance are more important than innate

ability in achieving success, happiness, and wellbeing.

Learned Optimism
Optimism can be defined as “the tendency to look on

the more favorable side of events or conditions, the 

belief that good will ultimately triumph over evil”

(Random House Webster’s Dictionary, 1998, p. 505).

How people respond to adversity and cope with stress

is somewhat determined by their outlook on life. Opti-

mists tend to approach challenges with self-confidence

and persistence, whereas pessimists are doubtful and

hesitant. Optimism and pessimism are basic personal-

ity characteristics that “influence how people orient to

events in their lives” (Carver & Scheier, 2005, p. 233).

Research indicates that optimism is associated with

lower levels of psychological stress, an enhanced 

ability to cope with adversity, greater life satisfaction,

and fewer symptoms of depression. Optimists use 

more problem-focused coping strategies and positive
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reframing and less denial and attempts to distance 

oneself from a problem than do pessimists. In addition,

optimists are more likely to engage in proactive, posi-

tive health behaviors. Pessimists, on the other hand, are

less likely to take action to ensure their wellbeing and

are more likely to engage in maladaptive behaviors

(Carver & Scheier, 2005). As a result, these individuals

have an increased likelihood of premature deaths, par-

ticularly from accidents (Peterson & Steen, 2005).

According to Seligman, Reivich, Jaycox, and Gillham

(1995), optimism arises from four potential sources:

genetics, environment (particularly parental influence),

feedback received during childhood, and life experiences

that promote either helplessness or mastery. Secure

attachments and the development of a sense of trust in

childhood appear to be particularly important to the

development of optimism. Learned optimism refers to

transforming negative thought processes into positive

ones that enhance flexible thinking and resilience (Keyes

& Lopez, 2005). Learned optimism training can trans-

form negative thinking into positive cognitive processes.

There are three components of explanatory style in

learned optimism interventions: permanence, pervasive-

ness, and personalization. These components are modi-

fied with cognitive techniques to help people respond in

a healthier manner to daily events, regardless of their pos-

itive or negative outcome.

The prevention benefits of learned optimism train-

ing were demonstrated in a study of 70 fifth graders 

at risk for depression. The children learned ways to

change their style of explaining situations and experi-

enced significantly fewer depressive symptoms follow-

ing the study as compared with a control group. In 

addition, for 2 years afterward (with 6-month follow-

ups), the children who completed the training were half

as likely to develop depression than the control group

(Keyes & Lopez, 2005). 

Hope 
Although many authors characterize hope as an emo-

tion (Farina, Hearth, & Popovich, 1995), Snyder, Rand,

and Sigmon (2005) emphasize the thought processes

involved. Hope is goal-directed thinking and “the belief

that one can find pathways to desired goals and become

motivated to use those pathways” (Snyder et al., 2005,

p. 257). Hope involves three types of thinking: 

1. Goals thinking 

2. Pathways thinking 

3. Agency thinking

An assumption underlying hope theory is that most of

human behavior is focused on goal pursuits. Goals are

what a person desires to experience, create, do, or

become. “Stretch goals” are those that are slightly more

challenging than previously achieved goals and there-

fore require individuals to stretch beyond their comfort

zone (Snyder, Lopez, Shorey, Rand, & Feldman 2003).

Goals thinking refers to the ability to clearly conceptu-

alize and delineate goals toward which to target their

purposeful efforts. Pathways thinking refers to the

ability to generate reasonable strategies or pathways to

achieve these goals, which requires a perception of

causality. High-hope persons are able to generate multi-

ple pathways toward their goals. Agency thinking
refers to the person’s motivation or capacity to imple-

ment the identified pathways or strategies for goal

attainment under normal and impeded conditions,

which requires the ability to see oneself as a causal

agent. Agency thinking provides the energy that initi-

ates and sustains action toward one’s goals. It is the 

perception of successful goal pursuit that causes the

emotional reaction associated with hope. The process is

iterative with past goal attainment experiences influenc-

ing present pathways and agency thinking. Hope is

learned through interactions with peers, caregivers, and

teachers throughout one’s lifetime (Snyder et al., 2005).

Hope is significantly correlated with other positive

psychology constructs, although their factor structures

differ. For example, measures of hope are correlated

with optimism (0.50) and with self-esteem (0.45). In

addition, hope correlates highly with meaning in 

life (0.70 to 0.76) and self-actualization (0.79). Self-

efficacy is also related to hope and is a measure of a

person’s perception of their ability to perform in a spe-

cific context, whereas hope is a measure of the person’s

perception that they will perform. Ability refers to 

the capacity to act, while the will to act reflects inten-

tionality. Hope impacts many areas of life, including

academics, athletics, physical health, and emotional

wellbeing. Hope is correlated with higher test scores

and better academic achievement and is not signifi-

cantly related to intelligence (Snyder, McDermott,

Cook, & Rapoff, 2002). High-hope athletes perform

better than low-hope athletes even when the variance in

natural ability is accounted for. High-hope individuals

engage in more preventive health behaviors and adjust

better to chronic health conditions than persons with

low hope. For example, Everson and colleagues (1996)

found that hopelessness predicted later cardiovascular

disease and cancer among middle-aged men even when

risk factors were controlled for statistically. High hope

is also related to positive affect, effective coping skills,

and healthy interpersonal relationships.

Hope can be conceptualized as a relatively stable

personality trait or as a transient state of mind. It can be

related to goals in general, to domain-specific goals

(e.g., school achievement), or to one goal in particular.

Assessments are available for children, adolescents,
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and adults that measure various aspects of hope (trait,

state, and domain). These assessment tools can identify

which of the three components of hope (goals thinking,

pathways thinking, and agency thinking) is most affected.

Interventions can then be tailored to meet individual

needs. A basic outline for developing hope interventions

can be found in Content Box 17-6.

Social Support
Humans are by nature social creatures. Living in small

groups, families, large groups, and communities has 

offered physical protection and social support. Social

contact has been shown to enhance health and wellbe-

ing and to provide a buffer during times of stress. In 

addition, social support (perceived or actual) facilitates

routine activities and reduces activity restrictions in 

elders (Williamson, 2005). Social isolation is a signifi-

cant risk factor for morbidity and mortality. Attachment

to others is a key component of wellbeing. Social sup-
port can be defined as the provision of information,

practical assistance, companionship, emotional con-

cern, and affirmation. It fulfills our basic need to 

belong (Turner, Barling, & Zacharatos, 2005).

Attachment refers to “the tendency to seek closeness

with particular others and to feel more secure in their

presence” (Taylor, Dickerson, & Klein, 2005, p. 557).

Long separations from primary caregivers both in baby

monkeys (Harlow & Harlow, 1962) and in human infants

(Bowlby, 1973) can produce fearful and aggressive

behaviors; emotional disturbance, particularly depres-

sion; and failure to thrive. In childhood, the quality of the

caregiver-infant relationship is critical for normal devel-

opment and for physical and mental health. In addition to

the psychological benefits of social support, it appears

that social relationships also exert physiological and neu-

roendocrine effects that moderate stress responses and

enhance immune function (Taylor et al., 2005). 

The research is consistent in its findings that females

are more likely to develop social networks and seek 

social support in times of stress than are males. This

appears to be a cross-cultural phenomenon. Positive

social contact has been shown to increase the secretion 

of endogenous opioid peptides, which provide a sense

of wellbeing through their effects on the brain. In 

addition, prolonged social isolation can reduce brain

serotonin activity and thereby produce symptoms of

depression. The gender differences may be due in part 

to the hormone oxytocin. Mothers of many species 

secrete oxytocin immediately after giving birth. This

hormone is believed to facilitate attachment behaviors

and increase prosocial behaviors in response to stress

(Taylor et al., 2005).

The benefits of social support are not tied to the num-

ber of social relationships one has but rather to the qual-

ity of those relationships (Holahan, Moos, Holahan, &

Brennan, 1996). A sense of belonging and security with

others is a key dimension of mental health. Social sup-

port groups offer the opportunity to share concerns, offer

suggestions, and provide role models for health behavior

change. Alcoholics Anonymous and other 12-step pro-

grams have a strong social support component. 

Ryff and Singer (2005) describe the cumulative effect

of social relationships on wellbeing. They differentiate

between positive and negative relationship pathways. A

positive relationship pathway indicates that an adult has

had at least one parent who was caring, supportive, and

affectionate and has experienced at least one of two forms

(emotional/sexual and intellectual/recreational) of adult

spousal intimacy. A negative relationship pathway indi-

cates that a person had negative bonds with both parents

or had negative experiences with both forms of spousal

intimacy. These researchers found that adults with posi-

tive relationship pathways had lower allostatic loads, as

measured by physiological stress markers, than those

with negative relationship pathways. Allostatic load is “a

measure of cumulative wear and tear on numerous phys-

iological systems” (Ryff & Singer, 2005, p. 548). This

suggests that having positive and supportive social rela-

tionships may actually protect the individual’s health
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Content Box 17-6 

Basic Components of Hope 
Interventions

Administer Appropriate Hope Assessments
• Review results with client
• Educate client about basic concepts in hope 

theory

Facilitate Client’s Goal Selection and Definition
• Identify highly valued goals
• Establish an ideal challenge level
• Specify measurable subgoals

Facilitate Client’s Pathways Thinking
• Visualize paths to the goals
• Generate several strategies or pathways to

achieve the goal
• Identify alternative routes if the original pathways

are blocked or not effective

Facilitate Client’s Agency Thinking
• Increase positive self-talk
• Evaluate progress made toward goals
• Celebrate accomplishments
• Practice basic health habits, good nutrition, 

physical activity, and adequate sleep

Adapted from “Hope for rehabilitation and vice versa” by C. R. 

Snyder, K. A. Lehman, B. Kluck, B., & Y. Monsson, 2006, Rehabilita-
tion Psychology, 51(2), 89–112.
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through physiological mechanisms. Interestingly, this

effect was stronger for males than it was for females

(Ryff & Singer, 2005).

Spirituality
The power, functional importance, and impact of spiri-

tuality on mental health is often underestimated. There

is growing evidence that spirituality and religious 

participation have beneficial effects on mental health.

For example, persons with a spiritual or religious affil-

iation are significantly less likely (approximately 40%)

to develop major depressive disorder during their life-

times and may recover faster when they do experience

depression than those without such an affiliation. In 

addition, religious and spiritual commitment correlates

with lower levels of substance abuse. One of the medi-

ating variables appears to be the acceptance and sup-

port people experience from their faith communities

during times of stress (Hartz, 2005).

Spirituality is often confused with religiosity. Although

overlapping, they are distinct concepts. Both constructs

can be expressed individually and socially, and both have

the capacity to improve or impair wellbeing. Although

there are probably an infinite number of meanings for the

term spirituality, for the purposes of this chapter, it will

be defined as a “search for meaning and purpose in ways

related to the sacred or to ultimate reality” (Hartz, 2005, 

p. 4). Spirituality may include experiences of transcen-

dence, connectedness to the sacred, awe, reverence, a

sense of wholeness, and profound love. Spirituality can be

experienced through religious activities; however, religion

has some attributes that spirituality does not—for exam-

ple, theology, moral codes, rituals, and institutions. One

can practice spirituality without belonging to any particu-

lar religion (Hartz, 2005).

The search for spirituality is a process that

involves effort to discover sacred truths and apply

them to one’s life. Spiritual pathways may include

traditional religious institutions; newer spirituality

movements (e.g., feminist, goddess, spiritual ecolo-

gists); and nontraditional spiritual groups, associations,

and programs (e.g., 12-step programs, meditation cen-

ters). Spiritual practices may include the traditional

(prayer, rites of passage, reading and studying of

holy books), as well as other forms of human activity

whose goal is finding and experiencing the sacred,

such as meditation, music, art, yoga, social action,

and sensing the divine in nature and everyday experi-

ences. Prayer may have several goals, but meditative

prayer—in which the person spends time just “being

in” the presence of God—is more strongly related 

to measures of wellbeing and a sense of closeness 

to God than other types of prayer (Pargament &

Mahoney, 2005).

Spirituality has been connected in many studies 

to individuals’ social, psychological, and physical

health. College students who reported spiritual striv-

ing in their list of personal goals were correlated

more highly with measures of wellbeing than those

striving for any other type of goals. Other studies

show that persons who perceive God to be a loving,

compassionate, and responsive figure express higher

levels of wellbeing than those who describe God in

terms of a more distant, fearful, harsh, or punitive

being. The latter view is correlated with higher levels

of psychic distress. In studying religious coping, it

was found that people who see God as a partner in the

problem-solving process of life report better mental

health, while those who tend to defer controllable

problems to God show lower levels of mental health.

These studies give support to the idea that the help-

fulness or harmfulness of people’s perception of the

divine being and the kind of relationship formed with 

their God significantly impacts their mental health

(Pargament & Mahoney, 2005). 

Crisis situations that are reframed in spiritually

meaningful terms offer an opportunity for growth.

Studies show that the individual who sees or believes

there is a spiritual design in tragedy is helped to pre-

serve their beliefs in a benevolent divine being despite

adversity, and this view leads to better overall life 

adjustment. These findings were echoed in studies of

hospice cancer patients. Those who reframed their 

experience in spiritual terms had greater coping effi-

cacy, greater purpose in life, and more positive 

outcomes. This effect was also seen in medical reha-

bilitation patients who improved over a 4-month

period when they could reframe their situation as a

positive. Those who were angry with God experienced

a significant decline in function after a 4-month period.

Negative forms of religious reframing are correlated

with increases in depression, distress, physical symp-

toms, and maladjustment to life stressors (Pargament &

Mahoney, 2005).

Individuals seem to choose spiritual stability rather

than change when confronted with major life stresses

or traumatic events. Studies show that levels of 

faith and religious beliefs and practices are largely

unchanged or strengthened during war, accidental

injuries, or death of loved ones (Pargament & Mahoney,

2005). In addition, life cycle issues (discovering, con-

serving, redefining, rediscovering) and traumatic life

events and experiences (trauma, illness, death) impact

the perception and expression of spirituality and can

promote or trigger what is variously called a religious

conversion, a cosmic healing, an oceanic experience

(Pargament & Mahoney, 2005), or a spiritual awaken-

ing (Alcoholics Anonymous, 2001, p. 60).
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Conclusion

There are many ways to enhance mental health, and no

one intervention is appropriate for everyone. Positive

psychology research provides some insight regarding the

characteristics of mental health and how these character-

istics can be developed. Occupational therapy practition-

ers, like other health-care professionals, sometimes fall

into the trap of focusing exclusively on a person’s

deficits and dysfunction. Positive psychology reminds us

to consider the whole person and utilize a person’s

strengths to maximize their function. Focusing on the

development of hope, resilience, emotional intelligence,

and optimism can do more to enhance quality of life than

simply reducing symptoms and remediating deficits.

These principles can be applied to individuals with and

without disabilities and to families, social groups, com-

munities, and populations. Mental health promotion pro-

grams based on these concepts have been demonstrated

to be efficacious, but more research is needed.
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Case Study 17-1

Sheila is a very successful and prominent professor at a
private college in a large metropolitan area. She is in her
midforties, married with two children (Matt who is 17 and
Sydney who is 12), and has many friends. She is closely
connected with family, and a year ago she lost her mother,
with whom she had a very tight bond. Sheila has always
struggled with weight issues and has tried “every diet on
the planet.” She complains of sometimes-strained rela-
tionships with her husband and has lost interest in sex.
Sheila states their arguments are often about her being a
workaholic, her lack of focus on home life, and her inabil-
ity to balance the many projects for which she often com-
plains she has little time.

Sheila is a community volunteer with the homeless,
works with her local political party, often writes for profes-
sional publications, and is president of the board for her
local community theater. She used to be a weekly partici-
pant in her knitting group, played canasta on Mondays,
and used to bowl weekly, but she has given up all fun
activities for the past 2 years. 

Sheila recently has been experiencing migraines, which
she never had before. She feels overwhelmed, and her

normal routines are often lately in disarray (her routines
and habits used to help organize her day). She has been
overeating and becomes more easily frustrated with
issues and events with which she previously easily coped.
Sheila spends little time with her children and sees her
husband in passing. She does not identify any health con-
cerns but is aware that she has changed her behaviors
recently, as her best friend pointedly discussed these with
her. Sheila has not spoken to her friend for 3 months due
to the anger she felt when confronted (her perception).

Questions

1. Identify at least seven potential mental health issues
experienced by Sheila using the ICF, the Practice
Framework, and the model described in this chapter. 

2. Name two assessments you would use. What is your
rationale for their use?

3. How would you describe Sheila in the context of pos-
itive psychology?

4. How would you use the model described in the chap-
ter to create a health and wellness intervention plan
for Sheila? 

Case Study 17-2

Mark is a 17-year-old high school student with a history of
an auditory processing disability. He has received therapy
services his entire school life up until ninth grade, and he
had a difficult time transitioning to high school. He is well
liked by his fellow students and teachers but is often bul-
lied. Mark’s grades recently began to plummet much to
the dismay of his single mom, who often berates him for
being “not like a boy should be.”

Mark is active at school, is involved in the Key Club, and
spends much time volunteering in the community. He is
also a cheerleader and is loved by his squad and by some

of the football players, some of whom try to protect him.
Mark is involved with the theater group and recently landed
his first role in the community play. Despite his being loved
by many, he is having a difficult time paying attention in
class, is constantly anxious, and recently began experi-
menting with marijuana, which he says takes the edge off
and helps him enjoy life. Mark has begun dating but does
not really enjoy the company of girls. He had his first gay
experience with a college sophomore who convinced Mark
that protection was not needed because he had no sexu-
ally transmitted diseases. 
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◗ For Discussion and Review

1. Do you think mental health is an inborn trait, or 

is it the product of one’s life experiences? Justify

your answer.

2. What are some strategies that could be used in 

occupational therapy to enhance mental health?

3. Which of the positive psychology concepts is most

relevant in your life and why?

4. What are the benefits and limitations of using 

positive psychology principles in occupational 

therapy practice?

5. What is the role of spirituality in mental health? Is

spirituality an aspect of health that occupational

therapists ought to address? Why or why not?

◗ Research Questions

1. How can occupational therapists enhance resilience

in their clients?

2. What is the relationship between hope and resilience?
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Unintentional Injury 
and Violence Prevention
Marjorie E. Scaffa, S. Blaise Chromiak, S. Maggie Reitz, Angela Blair-Newton, Lynne

Murphy, and C. Barrett Wallis

The risk of injury is so great that most persons sustain a significant injury at some time

during their lives. Nevertheless, this widespread human damage too often is taken for

granted, in the erroneous belief that injuries happen by chance and are the result of

unpreventable ‘accidents.’ In fact, many injuries are not ‘accidents,’ or random, uncon-

trollable acts of fate; rather, most injuries are predictable and preventable.

—U.S. Department of Health & Human Services [USDHHS], 2000, p. 15-3.

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss the range and magnitude of unintentional
injuries.

• Discuss the range and magnitude of injuries due
to violence.

• Describe the three Es of injury prevention.
• Identify federal agencies with responsibilities for

injury and violence prevention.

• Apply Haddon’s matrix to injury prevention 
planning.

• Identify the characteristics of effective injury and
violence prevention strategies.

• Describe the mental health consequences of 
unintentional injury and violence.

Key Terms

Bullying
Cyberbullying
Elder abuse
Enforcement
Engineering/

environmental 
modification 

Ergonomics
Family violence
Hazard
Homicide
Injury
Intimate partner 

violence

Poison
Secondary trauma
Sexual violence
Suicide
Three Es
Unintentional injury

Violence
Years of potential life

lost (YPLL)

Introduction

In the United States, unintentional and intentional

injuries are leading causes of death and disability, espe-

cially in children, young adults, and older adults. Over

5 million people in this country are coping with chronic

disability as a result of an injury (USDHHS, 2006).

Injury is defined as “unintentional or intentional dam-

age to the body resulting from acute exposure to ther-

mal, mechanical, electrical, or chemical energy or from

the absence of such essentials as heat or oxygen”

(USDHHS, 2000, p. 15–55). 

According to the National Center for Health Statistics

(2007), the four leading mechanisms-of-injury death in

2005 accounted for 73.4% of all injury deaths and were

(in rank order)

• motor vehicle crashes (25.1%);

• poisoning (18.8%);

• firearms (17.7%); and

• falls (11.8%)

Approximately two-thirds of overall injury-related deaths

are classified as unintentional, and one-third are due to 

an act of violence. Of intentional injury deaths due to 
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violence, approximately 60% are attributed to suicide and

40% are classified as homicide (Centers for Disease Con-

trol and Prevention [CDC], 2005; USDHHS, 2000).

Injuries are a central factor in the health profile of

the United States and a major threat to wellbeing and

quality of life. They are clearly a public health concern

and a highly preventable source of morbidity and mor-

tality. Millions of people are temporarily incapacitated

or permanently disabled due to unintentional injury and

violence. Particularly vulnerable are the young and 

elderly. Human behavior is often a contributing factor

in injuries and is therefore an essential target for inter-

vention. For example, the use of alcohol, tobacco, and

other drugs by adolescents, or substance use by their

parents, have been associated with the increased risk 

of youths committing violent acts (National Center for

Injury Prevention and Control [NCIPC], 2007a).

Certain groups experience a disproportionate share

of particular types of injury over the life span. For 

example, African Americans have higher death rates

from unintentional injuries than all other groups, and

homicide rates are higher among African American and

Hispanic youth than among whites (USDHHS, 2000).

Figure 18-1 displays the 10 leading causes of injury

(unintentional and violence-related) death by age group

in 2005. Occupational therapists and occupational ther-

apy assistants need to be aware of these data and simi-

lar state and local data in order to direct interventions

toward the populations in greatest need and structure

those interventions appropriately to reflect the needs

and culture of the target group.

This chapter addresses both unintentional and inten-

tional injuries, and describes injury-prevention princi-

ples and strategies as well as the role of occupational

therapy in injury and violence prevention and interven-

tion. The general public commonly refers to intentional

injuries as violence; both terms will be used within this

chapter. The first section of the chapter will address 
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10 Leading Causes of Injury Deaths, United States 2005, All Races, Both Sexes 

WISQARSTM Produced By: Office of Statistics and Programming, National Center for Injury  
Prevention and Control, Centers for Disease Control and Prevention 

Data Source: National Center for Health Statistics (NCHS), National Vital Statistics System 

Figure 18-1 Ten leading causes of injury deaths by age group—United States, 2005.

From 10 leading causes of death by age group, United States—2004, National Center for Injury Prevention and Control, 2007. Retrieved December 16, 2007, from
http://www.cdc.gov/ncipc/osp/charts.htm.
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unintentional injury prevention, and the second section

will focus on violence prevention. Data on the occur-

rences and cost of injury will be provided in each 

respective section. This data helps provide context for the

discussion of specific prevention strategies and the role of

occupational therapy that follows. The goal of this chap-

ter is to serve as an overview; it is not an authoritative

source of the latest injury statistics. For the most current

data, please consult the websites of the National Center

for Health Statistics (NCHS) at http://www.cdc.gov/nchs/

and the National Center for Injury Prevention and Con-

trol (NCIPC) at http://www.cdc.gov/injury/. Prior to

addressing specific unintentional injuries, explore the

need for investing in prevention strategies as the primary

public health approach is explored.

A Public Health Perspective

Traditionally, injuries have been viewed as accidental

and thus not preventable. This perspective allowed

injuries to be seen as isolated problems of individual

victims instead of as a public health concern. How-

ever, prevention is now viewed as the best strategy 

to address this problem. This shift in thinking is

reflected in changing terminology; for example, what

were previously described as auto accidents are

increasingly being referred to as auto crashes. Stewart

and Lord (2002) asserted that the term

motor vehicle crash should replace motor vehicle acci-

dent in the clinical and research lexicon of traumatolo-

gists. Crash encompasses a wider range of potential

causes for vehicular crashes than does the term accident.

A majority of fatal crashes are caused by intoxicated,

speeding, distracted, or careless drivers and, therefore,

are not accidents. (p. 333)

In the case of motor vehicle crashes, improvements in

roadways and vehicle design have lowered fatality rates.

Public outcry, especially from the group Mothers

Against Drunk Driving (MADD), has led to increased

emphasis on designated drivers, imprisoning and res-

tricting impaired drivers, and avoiding impaired driving

(Christoffel & Gallagher, 2006). The U.S. government is

developing policies to lessen injuries and to assure the

public that programs are in place to decrease the inci-

dence and cost of injuries to society. These initiatives

consist of a variety of strategies, including education of

the general public and target groups; encouragement of

community organizations to implement prevention

plans; modifications that improve the safety of consumer

products and the environment; and laws that, when

heeded and enforced, limit the number of injuries. 

Public health models have been helpful in this effort,

although much more remains to be done. Evidence 

of the potential contributions of health professionals,

such as occupational therapists and occupational therapy

assistants, needs to be gathered and communicated. Suc-

cessful strategies developed by the World Health Orga-

nization (WHO) or other countries need to be identified

and studied to determine if they can be utilized or

adapted for implementation. In addition, prevention pro-

grams will be more effective as they receive more money

and attention commensurate with the magnitude and

scope of the injury problem. The goal is for injury to be

viewed as a phenomenon that is highly preventable, in

ways that are understood and achievable. 

According to the Occupational Therapy Practice
Framework, injury and disability prevention is both 

an intervention approach and an outcome that can 

be derived from occupational therapy intervention and

is therefore of great interest to the practitioners. Pre-

vention may take the form of training in proper lifting

techniques to reduce the incidence of back injuries, pro-

viding wrist supports to prevent repetitive stress injury,

and providing a parenting class to decrease the rates of

child abuse. Prevention activities enhance the health and

wellbeing of individuals, families, organizations, and

the community as a whole (American Occupational

Therapy Association [AOTA], 2008).

The next section of this chapter will focus on uninten-

tional injuries. However, the distinction between uninten-

tional and intentional injury is sometimes artificial. Intent

is only one relevant factor for injuries. Other factors

include access to the means of injury, injury countermea-

sures, and medical response. In most cases, deaths from

drowning, poisoning, or fire are classified as either unin-

tentional or intentional based on the circumstances. The

overwhelming majority of falls (95%), fire (90%), and

drowning (84%) fatalities are unintentional deaths. The

data for poisonings show a somewhat different pattern,

with 63% of these deaths categorized as unintentional

and the remaining 37% classified as intentional (Christof-

fel & Gallagher, 2006). It is important to note that

“although the events leading to an intentional and an

unintentional injury differ, the outcomes and extent of the

injury are similar” (USDHHS, 2000, p. 15-4).

Unintentional Injury

Unintentional injuries occur without purposeful intent;

however, this does not imply that they are not pre-

ventable. Unintentional injury is the fifth leading cause

of death overall and is the leading cause of death for

those aged 1 to 44 (NCIPC, 2007b). These injuries are

likely to result from one of the physical forms of energy

in the environment (i.e., kinetic, chemical, thermal, elec-

trical, radiation) or are due to the lack of a needed energy

element, such as oxygen during drowning or heat during

hypothermia (Christoffel & Gallagher, 2006). 
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Injuries affect younger age groups disproportionately,

causing premature death and the loss of years and qual-

ity of life even for survivors. Years of potential life lost
(YPLL) is a statistic to measure premature death that 

is calculated by subtracting the age of an individual at

death from their life expectancy. For the purpose of 

calculating YPLL, the CDC uses 75 years of age as the

average life expectancy (USDHHS, 2000). Prior to age 65,

unintentional injuries result in the loss of more years of

productive life than any other cause, with nearly 2.3 mil-

lion potential years of life lost per year, accounting for

19.4% of the total YPLL in 2005 (CDC, 2005). Of YPLL

due to unintentional injuries, motor vehicle crashes

account for approximately 50% and poisoning accounts

for just under 25% (CDC, 2005). Besides lost years of life

and productivity for fatalities, costs for disabled survivors

include medical treatment and medications, rehabilitative

care, and lost income (NCIPC, 2001). 

Intentional and unintentional death rates vary by age,

gender, income, geographic location, and race. Uninten-

tional injury death rates are highest for those aged 85 and

older and are second highest for those aged 15 to 

24. Other groups with high rates are those aged 1 to 

9 and aged 75 to 84 (NCHS, 2007). Death rates for unin-

tentional injury are higher in infancy than for young 

children, then increase again for teens to young adults 

in their midtwenties. The rates then decline through 

middle age and rise again for the elderly (Content Box

18-1).  

Motor Vehicle Injuries
Motor vehicle crashes account for 25% of all injury

deaths. This category comprises the number one cause of

total injury deaths and unintentional injury deaths for

those aged 5 to 34 (CDC, 2005). Statistics indicate that

more than 80% of those injured in motor vehicle crashes

are vehicle occupants, with the other 20% comprised of

pedestrians, motorcyclists, and bicyclists. Death rates are

the highest for the very young and the second highest for

the very old (Christoffel & Gallagher, 2006). Approxi-

mately 25% of the deaths occur for those aged 15 to 24,

and men are three times as likely to die from motor vehi-

cle injuries as women. Fatal injuries are much more likely

in rural than in urban areas, whereas nonfatal injuries are

the reverse (Christoffel & Gallagher, 2006).

Motor vehicle crashes result in more than 500,000

hospital admissions and over 5 million persons with 

injuries not requiring hospital admission each year.

Motor vehicle crashes are the number one cause of 

serious and permanent brain and spinal cord injuries.

The elderly have the highest ratio of death rate to injury

rate; however, school-age children account for the lar-

gest number of overall deaths and injuries (Christoffel &

Gallagher, 2006).

Motor vehicle crash injuries are also the number one

cause of fatalities on the job (Christoffel & Gallagher,

2006). Recent debate on increasing the limits on hours

per day and per week for commercial truck and vehicle

drivers has been newsworthy. This change could result in

more crashes and higher rates of vehicular death and

injury due to increased exposure time on the road and by

increasing the likelihood of drowsiness in commercial

drivers. Some solutions include team driving, requiring

more frequent breaks during driving shifts, and legislat-

ing longer rest periods between long driving shifts. 

Prevention strategies have focused on postcrash,

crash survivability, and precrash factors. Postcrash

prevention involves better vehicle engineering that

distributes the mechanical energy of the crash over

space and time. Improved crash survivability is partic-

ularly evident in the improvements in response times

and the skills of emergency medical and hospital

trauma teams.

The most difficult factor is changing the behavior 

of drivers before crashes occur. Precrash strategies

include decreasing speed limits with increased enforce-

ment, lessening of auto and truck traffic, safer roadway

and walkway designs, and the research and develop-

ment of more crashworthy vehicles. Driver-calming

techniques have been useful, including the timing of

stoplights and placement of speed bumps and rest

areas. Seat restraints and airbags, child seats, placing

children in the rear seat, helmet laws for bicyclists and

motorcyclists, and better driver testing have improved

safety and decreased injury rates and severity. 

Other precrash factors have also lowered crash rates,

such as stricter requirements for new drivers and a dec-

rease in the teenage population. Other factors include

raising the minimum age for driving and limiting teen

driving to daylight hours unless a special work or travel

permit is issued. These are examples of Graduated Driver

Licensing (GDL) laws, which, as of January 2006, had

been adopted by 44 states and the District of Columbia.
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Content Box 18-1

Top 10 Causes of Unintentional Injury
Deaths for 2005
1. Motor vehicle traffic
2. Poisoning
3. Falls
4. Unintentional unspecified
5. Suffocation
6. Drowning
7. Fire/burns
8. Natural/environment
9. Other land transport

10. Other

Data from Web-based injury statistics query and reporting system
(WISQARS), Centers for Disease Control and Prevention, 2005.

Retrieved January 28, 2008, from www.cdc.gov.ncipc/wisqars.
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Included is the incentive of increased federal funding 

for enactment (National Highway Transportation Safety

Administration [NHTSA], 2006). 

Another area of precrash prevention involves the

restriction and revocation of driving privileges for

disabled and elderly persons who have become

unsafe on the road. Causes of impairment that lead

to the inability to drive safely can be categorized in

four areas:

• Chronic physical and systemic medical disorders

• Sensory impairment, including decreased vision

and hearing

• Impairment of coordination and reaction times,

especially with neurological disorders that affect

motor function and sensation

• Decline in judgment and decision-making ability,

especially from traumatic brain injury (TBI), 

dementia, and mental illness

Sleep and alertness factors also influence highway

safety. Prescription and over-the-counter medications

that induce drowsiness now have warning labels to

inform users of their effects on the person’s ability to

safely operate a motor vehicle. 

Older Drivers

Motor vehicle crashes are the leading cause of accidental

death for those aged 65 to 74. The percentage of drivers

over age 65 is increasing dramatically due to the aging 

of the baby boomers. In 2004, there were approximately

28 million licensed older drivers. This represents a 17%

increase since 1994 (NCIPC, 2007c). Nationally, older

drivers (over 65 years of age) are expected to number 

70 million and comprise at least 26% of the driving pop-

ulation by 2030. This means that one in every four drivers

on the road will be over age 65. The motor vehicle death

rate for persons over age 70 is approximately 23 per

100,000. In 2005, 79% of auto fatalities among older

adults over age 65 occurred in the daytime and 73% on

the weekends, and 73% of the crashes involved another

vehicle (NHTSA, 2006).

Chronic disease and disabling conditions can affect

an older person’s ability to drive, thus jeopardizing

their own safety and that of others. It has been esti-

mated that one-third of persons over age 65 have func-

tional limitations, particularly cognition, psychomotor,

and sensory-perceptual deficits, that impair their ability

to perform numerous activities of daily living (ADLs).

In a telephone survey of adults with elderly parents,

25% of the respondents believed their parents should

voluntarily impose driving restrictions on themselves

and 10% said that their parents should have some

mandatory restrictions or not be driving at all (Knowl-

edge Networks, 2009). 

Driving is an important instrumental ADL that con-

tributes to an older person’s autonomy, quality of life,

and social participation. Occupational therapists can

promote older driver safety and contribute to preven-

tion efforts through CarFit assessments and older driver

screenings and comprehensive evaluations. CarFit is an

educational program developed by the American Soci-

ety on Aging in collaboration with the American Auto-

mobile Association (AAA), the American Association

of Retired Persons (AARP), and AOTA. The goals of

CarFit are to assess older drivers’ fit with their personal

vehicles, and recommend actions that can be taken to

improve the driver-vehicle fit and to initiate informa-

tion exchange regarding driver safety and community

mobility (CarFit, 2007).

Older driver screenings can be done using the Ass-

essment of Driving-Related Skills (ADReS) developed

by the American Medical Association. This brief ass-

essment targets essential abilities that are needed for

safe driving (e.g., motor, sensory, and cognitive func-

tions). Occupational therapists can help older adults

develop personal driving plans that voluntarily restrict

driving under certain conditions based on their func-

tional limitations (e.g., nighttime, inclement weather,

and major highways). If it is deemed necessary for a

person to cease driving due to conditions that impair

safe vehicle operation, then the occupational therapist

can assist the individual to develop a personalized com-

munity mobility plan using alternative transportation

options to meet his or her needs.

Poisoning
Poisoning is the second most frequent cause of unin-

tentional deaths overall. It is responsible for over

250,000 hospital admissions a year. A poison is “any

substance that is harmful to your body when ingested

(eaten), inhaled (breathed), injected, or absorbed

through the skin” (NCIPC, 2008, ¶ 1). The number one

cause of unintentional poisoning deaths is drugs, both

legal and illegal. It is impossible to determine how

many of these deaths are suicides. Carbon monoxide

poisoning is the number one cause of intentional poi-

soning deaths (Christoffel & Gallagher, 2006). 

Over 90% of poisonings occur in the home, and 

one-fourth of home injury deaths involve poisoning. 

The highest fatality rates are in adults aged 20 to 49

(McDonald & Gielen, 2006). For children, over 50% of

poisonings occur in those under age 6 and are usually

caused by cleaners, cosmetics, personal care products,

and medications. Prevention measures include child-

proof packaging, lockboxes, and locking cabinets.

Reports have indicated that “Mr. Yuk” labels have had no

effect on prevention of poisoning in children under age 2,

and these colorful labels may actually attract young
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children. Syrup of ipecac is now contraindicated for use

in children because of lack of efficacy and the risk of

further harm by use after the ingestion of caustic chem-

icals (McDonald & Gielen, 2006).

For the elderly, prevention of poisoning includes

decreasing the number and frequency of both prescrip-

tion and over-the-counter (OTC) medications and

removing outdated or unused medications from the

home. Close monitoring of medications that have

severe adverse effects—such as anticoagulants (i.e.,

blood thinners), which increase the risk of hemorrhage,

and a large group of centrally acting drugs that cause

sedation and increase the risk of falls—has lowered the

risk of poisoning in the elderly.

Carbon Monoxide

Poisoning with carbon monoxide (an odorless, colorless

gas) is responsible for 15,000 emergency department

visits and about 440 deaths per year (NCIPC, 2007d).

These deaths are classified as unintentional and nonfire

related, and they are more likely to result at home than

anywhere else. The average number of deaths per month

is typically greatest in January, which is consistent with

the high use of fossil fuels and natural gas for heating.

High rates of carbon monoxide (CO) poisoning are

more likely in workplaces that utilize carbon-based

fuels; internal combustion engines; and forges, blast

furnaces, and coke ovens (Occupational Safety and

Health Administration [OSHA], 2002).

Carbon monoxide poisoning mimics flu and other

viral illnesses and may result in initial misdiagnosis.

Acute carbon monoxide poisoning may result in cardiac,

pulmonary, neurological, and other complications,

including myocardial infarction, retinal hemorrhages,

memory loss, and rhabdomyolysis-induced renal damage

(Tomaszewski, 1999). Severe neurological sequelae are

possible, including permanent memory loss, chronic

behavioral and learning disabilities in children, and inca-

pacitating motor disorders. 

Prevention of carbon monoxide poisoning includes

education of the public to the hazards at home, regular

inspection of gas heaters and appliances, adequate ven-

tilation of indoor gases and fireplaces, keeping outdoor

smoke outdoors, and use of CO alarms that are in good

working order. Workplace safety starts with the preven-

tive measures used in homes and adds employer and

employee education, compliance with OSHA standards,

and use of personal CO alarms and appropriate respira-

tor masks and oxygen supply systems (OSHA, 2002).

Lead Poisoning

Although a single high toxic dose of lead can manifest in

severe emergency symptoms and rarely in death, lead

poisoning is usually the result of prolonged or repeated

exposure to smaller amounts of lead dust that accumu-

lates in the body. Children, and their developing nervous

systems, are particularly susceptible to the effects of lead

exposure, leading to symptoms and toxicity (Mayo

Clinic, 2007). Symptoms of lead poisoning in children

include irritability, decreased appetite and energy, weight

loss, developmental delay or regression, anemia with 

pallor, constipation, and vomiting. Lower intelligence 

scores, learning difficulties, and poor school performance

are often observed with abnormal serum lead levels.  

Symptoms of lead poisoning in adults include head-

ache, pain/numbness/tingling of the extremities, muscle

weakness, memory loss, mood disorders, and abnormal

fertility. The first sign of a high toxic dose of lead may be

abdominal pain, followed later by vomiting, ataxic gait,

increased muscle weakness, seizure, and coma (Mayo

Clinic, 2007).

Sources of contamination include dust from soil

near highways and construction sites that has been pol-

luted by leaded gasolines and paints; water from lead

pipes and solder for plumbing uses; old buildings with

lead paint where children eat the lead chips; children’s

toys and ceramics; imported canned foods, and cosmet-

ics. Children are most at risk, because they tend to 

put objects into their mouths. Adults at highest risk 

are those who breathe lead dust in their job or hobby

(usually construction or making stained glass or refin-

ishing furniture).

Although there is treatment, prevention by removing

sources of exposure and cleaning up the environment is

preferred. Preventive measures include lead inspection

and risk assessment, hand washing before meals and

after play, removing unused lead-based substances

from the home, running tap water at least 1 minute

before using in buildings with old pipes and fixtures,

and using caution when working with or in areas that

have old lead paint. 

Falls
Falls are the third leading cause of unintentional injury

deaths but are the most frequent cause of nonfatal

injuries. Five percent of all persons residing in the

United States receive emergency department treatment

for fall injuries in their lifetime. One-third of falls occur

in those over age 85 and are responsible for 87% of frac-

tures in the elderly. One-third of falls are from heights,

and these occur in the extremely young or old; in those

impaired by alcohol, drugs, and mental and medical con-

ditions; and at work (Christoffel & Gallagher, 2006).

The risk of fatality from falls increases with height of

fall, with age over 60, with unforgiving surface, and with

a direct fall on the head (McDonald & Gielen, 2006).

Falls in those aged 65 and older account for 60% of

deaths, which are declining overall. Factors that increase
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fall risk in the elderly are a prior fall; cognitive impair-

ment; chronic illness; balance or gait impairment;

decreased body-mass index (BMI); osteoporosis; increas-

ed frailty; female gender; certain home hazards; and use

of certain medications, such as diuretics, vasodilators,

anticholinergic drugs and sedatives, as these drugs may

cause dehydration, orthostatic hypotension, drowsiness,

and loss of balance (Christoffel & Gallagher, 2006). 

Prevention measures for the elderly include weight-

bearing exercise, activity, environmental modification,

avoiding offending medications, and treatment with

bone-strengthening agents such as calcium. In long-

term care centers and nursing homes, fall prevention

measures may also include use of bed alarms, nonslip

bathtub surfaces, scheduled voiding, and frequent nurs-

ing rounds. In addition, good lighting, stair railings,

colored nonslip step strips, and bath and bed grab bars

may be useful. For further information on preventing

falls in the elderly, see Chapter 24.

For children, ways to prevent falls or lessen their

impact include window guards in high-rise buildings,

gates on stairways, and energy-absorbing surface mate-

rials in playgrounds and play areas. Avoiding the use of

baby walkers has also been very effective. Educating

and counseling parents and caretakers on safety issues

and remaining vigilant result in better fall prevention

for children.

Suffocation
Suffocation is the fifth leading cause of unintentional

deaths, and the term implies unintentional asphyxiation

or choking (CDC, 2005). Unintentional deaths due to

suffocation can occur due to

• obstruction in the respiratory tract by nonfood 

objects (e.g., toy parts, balloons, coins); 

• inhaled, ingested, or regurgitated food in the 

respiratory tract; and 

• mechanical obstruction from items like plastic

bags and balloons (Christoffel & Gallagher, 2006). 

For children under 1 year of age, suffocation accounts

for 69% of unintentional injury deaths (USCDC, 2005).

To prevent these unfortunate deaths, consumer product

safety improvements have been made. Toys are larger

and more difficult to swallow, and they have better warn-

ing labels. Fewer balloons are in use, and those that are

in use are now more difficult to burst. There has also

been a decline in children accidentally strangled by win-

dow cords, as more blinds utilize twist-turn handles.

Negative media attention, lawsuits, and stricter laws that

make it easier to remove unsafe products from the mar-

ket, or prevent manufacturers from making them at all, 

have also proved useful. The training of adults in first

aid, with recognition of choking and the use of the

Heimlich maneuver, has saved many lives (Heimlich &

Patrick, 1990). For those with difficulty swallowing,

cutting food into smaller pieces, pureeing food, alternat-

ing sips and bites, and using thickening agents for liq-

uids has helped to decrease choking and aspiration

(Paik, 2006). 

Drowning
Drowning is the sixth leading cause of unintentional

death overall but is the second leading cause for infants

and children up to 14 years old. Drowning rates vary by

gender, race, and ethnicity. Males are three and a half

times more likely than females to die by drowning.

Asian Americans and Native Americans have the highest

rates, and African Americans are one and a half times 

as likely as whites to die by drowning (Christoffel &

Gallagher, 2006).

Children under age 1 are most likely to drown in bath-

tubs, buckets, or toilets. Most drowning cases in children

aged 0 to 4 years occur in residential swimming pools

(NCIPC, 2007e). For those over 15 years of age, recre-

ation in natural water settings, such as lakes, rivers, or

the ocean, represents the majority of drownings. Most

boating fatalities are the result of drowning, and 87% of

those victims were not wearing life jackets. Alcohol use

is implicated in up to 50% of water recreation deaths

(NCIPC, 2007e).

Use of preventive education, training, and environ-

mental modifications are recommended. Prevention

measures include fencing off swimming pools on all

four sides, using personal flotation devices, and swim-

ming training. These precautions also apply to adults,

and the latter two may prove especially useful offshore.

For diving, the implementation of safety measures,

avoidance of impaired diving, and common sense cannot

be emphasized enough. For boating, knowledge from

safety courses and the avoidance of impaired boating

decreases the risk of drowning (NCIPC, 2007e). 

Fires and Burns
Although fires and burns are the seventh leading cause of

unintentional deaths (Christoffel & Gallagher, 2006),

many are preventable. Higher-risk groups include the

extremely young; the elderly; the disabled and those

with medical impairments; the poor; smokers; and intox-

icated persons, especially those using alcohol (McDon-

ald & Gielen, 2006). 

House fires are responsible for 80% of unintentional

fire deaths and are the location for 76% of structural fires.

Deaths are more likely (69%) from smoke (fumes, smoke

inhalation, and carbon monoxide) than from burns (15%;

McDonald & Gielen, 2006). “Alcohol impairment 

contributed to 40% of residential fire deaths,” and ciga-

rettes contributed to 25% of all fire deaths (Christoffel
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& Gallagher, 2006, p. 85). Low-income areas, including

substandard housing and mobile homes, were five times

more likely than high-income areas to have fire death.

Fires occur more often in the winter due to the use of

home heating and cooking equipment (Christoffel &

Gallagher, 2006). 

Other causes of injury and death include flame; scald-

ing; electrical, chemical, and ultraviolet radiation; and

smoke inhalation (toxic gases). Burns can be thermal

(heat), electrical, or chemical. Thermal burns include

flame, scalding with hot liquid or steam, and ultraviolet

radiation. Burns are classified in two ways: by the per-

centage of body surface involved (Rule of 9s) or by the

depth of skin involvement (first- to fourth-degree burns).

The Rule of 9s refers to dividing the body into approxi-

mately 11 regions each representing 9% of the body’s

surface in order to make it easier to estimate the percent-

age of the body that is burned (Livingston & Lee, 2000).

Depth factors include temperature, characteristics of

skin and coverings, and duration of exposure to heat

source (McDonald & Gielen, 2006).

In 2005, burns caused 3299 deaths, with the highest

fatality rates in adults over age 65 and children under 

5 years. The highest injury rate for burns is in children

aged 0 to 4 years, followed by persons 15 to 19 years,

and then 20 to 24 years (McDonald & Gielen, 2006).

The age group with the lowest injury rate from burns is

80 to 84 years. Cooking is the leading cause of injuries

from home fires (McDonald & Gielen, 2006).

Prevention measures include use of smoke detectors,

which must have working batteries or a power system.

When tested, only 50% of home smoke alarms were in

working order (McDonald & Gielen, 2006). Presetting

water heaters to 125°F and below; having laws requir-

ing both smoke detectors and preset water heaters; pay-

ing attention to burning stoves, ovens, and outdoor and

grill fires; and avoiding smoking indoors help prevent

fires. Programs that distribute smoke alarms are helpful

but are too few. Lives have been saved when families

prepare and practice a fire escape plan. For businesses,

the use of sprinkler systems and rapid response of 

fire departments are helpful in decreasing fire damage

and spread.

Sports Injuries
The overall number one cause of nonfatal injuries is

sports activities, both organized and spontaneous.

There were over 4 million nonfatal sports injuries in

2003, and over 1 million were listed as serious

(Christoffel & Gallagher, 1999). Fortunately, there are

relatively few deaths, but they are often dramatic in

nature. The majority of high school sport injuries occur

in football. Other sports with high injury rates include

basketball, gymnastics, ice hockey, and wrestling. The

most common causes of injury are due to “falls, from

being struck by an object, or from overexertion”

(Christoffel & Gallagher, 2006, p. 87).

The scope of this concern is magnified because 

30 million children play sports. Injury rates are highest

overall for boys age 10 to 14 years, and injury is the

number one cause for discontinuing participation in

sports. Children under age 15 account for 40% of all

sports- and recreation-related emergency department

visits, and those aged 15 to 24 account for another one-

third of these visits (McDonald & Gielen, 2006). By

type of sport, playground and bicycle injuries are the

majority for those aged 0 to 9 years. For boys aged 10 to

19, football, baseball, and bicycling injuries are predom-

inant, and for girls aged 10 to 19, basketball is the lead-

ing sport for injuries (McDonald & Gielen, 2006).

Prevention includes better equipment; game rules and

training, especially for cycling, football, and hockey; and

the use of proper techniques, especially for tackling in

football. Other measures are grouping players in contact

sports by ability and improving the medical response to

injury, including medical personnel overseeing practices

and participating in emergency readiness and procedure

training (Christoffel & Gallagher, 2006).

Work Injuries 
Work injuries are a significant cause of lost productiv-

ity, increased costs, disability, and death in the work-

place. Despite advances in ergonomics, workplace

management and engineering safety measures, indus-

trial hygiene, and equipment to lessen work hazard 

exposure, the number and extent of work injuries and

their consequences still exacts an enormous social and

economic burden on workers and their families, busi-

nesses, and insurance companies. Yearly total deaths

have dropped from 20,000 per year in the early 1900s

to less than 5113 per year in 2005 (NCHS, 2007), but

this total is still believed to be too high. The decline is

steeper for deaths from motor vehicles, machines, and

electrocutions and is less steep for falls.

A study of records from 2005 for U.S. hospital

emergency departments showed that approximately

11,000 workers per day were treated and 200 were hos-

pitalized, while 36,000 were injured and 16 were killed

each day (McDonald & Gielen, 2006). In 2006, 2.1

million workplace injuries resulted in days lost from

work, job transfer, or work restrictions, which repre-

sented a rate of 2.3 cases per 100 workers. Figure 18-2

illustrates the industries with the highest rates of work-

place injuries (Bureau of Labor Statistics, 2007).

In 2004, workers under age 25 had higher rates than

those over age 25 of work-related injury. Overall,

males have higher rates (3 per 100 full-time equivalent

workers) of nonfatal occupational injuries than females
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(1.9 per 100). Males between the ages of 18 and 19 had

the highest rates (7 per 100). More than 75% of all

workplace injuries were the result of contact with

objects or equipment; bodily exertion, such as a sprain

or strain; and falls (CDC, 2007a). 

Ergonomics is the field devoted to the study of

preventing and reducing work injury by improving

body mechanics, machine design, and work tech-

niques. Attention to body mechanics has helped

reduce repetitive use injuries, such as carpal tunnel

syndrome. Machine designs, including computer

keyboards, have been changed to facilitate job per-

formance with fewer injuries. Education in body

mechanics, including lifting techniques that reduce

stress on the back, neck, and joints of the extremities,

has been helpful. Equipment such as lifting belts,

joint braces, and eye and hearing protection has 

prevented significant injury and disability in the

workplace. Job hazard analysis is a useful tool in

worksite injury prevention and “focuses on the rela-

tionship between the worker, the task, the tools, and

the work environment” (OSHA, 2002). Identifying

job hazards is the first step to eliminating or reducing

them in order to prevent injury.

An Example of Injury Prevention in the Workplace

Ergonomics, as it applies to the practice of occupa-

tional therapy, has been defined as “the science of fit-

ting the task to the worker and not the worker to the

task” (Fenton & Gagnon, 2003, p. 343). Jacobs (1999)

describes ergonomics as “the study of work perfor-

mance with an emphasis on worker safety and produc-

tivity” (p. 9). It is the task of the occupational therapist

to accurately evaluate a person’s ability to function in

his or her work environment and to develop any neces-

sary recommendations to modify the individual’s work

practices, the work environment, or the work task itself

to facilitate safety, to prevent injury, and to improve

productivity on the job. 

Ergonomic consulting is often a routine expectation of

the occupational therapist in many industrial rehabilita-

tion settings. The work settings are anything but typical

and may include a variety of jobs in a variety of industries

and businesses. Many laborers learn how to reduce their

risk of back or other musculoskeletal injuries through the

interventions of occupational therapists. Office workers

can benefit from an occupational therapist’s ergonomic

consultation by learning to reduce their risk of cumulative

trauma disorders, especially those associated with the
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Figure 18-2 Workplace injuries by type of industry.

From Workplace injuries and illnesses in 2006 (p. 4), Bureau of Labor Statistics, 2007, Washington, DC: U.S. Department of Labor.
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rapid and repetitive pace of data entry on computer sys-

tems and keyboarding functions. 

At Towson University, occupational therapy faculty

members provide ergonomic consulting services 

throughout the university community. Currently, on-site

computer workstation evaluations are offered to faculty

and staff across the campus. See Appendix D for 

recommended computer workstation guidelines. A 

partnership has been developed between the university’s

Department of Environmental Health and Safety (EHS)

and the Department of Occupational Therapy and Occu-

pational Science (DOTOS). This partnership has

resulted in additional opportunities for faculty and staff

members to participate in work-site evaluations that

identify situations and equipment that put them at risk

for discomfort or injury and to improve their worksta-

tions to promote safety and productivity. Whenever pos-

sible, a safety manager from EHS collaborates with the

occupational therapist during the consultation.

The ergonomic consultation consists of a work-site

visit, observation, and measurement of the employee’s

computer workstation and related equipment, and rec-

ommendations are made for any changes that could

improve work performance safety. General education is

also provided related to recommended safe working

positions and general resources, including the federal

ergonomic guidelines available from OSHA’s website

(OSHA, n.d.a, n.d.b). Follow-up with a brief written

report and e-mails to check on implementation of rec-

ommendations is also routinely conducted. 

In addition to individual workstation evaluations, fac-

ulty in the DOTOS have presented recommended com-

puter workstation arrangements to the larger campus

community through a variety of staff training opportuni-

ties. The topic of promoting an ergonomically safe work-

station has been presented at staff conferences and during

faculty retreats. By providing the general education

regarding a safe workstation, workers are empowered to

make the changes on their own and accept responsibility

for their safety and productivity. Presentations have been

made to the campus ACCESS committee (ACCessibility

and Education for Students and Staff/faculty), Healthy
Campus Task Force, and Staff Council Workshops. Indi-

viduals in the University Office for Disability Support

Services and the University Fair Practices Officer have

made direct referrals for services. 

Injuries Due to Violence

We can have justice whenever those who have not

been injured by injustice are as outraged by it as

those who have been. (Solon, Greek philosopher, ca.

640–559 BC)

Violence has become pervasive in U.S. society and

comes in a variety of forms, including homicide, suicide,

domestic and family violence, sexual violence, and youth

and school violence. On an average day in the United

States, 70 persons die of homicide, 84 persons die of sui-

cide, and a minimum of 18,000 persons survive interper-

sonal assaults (USDHHS, 2000). Elders, women, and

children are most frequently the targets of violence, and

the perpetrators are often people they know. In addition,

people with disabilities are more often the targets of 

violence than their nondisabled counterparts. The social

context of disability, including factors such as poverty,

isolation, and dependence on support services, signifi-

cantly increases a person’s risk for abuse.

Violence can be defined as “the intentional use of

physical force or power, threatened or actual, against

another person or against oneself or against a group of

people, that results in or has a high likelihood of result-

ing in injury, death, psychological harm, maldevelop-

ment, or deprivation” (USDHHS, 2000, p. 15-56). 

Although the media often portrays violence perpetrated

by strangers, in reality the majority of violence occurs

within families and among acquaintances (Christoffel

& Gallagher, 2006). See Content Box 18-2. 

A public health approach to violence is to identify

risk and protective factors, to design programs based on

epidemiological data, to evaluate program effectiveness,

and to modify prevention strategies based on evidence.

Risk factors associated with violence include personal

factors such as male gender, alcohol abuse, and child-

hood trauma, and environmental and social factors such

as access to guns and poverty (Gellert, 2002).

Homicide
Homicide is “death resulting from injuries inflicted 

by another person with the intent to injure or kill”

(Christoffel & Gallagher, 2006, p. 106). It occurs when
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Top 10 Causes of Violence-Related 
Injury Deaths (2005)
1. Suicide with a firearm
2. Homicide with a firearm
3. Suicide by suffocation
4. Suicide by poisoning
5. Homicide—cut/pierce
6. Homicide unspecified
7. Suicide by fall
8. Homicide by suffocation
9. Suicide—cut/pierce

10. Homicide—other

Data from Web-based injury statistics query and reporting system
(WISQARS), Centers for Disease Control and Prevention, 2005.

Retrieved January 28, 2008, from www.cdc.gov.ncipc/wisqars.
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“a person knowingly, purposefully, recklessly or negli-

gently causes the death of another human being”

(Gellert, 2002, p. 240). In 2002, 17,638 deaths, or an

average of 48 per day, were attributable to homicide.

Firearms are used in approximately 70% of murders.

Although homicide rates overall are dropping, homi-

cide is the second leading cause of death for Hispanic

Americans aged 15 to 34 and the leading cause of death

for African Americans aged 15 to 24. Males are most

often the perpetrators and victims. When the effects of

socioeconomic status are controlled for, the rates of homi-

cide among whites, Hispanics, and African Americans are

nearly identical—the risk factor appears to be poverty,

not race (Christoffel & Gallagher, 2006). Other risk fac-

tors include discrimination, lack of education, and lack of

employment opportunities (USDHHS, 2000). 

Most homicides are not the result of organized crim-

inal activity but rather are the result of family dysfunc-

tion, alcohol and drug use, and poverty. It is estimated

that 40% of homicides are perpetrated by friends or

acquaintances, 15% by family members, and the remain-

ing 45% by strangers. Homicides occur 2.5 times more

frequently in low-income neighborhoods than in high-

income areas. Social disorganization in neighborhoods

is a risk factor for violence, while social cohesion is a

protective factor. Alcohol and drugs are frequently

associated with homicide deaths. Approximately 10%

of homicides are related to illicit drug use. In addition,

alcohol is often present in both the perpetrator and 

the victim (Christoffel & Gallagher, 2006). The rate 

of homicide for young males in the United States is 

10 times higher than in Canada and 15 times higher

than in Australia (USDHHS, 2000).

Suicide
Suicide is “death from intentional self-inflicted injury”

(Christoffel & Gallagher, 2006, p. 103) and is the cause

of over 30,000 deaths annually. Every 17 minutes in the

United States, a person commits suicide. Suicide occurs

twice as often as homicide (Bergen, Chen, Warner &

Fingerhut, 2008). The vast majority of suicides are com-

mitted with firearms. The next two most frequent means

of suicide are suffocation and poisoning, respectively.

Persons living in households that contain guns have five

times greater suicide risk than those living in households

without firearms. Other risk factors include previous 

suicide attempts; psychiatric disorders, especially depres-

sion; alcohol and substance abuse; family history of sui-

cide or abuse; physical illness; feelings of hopelessness

or isolation; and emotional or financial loss, among 

others. Males are four times more likely than females to

die from suicide, yet females make suicide attempts

more often. Whites account for 90% of all suicides

(Christoffel & Gallagher, 2006). 

Among teenagers, suicide is the third leading cause

of death; only homicides and injuries kill adolescents

more frequently. In 2005, fifty-five thousand adoles-

cents in 42 states were screened for mental illness. Of

these, about one-third rated positive on the question-

naire, and half of those were clinically significant

enough to be referred for further evaluation (Friedman,

2006). Among youth, the most common correlates of

suicide are depression, behavioral problems, impulsiv-

ity, neurocognitive difficulties, family adversity, sub-

stance abuse, and the availability of guns. Firearms are

involved in 60% of adolescent male and 47% of adoles-

cent female suicides (Brent & Mann, 2006). The elderly

are also at high risk for suicide, particularly males over

the age of 50 who have been recently widowed. Male

U.S. veterans “are twice as likely to die by suicide as

males without military service” (Suicide Prevention 

Advocacy Network USA [SPAN USA], 2007, ¶ 3).

Suicide is a public health problem that requires

community-based prevention strategies. The warning

signs of suicide are thoughts or threats of harming one-

self, substance abuse, anxiety, withdrawing from fam-

ily and friends, anger, reckless behavior, dramatic

mood changes, feeling trapped, no sense of purpose in

life, and hopelessness (American Association of Suici-

dology, 2006). Effective suicide prevention programs

share certain characteristics: 

• Designed to enhance protective factors, reduce

risk factors, and increase help-seeking behavior

• Long-term with repeated interventions

• Family focused

• Adapted to address the specific problems in a

community or population

• Age-specific, developmentally appropriate 

• Culturally relevant (SPAN USA, 2001)

Funding is needed to support the development of sui-

cide prevention programming. Advocacy groups have

been successful in seeking and obtaining federal legis-

lation to gain financial resources for suicide interven-

tion and prevention. In 2004, the Garret Lee Smith

Memorial Act was passed, releasing $82 million to

communities and states for a 3-year period to fund pro-

grams related to youth suicide (Christoffel & Gallagher,

2006). More recently, in 2007, President Bush signed

into law the Joshua Omvig Veterans Suicide Prevention

Act, Public Law 110-110 (SPAN USA, 2007).

Domestic and Family Violence
Statistics indicate that 30% of women will experience

violence from an intimate partner at some point in their

lives (McAllister, 2000). However, women are not the

only ones at risk for experiencing abusive situations. In

some U.S. communities, child mortality is more common
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from violence than disease, with most of these occurring

in domestic cases (Veenema, 2001). For the households

in which domestic violence occurs between husband and

wife, children are 15 times more likely to suffer physical

abuse than those in nonviolent families (McAllister,

2000). These numbers may only approximate the true 

occurrence within the United States, because domestic

violence often remains hidden within the community. 

Several factors are believed to put persons at increased

risk of falling victim to domestic violence. Because abuse

has been shown to occur in cycles, those who have suf-

fered abuse as children are at increased risk of fostering

violent households of their own. Also, women who have

been abused are likely to return to yet another violent

relationship after a previous violent relationship ends. 

It is believed that those experiencing these or similar 

scenarios may be limited by psychosocial, environmen-

tal, socioeconomic, and/or developmental problems

(McAllister, 2000). Regardless of the causes of domestic

violence, the results of abuse may be devastating in many

ways. Family violence includes child abuse and neglect,

intimate partner violence, and elder abuse. Each of these

will be discussed briefly.

Child Abuse and Neglect 

In 2005, out of 1000 children under age 18, 12.1 were

reported victims of child maltreatment. This same year,

1.96 children per 100,000 died of abuse. For these 

children, maltreatment was evident in several forms,

including physical abuse (17%), sexual abuse (9%),

emotional abuse (7%), and neglect (63%). Overall,

girls are at slightly higher risk for child maltreatment

than boys. The highest rate of child maltreatment is for

children from birth to 3 years of age, and the rates

decline as children get older (CDC, 2007b). In most

cases, the perpetrator of child abuse is a family mem-

ber. In 75% of the cases, the parents were the abusers

and 10% were other relatives (USDHHS, 2000). Child

abuse can be found in all socioeconomic groups, and

family stress, particularly economic stress, is a major

determinant in abuse. Children who are abused often

become abusive parents themselves and also have a

higher likelihood of committing other violent acts

(Christoffel & Gallagher, 2006).

A variety of factors increase a child’s risk for abuse

or neglect. Children from unplanned pregnancies, chil-

dren of single parents, children who are adopted, and

children who have disabilities are all at higher risk.

Family factors that predispose children to abuse include

social isolation, family disruption, and poverty. Accord-

ing to Gellert (2002), “In homes where child abuse 

occurs, violence among siblings is not uncommon” 

(p. 27). Children who are being abused can be identified

by a wide range of signs and symptoms. Physical signs

of broken bones, lacerations, and bruises may be infre-

quent. More subtle signs may include malnutrition, fail-

ure of the child to develop properly, bed-wetting,

thumb-sucking, poor school performance, and difficulty

forming meaningful relationships (Gellert, 2002).

Through studies of children’s play habits, it has been

found that an abused child’s play tends to be impulsive,

disorganized, and lacking a play theme (Cooper, 2000),

in comparison to the play of a nonabused child. This is

of great concern, because for young children, play is the

most important means of adapting and developing skills

needed to prepare for more advanced tasks. School-age

children often continue to have problems and exhibit

difficulty concentrating in the classroom, which leads to

poor academic performance (Davis, 1999). 

Abused children are also at an increased risk for

behavioral problems. The child’s behavioral repertoire

may be limited, and this can often be seen at a young

age by a skilled observer. The child may engage in

stereotypic repetitive play, and such repetitious behav-

ior can continue in other areas as the child gets older

(Caughey, 1991; Mann & McDermott, 1983). When a

child is unable to escape this situation, exploration,

which is normally a vehicle for learning, may remain at

a minimal level. When children find themselves in

unfamiliar environments, they may not exhibit appro-

priate behavior and in turn may experience stress. 

Abused children often present with an assortment 

of psychosocial problems. They may have difficulty 

expressing themselves appropriately, and, consequently,

they may show aggressive play themes (Cooper, 2000).

These children often have a low self-concept and experi-

ence feelings of self-blame for situations in which they

find themselves. As a result, abused children have much

higher rates of depression that, left untreated, could 

persist later in life (Veenema, 2001).

Occupational therapists and occupational therapy

assistants are mandated as health-care providers to

report suspected child abuse and neglect. This is a seri-

ous legal and ethical responsibility. Procedures for

reporting may vary across health-care facilities and from

state to state, so the practitioner must familiarize them-

selves with state law and regulatory acts. Reports of

child abuse and neglect should always be documented. 

Intimate Partner Violence (IPV) 

Intimate partner violence (IPV) refers to “actual or

threatened physical or sexual violence or psychological

and emotional abuse by an intimate partner” (USDHHS,

2000, p. 15-56). Intimate partners include, but are not

limited to, spouses, former spouses, opposite sex and

same-sex partners, or former partners. Partners need not

be cohabitating or engaging in sexual activities to be con-

sidered intimate partners (USDHHS, 2000). Intimate
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partner violence may be physical, psychological, or sex-

ual. IPV includes physical assault; verbal abuse; sexual

coercion; intimidation; destruction of personal property;

restriction of freedom to participate in everyday activi-

ties; isolation; stalking; and withholding of resources,

especially financial (National Coalition Against Domes-

tic Violence, n.d.). Domestic violence affects not only the 

direct victim of the violence, but also “the children wit-

nessing it, the family and friends of the survivor and the

communities in which it occurs” (AOTA, 2007, p. 704).

Women are the victims of reported abusive behavior

85% of the time, which means that in 15% of cases, men

are the victims. One in every four women has experi-

enced IPV in her lifetime, and one in seven men have

been victims. In 2003, IPV against women resulted in

approximately 2 million injuries and 1300 deaths (Breid-

ing, Black, & Ryan, 2008; NCIPC, 2003). Intimate part-

ner homicides accounted for one-third of the murders of

women in 2000. Women aged 16 to 24 are most at risk,

and disabled, pregnant, and postpartum women are par-

ticularly vulnerable. Approximately 70% of men who

abuse their female partners also abuse their children. IPV

occurs in all social, economic, racial, ethnic, and religious

groups and occurs in heterosexual and homosexual rela-

tionships at nearly the same rate (AOTA, 2007; Bryant,

2005; McDonnell, Burke, Gielen, & O’Campo, 2006).

The aftermath of domestic violence involves several

negative consequences for those who have been victim-

ized. The survivors typically exhibit limitations in daily

life skills, particularly in leisure participation, home 

management, parenting, work performance, financial

management, and educational participation. These limita-

tions are often due to difficulty with decision-making,

problem-solving, following directions, task initiation, and

judgment. Problems with self-confidence, interpersonal

relationships, stress management, and coping skills are

also prevalent (AOTA, 2007; Gorde, Helfrich, & Fin-

layson, 2004). Limitations may also exist in important

prevocational skills, such as acquiring and maintaining 

a job to provide for the family. Children exposed to IPV

frequently have sleep and eating disturbances and have dif-

ficulty self-calming. In addition, they may exhibit devel-

opmental delay, maladaptive behaviors, limited social

skills, and poor academic performance (AOTA, 2007).

Elder Abuse

The burgeoning elderly population includes 45 million

people over age 60 and three million over age 85. By

the year 2030, the elderly will comprise 20% of the

population. With the increasing recognition of neglect

and abuse of the elderly, and the lack of adequate fund-

ing of services for this population, this problem will

likely remain significant for years to come (Gorbien &

Eisenstein, 2005).

Elder abuse takes several forms, including physical

abuse, emotional or psychological abuse, sexual abuse,

financial or material exploitation, abandonment, neglect,

and self-neglect (Content Box 18-3). Since elder abuse

and neglect is underreported, particularly for emotional

and financial abuse, numbers vary among studies. 

An estimate is that over 2 million elderly adults are

mistreated each year, with a prevalence rate of 

32 per 1000 adults (Gorbien & Eisenstein, 2005). The

majority of abused elders are physically maltreated by

their children and are often living with their abusers.

Those 75 years and older are most at risk to be victim-

ized (Conoley & Goldstein, 2004).

Risk factors for mistreatment include the following:

increasing age, lack of access to resources, low income

and education levels, minority status, social isolation,

functional or cognitive impairment, substance abuse by

elder or caregiver, previous history of family violence,

history of psychological problems, and caregiver stress.

Women are victimized more often than men, often suf-

fer physical abuse, and are almost always the victims in

sexual abuse (Gorbien & Eisenstein, 2005).

Recent research has shed light on both understand-

ing and recognizing abusers. Adult children are more

likely to abuse their elder parent than spouses are to

abuse their mate (50% vs. 20% to 40%). Males are
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Content Box 18-3

Types of Elder Abuse—Definitions
• Physical abuse: The use of physical force that

might result in bodily injury, physical pain, or
impairment. Physical punishments of any kind are
examples of physical abuse.

• Emotional or psychological abuse: The infliction of
anguish, pain, or distress.

• Sexual abuse: Nonconsensual sexual contact of
any kind with an elderly person.

• Financial or material exploitation: The illegal or
improper use of an elder’s funds, property, or
assets.

• Abandonment: The desertion of an elderly person
by an individual who had physical custody or oth-
erwise had assumed responsibility for providing
care for an elder, or by a person with physical cus-
tody of an elder.

• Neglect: The refusal or failure to fulfill any obliga-
tions or duties to an elder.

• Self-neglect: The behaviors of an elderly person that
threaten his or her health or safety. The definition of
self-neglect excludes a situation in which a mentally
competent older person who understands the con-
sequences of his or her decisions makes a con-
scious and voluntary decision to engage in acts that
threaten his or her own health or safety.

Adapted from “Elder abuse and neglect: An overview” by M. J. Gorbien

& A. R. Eisenstein, 2005, Clinics in Geriatric Medicine, 21, 279–92.
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abusers more frequently than females, and the abuser

often depends financially on the victim. Previous abuse

and a poor long-standing relationship between care-

giver and victim are also significant risk factors. Alco-

hol abuse is the most common risk factor for physical

violence (Gorbien & Eisenstein, 2005).

Ramsey-Klawsnik (2000) divided abusers into five

types (Content Box 18-4): the overwhelmed, the

impaired, the narcissistic, the domineering or bullying,

and the sadistic or sociopathic. The overwhelmed group

is generally well intentioned and qualified to provide

care but may be verbally or physically abusive if care

needs exceed their ability. The impaired group is well

intentioned but has physical or mental problems that

become barriers to providing adequate care, so neglect

is more common in this group. The other three types of

abuser are more predatory and try to use victims to meet

their needs and to feel powerful. Domineering types are

prone to neglect and financially abuse others. They are

also the most likely to engage in sexual abuse. 

Improving the identification and reporting of elder

abuse is essential to lessen the impact of this problem.

Identification includes having consistent definitions,

standard laws, and improved training of social service

and health professionals and health workers. Improve-

ments in screening instruments, long-term and nursing

home care, and awareness of physical indicators of 

elder abuse are needed. Lafata and Helfrich (2001) cre-

ated an Occupational Therapy Elder Abuse Checklist

specifically for use by occupational therapy practition-

ers. The checklist is available in two forms, one for 

elders who live alone and one for elders who live with

others. It is administered to both the elder and his or her

caregiver in order to compare their perceptions of the

home environment. The instrument addresses health 

issues, caregiver attitudes, financial issues, support 

systems for the client and caregiver, and safety issues.

Although there are mandatory reporting laws for child

abuse, and Child Protective Services can take children

away from their abusive caregivers, few such protections

exist for victims of elder abuse. One innovative program,

the Coalition for the Rights of the Infirm Elderly, devel-

ops training methods to prevent abusive behavior by

nursing home personnel (Gorbien & Eisenstein, 2005).

Sexual Violence and Assault
Sexual violence is defined in the WHO’s World Report
on Violence and Health as 

any sexual act, attempt to obtain a sexual act,

unwanted sexual comments or advances, or acts to

traffic a person’s sexuality, using coercion, threats of

harm or physical force, by any person regardless of

relationship to the victim, in any setting, including, but

not limited to home and work. (WHO, 2004, p. 1) 

Both males and females can be the victims or perpetra-

tors of sexual violence. Perpetrators may be a family

member, spouse/significant other, acquaintance, or

stranger to the victim. However, in the case of rape, 8

out of 10 victims know the perpetrator (Tjaden &

Thoennes, 2000).

Women are more likely to become victims of sexual

violence than men. Statistics indicate that 87% of the

sexual assaults reported in the National Crime Victim-

ization Survey were women, and 13% were men 

(U.S. Department of Justice [USDOJ], 2005). According

to the National Violence Against Women survey, 1 in 

6 women and 1 in 33 men in the United States have been

victims of attempted or completed rape (Tjaden &

Thoennes, 2000). Although sexual violence occurs

across the life span, the majority of rapes involve minors

as victims, with 54% of rapes occurring in women
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Adapted from “Elder-abuse offenders: A typology” by H. Ramsey-

Klawsnik, 2000, Generations, 2, 46–51. In “Elder abuse and neglect:

An overview”  by M. J. Gorbien & A. R. Eisenstein, 2005, Clinics in
Geriatric Medicine, 21, 279–92.

Content Box 18-4

Types of Abusers of the Elderly
The first two categories are nonpredatory; the last
three categories exhibit predatory behavior.

1. The overwhelmed: This well-intentioned group is
generally qualified to provide care. When care
needs exceed what they can provide, they may
abuse verbally or physically, but they do not look
for victims. 

2. The impaired: This is a well-intentioned group
who have mental or physical problems that pre-
vent them from delivering care. They may be
unaware of the deficits in their care delivery. They
may tend to control the victim through abuse;
neglect is more common in this group.

3. The narcissistic: These caregivers enter into care-
giving relationships in order to meet their needs.
They are more likely to steal from elders and
neglect them. They view the relationship as a
means to an end and may be attracted to nursing
homes or care centers where they can enter into
relationships with vulnerable adults.

4. The domineering or bullying: This group feels enti-
tled to exert power and authority. They may have
narcissistic tendencies and often feel that the vic-
tim deserved the mistreatment. This type of
offender may honor limits in other settings and
has insight into the nature of their maladaptive
behavior. This offender is prone to neglect and
financial abuse and may engage in sexual abuse.

5. The sadistic or psychopathic: This type of
offender takes pleasure in mistreating their vic-
tim. They have feelings of power and importance
when they abuse others.
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before the age of 18 and 22% before the age of 12

(Tjaden & Thoennes, 2000). Risk factors that may

increase the chance of victimization include young age,

use of drugs and alcohol, previous history of sexual 

violence, having multiple sex partners, and poverty

(NCIPC, 2004). Violence during dating has been

reported by 22% of high school students and by 32% of

college students (Christoffel & Gallagher, 1999). 

Symptoms and behavioral indicators that may be

exhibited in victims of sexual violence include deficits

in interpersonal and intrapersonal skills, such as an

inability to engage in appropriate social activities, dif-

ficulty recognizing unsafe situations, confusing sexual

acts with affection, and engaging in unsafe sex. In addi-

tion, victims of sexual violence often lack a supportive

network and have a decreased sense of personal bound-

aries that allows others to violate their personal rights,

thereby increasing their likelihood of revictimization

(Gutman & Swarbrick, 1998).

According to NCIPC (2004) statistics, consequences

of sexual violence/abuse may be physical, psychologi-

cal, social, and emotional. Victims of sexual violence

often experience long-term effects such as anxiety,

sleep disturbances, depression, and sexual dysfunction.

Physical symptoms resulting from sexual violence may

be acute or chronic and may include increased risk of

urogenital infections, chronic pelvic pain, gastrointesti-

nal disorders, pelvic inflammatory disease, and migraine

and other headaches (Coker, Smith, Bethea, King &

McKeow, 2000). Contracting sexually transmitted 

diseases and becoming pregnant are also physical con-

sequences associated with sexual violence. Statistics

indicate that between 4% and 30% of rape victims will

contract a sexually transmitted disease (NCIPC, 2004).

The immediate psychological symptoms resulting

from sexual violence may include shock, disbelief,

denial, fear, confusion, anxiety, and withdrawal (Herman,

1992a). In addition to these symptoms, victims of sexual

violence often experience symptoms of acute stress dis-

order, such as emotional detachment, sleep disturbances,

and flashbacks. Statistics (NCIPC, 2004) show that in 

approximately one-third of victims experiencing sexual

violence, psychological symptoms will continue for 

3 months or become chronic, leading to the long-term

psychological and emotional effects of post-traumatic

stress disorder (PTSD). Other consequences of sexual

violence include an increased likelihood of drug and

alcohol abuse and concomitant psychological and emo-

tional disorders. Often, victims of sexual violence turn to

drug and alcohol abuse as a means of avoiding the pain

and coping with the abuse (Gutman & Swarbrick, 1998). 

Occupational therapy practitioners play an important

role in their clients’ lives and often assist with private

and personal areas of their occupational functioning.

Because of this, many clients may feel more comfortable

opening up to their occupational therapist concerning

their experience with sexual abuse/violence. Reports of

sexual violence should always be documented. 

Youth and School Violence
Youth are frequently both the perpetrators and victims of

violence (USDHHS, 2000). The U.S. Department of

Justice (USDOJ) receives reports of nearly 3 million

crimes annually at or near schools. This is approximately

16,000 per school day nationwide, or one every 6 sec-

onds that school is in session (Conoley & Goldstein,

2004). There are many correlates to school violence.

One is the size of the school, with larger schools experi-

encing higher ratios of incidents of violence per student.

Crowding is another such correlate, as acts of school

violence occur more frequently in crowded hallways,

cafeterias, and stairways than in less crowded classroom

environments. For unknown reasons, more episodes of

school violence seem to occur during the spring rather

than fall term. According to Stephens (1997), school vio-

lence is not “confined to any socioeconomic group, cul-

tural group, or ethnic community” (p. 72).

Approximately one-third of children who are physi-

cally abused at home become perpetrators of violence

themselves. Conoley and Goldstein (2004) believe that

acts of school violence are but one manifestation of the

violence that characterizes much of present-day life

and that “aggression is primarily learned behavior” 

(p. 11). Although teachers are occasionally the victims

of school violence, most student aggression is directed

at their peers. The greatest increases in violence are 

occurring among elementary school-age children. How-

ever, older adolescents are more frequently both the

aggressor and the victim. Often, it is the case of

extreme violence that is brought to the attention of the

public, but lower levels of aggressive behavior are far

more prevalent. If lower levels of aggressive behavior

are tolerated, it invites students to further challenge the

limits of acceptable behavior. See Content Box 18-5 

for a list of categories of aggressive behaviors dis-

played in schools.

Children and adolescents who commit violent acts

share several common risk factors: poor supervision

or monitoring, parental alcohol or drug abuse, social

cognitive deficits, academic failure, association with

delinquent peers, and exposure to violence. Violence

prevention strategies advocated by the USDOJ that

may be of interest to occupational therapy practition-

ers include youth and parent life skills training, 

job training and placement, street outreach services,

gang intervention strategies, youth conflict resolution

training, and mentoring programs for at-risk youth

(Gellert, 2002).
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Bullying

Bullying is fairly prevalent among students of all ages,

with nearly half of all children and adolescents report-

ing being the victim of bullying at least once during

their school years (American Academy of Child &

Adolescent Psychiatry [AACAP], 2008). In one study

of playground behavior, Craig and Pepler (2000)

observed one incident of bullying every 7 minutes,

with adult intervention occurring in only 4% of these

incidents. Bullying “occurs when a student or group of

students targets an individual repeatedly over time,

using physical or psychological aggression to domi-

nate the victim” (Brewster & Railsback, 2001, p. 12). It

can take the form of name-calling, racial slurs, spread-

ing rumors, insults, threats, physical attacks, and theft.

Children who are victims of bullying experience 

significant fear and anxiety that can interfere with aca-

demic achievement and social-emotional development

(AACAP, 2008). 

Bullying is an attempt to gain power and influence

over others. Bullies view aggressive behavior as an

acceptable means of resolving disputes and handling

problems. The vast majority of bullying incidents occur

in school corridors and on the playground. Some

researchers believe that bullying is an early precursor of

adult criminal behavior (Gellert, 2002); therefore, it

should receive greater attention than is typically given

by parents and school officials (Conoley & Goldstein,

2004). Nansel and colleagues (2003) warn that “bully-

ing should not be considered a normative aspect of

youth development, but rather a marker for more serious

violent behaviors, including weapon carrying, frequent

fighting, and fighting-related injury.”

A fairly recent phenomena is cyberbullying, or elec-

tronic bullying, which refers to using e-mail, chat

rooms, websites, instant messaging, text messaging, and

other electronic methods of communication to repeat-

edly intimidate and cause emotional distress. It is esti-

mated that over 90% of adolescents aged 12 to 18 years,

use the Internet. This is the most “wired” generation to

date, and therefore the most vulnerable to cyberbullying

(Kowalski & Limber, 2007). 

Risk and Protective Factors for Youth Violence  

“The concepts of risk and protection are integral to pub-

lic health. A risk factor is anything that increases the

probability that a person will suffer harm. A protective

factor is something that decreases the potential harmful

effect of a risk factor” (USDHHS, 2001, p. 57). Risk

and protective factors that have been identified in Youth
Violence (USDHHS, 2001) are displayed in Table 18-1.

These data clearly demonstrate the need for parent edu-

cation and support. 

Strategies for Preventing School Violence 
and Enhancing Safety

Safe schools are secure; well supervised; and free of

sexual harassment, drugs, weapons, gangs, crime, and

violence (Stephens, 1997). The three approaches to

preventing school violence are based on the three lev-

els of prevention. Providing school safety program-

ming for an entire population of students is an example

of primary prevention, or a compensatory approach.

Targeting students who are at high risk for aggression

or victimization is considered a protective approach, or

secondary prevention (Morrison, Furlong, D’Incau, &

Morrison, 2004). Addressing issues related to school

violence after an incident has occurred is tertiary pre-

vention and is obviously the least desirable approach. 

Effective strategies for increasing school safety

include controlling campus access, developing a com-

prehensive school safety plan, requiring picture identi-

fication for all students and staff members, modifying

school environments to prevent crime, creating a cli-

mate of ownership and school pride, developing and

enforcing a school dress code, providing adequate adult

supervision, and encouraging multicultural understand-

ing. Other strategies offered by Stephens (1997) that

are particularly relevant for occupational therapy are

• establishing interesting and challenging extracur-

ricular activity programs;

• incorporating life skills training focused on 

decision-making, conflict resolution, anger man-

agement, social interaction, and responsibility;
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Content Box 18-5

Categories of School Violence
The following is ordered from least aggressive to
most aggressive:

• Horseplay
• Rule violation
• Disruptiveness
• Cursing
• Bullying
• Sexual harassment
• Refusal/defiance
• Threats
• Vandalism
• Out-of-control behavior
• Student-student fights
• Attacks on teachers
• Use of weapons
• Collective violence

From School violence intervention: A practical handbook (2d ed., 

pp. 10–11) by J. C. Conoley & A. P. Goldstein, 2004, New York: 

Guilford Press.
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Table 18–1 Early and Late Risk Factors for Violence at Age 15–18 and Proposed Protective
Factors, by Domain 

RISK FACTOR

Early Onset (Age 6–11)

General offenses 

Substance use 

Being male

Aggression**

Psychological condition

Hyperactivity

Problem (antisocial) 
behavior

Exposure to television 
violence

Medical, physical

Low IQ

Antisocial attitudes, beliefs

Dishonesty**

Low socioeconomic 
status/poverty

Antisocial parents

Poor parent-child relations
(e.g., harsh, lax, or inconsis-
tent discipline)

Broken home

Separation from parents

Other conditions

Abusive parents

Neglect

Poor attitude, performance

Weak social ties 

Antisocial peers

Protective Factor*

Intolerant attitude toward
deviance

High IQ

Being female

Positive social orientation

Perceived sanctions for
transgressions

Warm, supportive relation-
ships with parents or other
adults

Parents’ positive evaluation
of peers

Parental monitoring

Commitment to school

Recognition for involvement
in conventional activities

Friends who engage in con-
ventional behavior

Late Onset (Age 12–14)

General offenses

Psychological condition

Restlessness

Difficulty concentrating**

Risk-taking

Aggression**

Being male

Physical violence

Antisocial attitudes, beliefs

Crimes against persons

Problem (antisocial)
behavior

Low IQ

Substance use

Poor parent-child relations
(e.g., harsh, lax discipline;
poor monitoring,  supervi-
sion)

Low parental involvement

Antisocial parents

Broken home

Low socioeconomic 
status/poverty

Abusive parents

Other conditions

Family conflict**

Poor attitude, performance

Academic failure

Weak social ties

Antisocial, delinquent peers

Gang membership

Neighborhood crime, drugs

Neighborhood disorganization

Domain

Individual

Family

School

Peer Group

Community 

*Age of onset not known.

**Males only.

From Box 4-1 from Youth Violence: A report of the surgeon general (p. 58). U.S. Department of Health and Human Services, 2001,

Washington, DC: U.S. Government Printing Office.
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• encouraging active student participation in pro-

moting school safety; and

• developing peer counseling and peer mediation pro-

grams, and training students to fulfill these roles.

Prevention strategies for school violence that have

little or no research-evidence support include suspen-

sion from school, “boot camp” programs, and corporal

punishment (penalizing someone for an offense by

inflicting pain or imposing confinement). A listing of

model and promising youth violence programs is pro-

vided in Table 18-2.

Violence Prevention on a College Campus

University and college administrators are increasingly

monitoring and addressing campus violence, which

includes violence perpetrated by outsiders as well as

members of the academic community. The publication

of Healthy Campuses: Making It Happen (American

College Health Association [ACHA], 2002) provided a

framework and set of priorities to assist postsecondary

educational institutions in such efforts. The ACHA’s

National College Health Assessment (NCHA) collects

data on the violence rate among young adults on uni-

versity and college campuses. Figures 18-3 and 18-4

display data from the Spring 2003 survey (n = 19,497). 

An initiative that has been successful in facilitating

preventive health education and policy implementation

for academic communities can serve as a model for

future efforts. Fostering collaborative ventures among

parents, students, administrators, and faculty makes

campuses not only safe places for students, but also

places to learn to become engaged in promoting health

among individuals and society. In 1986, the nonprofit

organization Security On Campus, Inc., was founded

by parents of a first-year university student who was

the victim of brutal violence that led to her death. Her

assailant was another student attending the same edu-

cational institution (Security On Campus, 2004, ¶ 1).

The mission of Security On Campus is to make cam-

puses safer for students. The specific goals that support

this mission appear in Content Box 18-6. 

This organization was responsible for the passage

of the Campus Security Act, a landmark federal law

now known as the Jeanne Clery Disclosure of Cam-

pus Security Policy and Campus Crime Statistics Act.

The passage of this act and five additional related

federal laws has impacted crime investigation and

reporting, as well as how survivors of campus sexual

assault are treated at most college and university

campuses nationwide. Since passage of this legisla-

tion, administrators at colleges and universities have

been increasingly more proactive in the area of vio-

lent crime prevention. 
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Table 18–2 Rating Prevention Programs

Model

Level 1 (Violence Prevention)

• Seattle Social Development Project

• Prenatal and Infancy Home Visitation By Nurses

• Multidimensional Treatment Foster Care

Level 2 (Risk Prevention)

• Life Skills Training

• The Midwestern Prevention Project

Promising

Level 1 (Violence Prevention)

• School Transitional Environmental Program

• Syracuse Family Development Research Pro-
gram

• Perry Preschool Program

• Striving Together to Achieve Rewarding Tomor-
rows

• Intensive Protective Supervision Project

Level 2 (Risk Prevention)

• Promoting alternative thinking strategies

• I Can Problem Solve

• Iowa Strengthening Families Program

• Preparing for the Drug-Free Years

• Linking the Interests of Families and Teachers

• Bullying Prevention Program

• Good Behavior Game

• Parent-Child Development Center Programs

• Parent-Child Interaction Training

• Yale Child Welfare Project

• Families and Schools Together

• The Incredible Years Series

• The Quantum Opportunities Program

Does Not Work

• Drug Abuse Resistance Education

• Scared Straight

From Youth violence: A report of the surgeon general, 2001, U.S. 

Department and Health and Human Services, Washington, DC: U.S.

Government Printing Office.
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Individuals—children and adults—who have experi-

enced severe injury, who have witnessed a traumatic

event such as a fatal motor vehicle crash, or who are

victims of violence may develop symptoms consistent

with acute stress disorder (ASD) and PTSD. The like-

lihood of developing either or both of these anxiety dis-

orders depends on the intensity, severity, and duration

of the traumatic event and the physical proximity of 

exposure to it. Lifetime prevalence of PTSD is approx-

imately 12% among women and 6% among men. 

Persons with ASD or PTSD typically react to the trau-

matic event with intense fear, helplessness, or horror.

Nearly two-thirds of persons with PTSD also present

with comorbid conditions, most frequently substance

abuse, depression, bipolar disorder, or anxiety disor-

ders (Sadock & Sadock, 2003).

In acute stress disorder, the person develops anxiety

and dissociative symptoms within 1 month after experi-

encing a traumatic event. The symptoms may include

difficulty concentrating, feeling guilty about engaging

in normal everyday activities, decreased emotional

responsiveness, difficulty recalling important aspects of

the traumatic event, inability to enjoy pleasurable activ-

ities, and a sense of detachment or numbing (American

Psychiatric Association [APA], 2000). Other symptoms

indicative of anxiety include difficulty sleeping, irri-

tability, hypervigilance, psychomotor agitation, and an

exaggerated startle response. In addition, the individual

frequently re-experiences the event through flashbacks,

images, and dreams, and avoids any stimuli associated

with the trauma. ASD causes significant emotional dis-

tress and impairment in social and occupational func-

tion. The symptoms may last for a minimum of 2 days

up to a maximum of 4 weeks. After 4 weeks, the person

may meet the diagnostic criteria for PTSD (APA, 2000).

Of those with ASD, approximately 80% will eventu-

ally meet the diagnostic criteria for PTSD. The symptoms

of PTSD are virtually identical to those of ASD; however,

Mental Health Aspects 
of Unintentional Injury 
and Violence

Psychological and emotional effects of unintentional

injury or violence may be short- or long-term. Due to

the differing circumstances, the severity of symptoms

may differ for unintentional injury and violence; how-

ever, the basic mental health responses are similar. 
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Figure 18-4 Sexual abuse/assault: Last school year.

From Figure 6 National College Health Assessment Web Summary, by American
College Health Association. National College Health Assessment Web Summary,
2004, Baltimore, MD. The figure reflects students’ self-reported data from the
spring 2003 NCHA survey (n = 19,497).
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Figure 18-3 Abusive relationships: Last school year.

From Figure 7 National College Health Assessment Web Summary, by American
College Health Association. National College Health Assessment Web Summary,
2004, Baltimore, MD. The figure reflects students’ self-reported data from the
spring 2003 NCHA survey (n = 19,497).

Content Box 18-6

Mission of Security On Campus, Inc.
• To educate prospective students, parents and the

campus community about the prevalence of crime
on our nation’s college and university campuses.

• To compassionately assist victims and their fami-
lies with guidance pertaining to laws, victims’ 
organizations, legal counsel and access to Secu-
rity On Campus, Inc., files.

• To foster security improvements through campus
community initiatives.

• To provide effective procedures and programs to
reduce alcohol and drug abuse.

From About Security On Campus, Inc., our mission (¶ 1), by Security

On Campus, Inc., 2004, King of Prussia, PA.
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they persist for more than 1 month. Other symptoms that

can occur include paranoia, self-destructive and impul-

sive behavior, somatic complaints, outbursts of anger,

social withdrawal, and changes in personality. Symptoms

usually become apparent within 3 months of the trau-

matic event, but there may be a delayed onset of months

or years. Symptoms can last for years, but approximately

half of those affected recover within 3 months of symp-

tom emergence. Persons who have experienced PTSD

are at high risk of recurrence, as new traumatic events or

life stressors can reactivate PTSD symptoms (APA,

2000). Risk factors for PTSD include childhood trauma,

personality disorders, inadequate family or peer support,

recent stressful life changes, family history of psychiatric

disorders, and an external locus of control (Sadock &

Sadock, 2003).

Herman (1992b) describes three posttraumatic stages

of recovery typically experienced by victims of severe

injury or violence. Directly following the injury/assault,

many victims experience an acute crisis phase, which

may involve experiencing feelings of terror, helplessness,

rage, humiliation, shame, and guilt. During this first

stage, the injury/violence is often relived through flash-

backs and nightmares. The first stage of recovery can last

days to years, depending on the severity of the trauma.

The primary task of this stage is to establish physical and

emotional safety. Victims often experience a loss of con-

trol and may feel unsafe in their own bodies. At this time,

it is critically important to prevent secondary trauma and

retraumatization. Secondary trauma refers to trauma

that occurs after the event and that is associated with

responses toward the victim—for example, law enforce-

ment questioning the victim’s behaviors as a cause of the

trauma or well-meaning family members and friends

telling the victim that they were fortunate because the

trauma could have been worse. Relaxation strategies,

exercise, medications, unconditional positive regard, con-

sistency, and boundary setting can relieve symptoms and

increase the victim’s sense of safety.

The second stage is characterized by grieving. The

primary task of this stage is telling one’s story. There is

a need to acknowledge the traumatic event, revisit it,

and assign meaning to the experience. The victim often

feels powerless at this stage, and it is important to

reframe the mourning process as evidence of the per-

son’s strength and courage. Focusing on the person’s

assets, abilities, and strengths re-empowers them and

enables them to assimilate the traumatic experience. A

nonjudgmental attitude and compassion toward the

person is most helpful at this stage.

In the third stage of recovery, reconnecting with ordi-

nary life is the primary task. The victim builds a new

identity and a new life that incorporates the positive and

negative elements of the trauma. Re-education about

what is normal and ordinary may be useful, as the

trauma has taken them out of the usual, everyday expe-

rience. During this stage, the person regains their sense

of power and self-efficacy. Some victims transcend the

trauma and develop survivor missions—for example,

developing support services or prevention programs for

others in similar circumstances (Herman, 1992b).

Principles of Unintentional 
Injury and Violence Prevention

The public health approach to unintentional injury and

violence prevention is typically interdisciplinary. Pre-

vention approaches can take the form of education,

engineering/environmental modification, and enforce-

ment. These are often referred to as the three Es of

injury prevention. Public health education is designed to

increase knowledge and skills, change attitudes, encour-

age safe behaviors, remind people of recognized risks,

and reduce risky behaviors. Educational strategies can

be targeted not only at individuals, but also at high-risk

groups, health professionals, schools, the media, busi-

nesses, policymakers, and the general public.

Engineering/environmental modification refers to

producing products and environments that are safer

with fewer hazards and that make behavior change eas-

ier or unnecessary. The environment has both physical

and sociocultural elements. The physical environment

includes natural and human-made objects and settings.

The sociocultural environment relates to public percep-

tions, beliefs and attitudes, and social norms. In addi-

tion to producing safer products and environments,

operating practices and protocols (e.g., at worksites)

can also be modified to minimize injuries, and safety

equipment can be provided. Any or all of these aspects

of environment can be targeted for modification. 

Enforcement refers to modifying behavior

through compulsory public health measures, statutes,

and regulations. These legal approaches “can be

directed at individual behavior (people), at products

(things), or at environmental conditions (places)”

(Christoffel & Gallagher, 2006, p. 217). For example,

seat belt and helmet use, compulsory immunization,

and child restraint laws are targeted at the behavior of

individuals. Motor vehicle safety standards, laws

requiring child-proof caps on medications, and regu-

lations regarding storage of flammable materials are

directed at products, and building codes and airport

safety regulations are directed at places.

Many federal agencies have responsibilities in this

area, including the National Highway and Traffic Safety

Administration (NHTSA); the Occupational Safety and

Health Administration (OSHA); the Food and Drug
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Administration (FDA); the Consumer Product Safety

Commission (CPSC); the Federal Aviation Administra-

tion (FAA); the Bureau of Alcohol, Tobacco and

Firearms (ATF); and the Centers for Disease Control

and Prevention (CDC). In addition, state governments

can enact and enforce injury prevention laws, statutes,

and regulations. For example, Massachusetts has over

100 state and local laws addressing unintentional injury

to children (Christoffel & Gallagher, 2006).

Haddon’s Matrix
Developed by William Haddon, Jr., physician and engi-

neer, this matrix conceptualizes injury as occurring in

three phases: preinjury event, injury event, and postin-

jury event, in interaction with human factors, an agent

or vehicle, and physical and sociocultural environ-

ments. Levels of prevention correspond to the phases of

the matrix. In the preinjury event phase, primary pre-

vention efforts are appropriate; for example, speed

limit enforcement to reduce motor vehicle crashes.

During the injury event phase, secondary prevention is

the focus; for instance, air-bag deployment to reduce

injury. In the postinjury event phase, tertiary prevention

approaches are most relevant; for example, shortening

emergency response times and improving the efficacy

of rehabilitation (Christoffel & Gallagher, 2006).

Haddon identified 10 categories of injury prevention

strategies focused on addressing hazards. A hazard is

defined as the potential to cause harm, or a condition or

activity, which if left uncontrolled, could result in ill-

ness or injury (OSHA, 2002). Hazards typically fall

into four broad categories: physical, chemical, biologi-

cal, and psychological. Physical hazards include such

things as radiation, noise, and poor working conditions.

Chemical hazards may be naturally occurring or

human-made, such as vapors and gases from industry

and tobacco smoke. Biological hazards take the form of 

allergens, bacteria, viruses, and other microbiological

organisms. Psychological hazards are typically occur-

rences that induce unreasonably high levels of stress,

such as exposure to violence (Agius, 2001).

Haddon’s categories of injury prevention strategies,

known as the Haddon Ten, include

1. preventing the initial creation of a hazard;

2. reducing the amount of energy a hazard contains;

3. preventing the release of existing hazards;

4. modifying the rate or distribution of a hazard;

5. separating the hazard, by time or space, from the

person;

6. using material barriers to prevent exposure to a

hazard;

7. modifying qualities of a hazard to reduce its impact;

8. increasing the person’s resistance to damage

from a hazard;

9. countering the damage already done as quickly

as possible; and

10. stabilizing, repairing, and rehabilitating the

damage produced by a hazard (Christoffel &

Gallagher, 2006, p. 158).

The most effective unintentional injury and violence

prevention programs address all three phases (i.e., pre-

event, event, and postevent) and components that could

be changed (i.e., human factors, agent or vehicle, phys-

ical environment, and sociocultural environment) of the

Haddon matrix, and use a combination of education,

engineering/environmental modification, and enforce-

ment strategies (Christoffel & Gallagher, 2006). Some

of the most successful interventions to prevent uninten-

tional injury include bicycle helmet education and

laws, child safety restraints, traffic calming measures

(e.g., speed bumps), free provision of smoke detectors,

child-resistant containers to prevent poisoning, window

bars and stair gates to prevent falls, and enforcing 

rules protecting player safety in sports (Christoffel &

Gallagher, 2006; Harvard Injury Control Research

Center, 2003–2007).

Role of Occupational Therapy 
in Unintentional Injury 
and Violence Prevention

As in most areas of prevention, identification of risk

and protective factors is critical. In injury prevention,

occupational therapists are uniquely equipped to ana-

lyze daily activities in work, leisure, and self-care; 

to identify potential risk and protective factors; and 

to then design strategies to reduce risk of injury. 

These strategies may include modifying environmen-

tal, equipment, and activity variables to increase safety

in occupational performance, decreasing individual

risk factors for injury, and increasing protective factors.

For example, in falls prevention, environmental and

activity modifications and improving an individual’s

protective factors (motor strength and balance)

decreases the risk of falls. Occupational therapists can

also provide risk reduction education and train persons

to engage in activities in the safest manner possible.

These strategies can be used as primary prevention

(prior to the occurrence of any injury) and as secondary

prevention to reduce the likelihood of reinjury.

For primary prevention of violence, a focus on 

decreasing risk factors and increasing protective fac-

tors is also appropriate. Improving assertiveness and

interpersonal skills, increasing safety awareness, and

building self-defense skills are protective factors that

offer appropriate prevention opportunities for occupa-

tional therapy. These decrease personal vulnerability
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and the likelihood of becoming a victim of violence.

Life skills training, anger management, conflict reso-

lution, and coping and relaxation skill development

may decrease the probability of some forms of vio-

lence by providing the potential perpetrator with

alternative strategies for dealing with stress. These

approaches can also be used for victims and perpetra-

tors of violence as secondary prevention to reduce the

likelihood of reoccurrence.

As was mentioned earlier, serious injury and vio-

lence often have significant psychological and emo-

tional health consequences. If left unaddressed, these

emotional symptoms and responses can result in long-

term psychological sequelae that negatively impact a

person’s occupational and social functioning. It is

therefore important to address these issues and mediate

these emotional responses in order to prevent occupa-

tional dysfunction and to rebuild a sense of empower-

ment and self-worth. Expressive therapy techniques

such as music, dance, drawing, painting, journaling,

and so on, are particularly beneficial for this purpose.

Conclusion

Occupational therapists and occupational therapy

assistants have the opportunity to utilize their skills

in activity analysis, environmental modification, and

life skills training to decrease the risk of uninten-

tional injury and violence. The provision of psy-

chosocial occupational therapy interventions to 

victims of injury and violence can lessen the negative

impact of these incidents on social, emotional, and

occupational functioning. In order to be maximally

effective, occupational therapy injury and violence

prevention efforts should not focus solely on individ-

uals. Due to the inextricable links between persons

and their environments, prevention strategies should

also address families, groups, organizations, commu-

nities, and policymakers. Occupational therapists can

be advocates for, and designers of, safer work and

play environments and better-designed toys, leisure,

and work equipment.

Research on the relationship between occupation

and injury and occupation and violence, articulation

of the role of occupational therapy, and demonstra-

tions of effective preventive interventions are essen-

tial if the profession is to become a key contributor

in these areas of public health. In addition, occupa-

tional therapists and occupational therapy assistants

need to use appropriate public health and injury and

violence prevention terminology, be cognizant of the

literature of these fields, and apply known public

health principles in occupational therapy prevention

interventions.
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Case Study 18-1

Injury Prevention

Nationally, the proportion of older drivers (over 65 years of
age) continues to increase dramatically. Elderly drivers are
expected to number 70 million and comprise at least 26%
of the driving population by 2030. A community located in
the southern United States near the Gulf of Mexico is
experiencing a significant growth in the older adult popula-
tion, as it is a haven for retirees. With this change in demo-
graphics, the community has also experienced an increase
in motor vehicle crashes involving older adults. According
to the U.S. Census Bureau, in 2006, this community had
63,721 older adults, which represented 13.4% of the pop-
ulation, exceeding the national average of older adults,
which is 12.4% of the population. Of the 60 and older pop-
ulation, 28% are minorities, 17% live in rural areas, 25%
live alone, and 14% live below the poverty level.

You have been asked to serve on the Mayor’s task
force on older drivers to assist in the development of a
prevention and intervention program to reduce motor
vehicle crashes and the morbidity and mortality associ-

ated with them. The task force consists of health-care pro-
fessionals, area agency on aging personnel, representa-
tives from the transportation industry, local members of
AARP, and the state licensing board.

Questions

1. What additional information do you need about this
community and population to design an appropriate
prevention and intervention program? How will you
collect this information?

2. List three potential long-term goals for this older dri-
ver program.

3. Describe the basic components of a comprehensive
older driver crash prevention and intervention program.

4. What is the role of the occupational therapist in older
driver crash prevention programs? What services
might occupational therapists provide?

5. How would you evaluate the effectiveness of the 
program?
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◗ For Discussion and Review

1. How might occupational therapists apply their

skills of occupational analysis to the reduction of

sports injuries among school-age children?

2. What are reliable sources of information on unin-

tentional injury and violence prevention?

3. What are the characteristics of effective injury and

violence prevention programs?

4. How could Haddon’s Matrix be applied to the 

problem of falls in the elderly?

5. What are some risk factors and protective factors

for motor vehicle injuries? What purpose might
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Case Study 18-2

Violence Prevention

The school board of an affluent county, located close to a
large prosperous urban area, was shocked by video
footage of a group of varsity high school girl field hockey
players planning and participating in a hazing incident at a
county park. As a result of this incident, three junior varsity
players were hospitalized for head injuries and other phys-
ical trauma. Five additional junior varsity players, who sus-
tained multiple fractures to the elbows, wrists, and hands,
were treated in the emergency room and released.

The school board was pressured by the media and vic-
tims’ parents to establish a commission to investigate the
incident and review county policy with the goal of prevent-
ing future occurrences. The school board worked in collab-
oration with the victims’ parents to determine the appoint-
ments to the commission. Cindy, one of the parents
whose daughter was receiving occupational therapy for
head and hand injuries, was appointed to the commission.
She was very impressed with the occupational therapist,
Juanita, who was addressing not only the physical issues
but also resultant psychosocial issues due to the victimiza-
tion experience. Cindy was so impressed with Juanita’s
holistic, occupation-centered intervention that she sought
to have her appointed to the commission. At first, the
school board was hesitant, not believing an occupational
therapist could make contributions to the group. However,
after hearing of Juanita’s graduate occupational therapy
project at a domestic violence shelter, she was appointed
to the commission.

The commission was slated to start meeting the fol-
lowing autumn. In order to prepare for her role on the
commission, Juanita knew she had to update her knowl-
edge on population-based models and become acquainted
with literature regarding bullying and hazing. Juanita con-
tacted the local university and chose a graduate student
interested in youth violence prevention. The student
worked with Juanita to review the literature as a directed
readings elective course over the summer. Based on 
the results of the directed reading course, Juanita was
well prepared for her role from an evidence and theoreti-

cal perspective. The student was excited to see her work
being used to impact a social issue in her community.

At the first commission meeting in the fall, Juanita was
pleased at being able to effectively participate in discus-
sions regarding which approach to use in examining the
issue. The selected approach was the PRECEDE-PROCEED
Model. The parents on the committee encouraged Juanita
to conduct individual and focus group meetings with the
perpetrators, hazing targets, and parents of both groups to
explore the factors contributing to the hazing event. 

Questions

1. Was hazing or bullying an issue in your school or in
the community where you grew up? Did it ever result
in prolonged intimidation or physical violence? Were
adult leaders in the community aware of the exis-
tence of the problem? 

2. If you had been invited to join a commission or advo-
cacy group to decrease this type of behavior, what
might you have suggested? Which of the solutions
could be generalized to other communities and which
might not work elsewhere? Why?

3. Which occupational therapy model do you think
would be helpful in the development of a hazing/
bullying prevention program for a local middle school?
Sketch the main theory-based components of the
program. Would this program need to be modified for
a high school population? Why or why not?

4. Does your institution have a program and policies in
place to report and decrease violence on campus? If
so, are they easily accessible to prospective students,
current students, staff, and faculty? What, if any,
information is missing or unclear? 

5. Compare your institution’s Web-based communica-
tions in this area with two other institutions. Describe
how these efforts were similar and how they were
different. What steps can you take as an occupational
therapy student to improve communication about vio-
lence prevention and safety on your campus?
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occupational therapy serve in motor vehicle injury

prevention?

◗ Research Questions

1. Do occupational therapy driving evaluations and

interventions decrease the incidence of motor vehi-

cle crashes involving elderly drivers?

2. Are persons who have received ergonomic consul-

tations implementing the resulting recommenda-

tions after 1 month, 6 months, 1 year?

3. Does universal design decrease the risk of injury

for persons with disabilities? For persons without

disabilities?

4. What is the relationship between occupational

deprivation and violence?

5. What factors contribute to a person’s ability to

overcome the emotional and psychological conse-

quences of severe injury and violence?
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SECTION IV Health Promotion and Prevention
From an Occupational Therapy 
Perspective

Chapter 19

Health Promotion for People 
With Disabilities
Michael A. Pizzi

Health is created and lived by people within the settings of their everyday life; where they

learn, work, play, and love. Health is created by caring for oneself and others, by being able

to make decisions and have control over one’s life circumstances. Caring, holism, and ecol-

ogy are essential issues in developing strategies for health promotion and wellness.

—Ottawa Charter for Health Promotion, World Health Organization [WHO], 1986, p. 1

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss how health promotion and wellbeing can
be addressed with and for people with disabilities
and are supported by the American Occupational
Therapy Association’s (AOTA) Occupational Ther-
apy Practice Framework: Domain and Processes
(2008) (referred to as the Framework).  

• Examine the evaluation process and occupational
assessments in view of health promotion and 
prevention to meet the occupational and health
needs of those with disabilities.

• Develop interventions that promote healthier
lifestyles and aim to prevent secondary condi-
tions related to a primary disability.

• Discuss occupational therapy and interdisciplinary
research that supports health promotion for chil-
dren and adults with disabilities.

Key Terms

Health
Health determinants

High-level wellness
Learned helplessness

Secondary conditions
Wellness

Introduction

The purpose of this chapter is to inform and educate the

reader about health promotion and wellbeing for people

with disabilities in order to create a paradigm shift

within the profession of occupational therapy. After a

brief review of the prevalence of disabilities within the

United States and world populations, several key terms

are defined. The chapter presents a review of several crit-

ical concerns that impact the participation and quality 

of life for individuals with disabilities. These include

describing the disparities in the health status of individ-

uals with disabilities and the limited attention given to

the importance of preventing secondary conditions in

these individuals. Next, models for interventions from

related disciplines are presented and research in this area

is summarized. This is followed by a review of assess-

ments and a description of potential occupation-based and
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client-centered occupational therapy health promotion

interventions for individuals with disabilities.

There are large numbers of individuals living with 

disabilities both within the United States and around

the world. According to 2006 U.S. Census Bureau data,

the percentage of children aged 5 to 20 living with a

disability ranged from a low of 4% in Nevada to highs

of approximately 10% in both Maine and Puerto Rico.

Unsurprisingly, the percentages increase with age. The

rates ranged from a low of 34.8% of people over age 65

living with a disability in Wisconsin to highs of 52% in

Mississippi and 62.7% in Puerto Rico (U.S. Census

Bureau, 2006). The World Health Organization (WHO)

estimates that 650 million people worldwide are living

with disabilities (WHO, 2008). This indicates that

much must be done at both the individual and popula-

tion levels in terms of advocacy.

Occupational therapists and occupational therapy

assistants need to be knowledgeable of and use the lan-

guage of the WHO’s International Classification of
Functioning, Disability and Health (ICF) (WHO,

2001). It is important to use internationally recognized

language and classification systems to advocate for the

availability of services that facilitate independence in

activities of daily living (ADLs) and when advocating

for policies and programs that promote participation in

society for individuals with disabilities. An example of

the need for this type of advocacy is clearly articulated

by Rimmer (2005). According to Rimmer, in order for

individuals with disabilities to have equal opportunities

to engage in physical activity, changes must be made to

the built environments (e.g., fitness facilities, pools)

and the manufacturing of exercise equipment.

Definitions of wellness and high-level wellness
are inclusive of individuals with disabilities. In 1985,

Johnson defined wellness as “a context for living . . . a

state of being, a place from which to come as we com-

mit ourselves to improving life for all humanity . . . It

is available to all” (cited by Johnson, 1986a, p. 14).

High-level wellness is “an integrated method of func-

tioning that is oriented toward maximizing the poten-

tial of which the individual is capable” and “requires

that the individual maintain a continuum of balance 

of purposeful direction with the environment where 

he or she is functioning” (Dunn, 1961, pp. 4–5). It is

achieved by being actively engaged in occupations to

foster changes in the society one lives in to create 

conditions that allow the attainment of health by all 

its members. Health professionals are becoming more

aware of the need to address high-level wellness, health

promotion, and wellbeing with people with disabilities: 

Although health promotion activities have been inves-

tigated in a number of groups, including working

adults, recovering cancer patients and the elderly, the

health promotion of the disabled has not been a focus

of research or practice for health care professionals.

(Stuifbergen, Becker, & Sands, 1990, pp. 11–12)

Interventions should address the management of the

disease or disability and should facilitate clients reach-

ing their fullest potential. Thus, interventions need to

integrate the mind, body, and spirit in order to opti-

mize health and prevent further disabling secondary

conditions. Tingus (2003) believes that wellness is an

appropriate aspiration for individuals with disabilities,

as “they may meet all the criteria for physical, emo-

tional, social, and spiritual health in the context of

their condition” (p. 98). 

Health-promoting behaviors and developing healthy,

lifestyle-based routines can best be realized when a per-

son, group, or community develops an overall attitude

of wellness. Wellness is often defined by the person,

group, or community as they actively pursue occupa-

tional balance (Neufeld & Kniepmann, 2001). Scaffa,

Van Slyke, and Brownson (2008) state that optimal 

balance, use, choice, and opportunity in occupations are

crucial for optimal health and wellbeing. Wilcock

(1998) discusses potential occupation-based risk factors

for health problems, such as occupational imbalance,

deprivation, and alienation.

Until recently, health promotion for people with dis-

abilities has been neglected in the general health com-

munity (U.S. Department of Health and Human Services

[USDHHS], 2000). Researchers, funding agencies, health-

care providers, and consumers are leading an effort to 

establish higher-quality health care for the estimated 

54 million people with disabilities living in the United

States (USDHHS, 2000). This includes not only tertiary

prevention, or rehabilitation, but also the integration 

of health promotion interventions. These interventions

complement therapy interventions and assist people in

their awareness of the need for prevention and maintain-

ing healthy lifestyles within the context of living with a

disability. Occupational therapists and occupational ther-

apy assistants play a prominent role in prevention with a

variety of secondary problems (Finn, 1972; Johnson,

1993; Johnson & Jaffe, 1989; Kniepmann, 1997; Missiuna

& Pollock, 1991; Neufeld & Kniepmann, 2001; Pizzi,

2001; Reitz, 1992, 1999; Renwick, Brown, & Nagler,

1996; Scaffa, 2001; West, 1969; Wiemer, 1972). How-

ever, occupational therapy practitioners often neglect the

promotion of health and wellbeing for clients with dis-

abilities. A first step to rectify this is changing the 

approach to intervention, which may increase the number

of occupational therapists and occupational therapy 

assistants who further empower people with disabilities

toward managing their own health.

Fearing, Law, and Clark (1997) state, “The art of

occupational therapy includes the ability to create
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healthy environments where clients can grow and

change while remaining firmly grounded within the

context of their own lives” (p. 12). West (1968) and

Finn (1972) were among the first to examine the role of

occupational therapists as health agents. 

In order for a profession to maintain its relevancy it

must be responsive to the trends of the times. The

trend today in health services is the prevention of dis-

ability. Occupational therapists are being asked to

move beyond the role of the therapist to that of health

agent. This expansion in role identity will require a

reinterpretation of current knowledge, the addition 

of new knowledge and skills, and the revision of the

educational process. (Finn, 1972, p. 59)

Justice for Individuals 
With Disabilities 

Occupational therapists and occupational therapy assis-

tants need to be aware of injustices commonly faced by

individuals with disabilities. These injustices are many

and include limited access to health care, housing,

employment, and social participation (USDHHS, 2000,

pp. 6–8). The focus of this next section will be limited

to health issues. However, the reader is encouraged to

remember the broader array of inequities that impact

occupational engagement.

Health Disparities for Individuals 
With Disabilities
There are notable health status disparities between people

with and without disabilities delete reference. Numerous

reports demonstrate that people with disabilities as a

group experience worse health than the rest of the popu-

lation. According to Healthy People 2010: Understand-
ing and Improving Health (USDHHS, 2000), people with

disabilities are more likely to have early deaths, chronic

conditions, and preventable secondary conditions, and

make more emergency room visits. They also have less

health insurance coverage and less overall use of the

health-care system (as indicated by numbers of Pap tests,

mammography, and oral health exams). One indicator 

of the health disparities experienced by people with dis-

abilities is that the rate of diabetes among this group is

300% higher than among the general population (Krahn,

2003, p. 14). In 2001, the U.S. Census Bureau indicated

that people with a disability reported worse health status

than people without disabilities, and those with more

severe disabilities were likely to report more health prob-

lems. Individuals aged 25 through 65 who had a severe

disability were five times less likely to report their health

as “very good” or “excellent” compared with respondents

with no disability (15% vs. 75%) (Krahn, 2003). 

Health professional involvement with people with

disabilities needs to be broadened to routinely include

an emphasis on developing healthy behaviors and 

routines. This can help people maintain wellbeing 

both during and after a traditional rehabilitation pro-

gram, decrease obesity, diminish sedentary lifestyle

choices, decrease alcohol and tobacco use, and prevent

secondary disabilities (Krahn, 2003). 

Occupational therapy health promotion interventions

can assist with decreasing the disparities faced by individ-

uals with disabilities. The role of occupational therapy is

to create opportunities for occupational engagement and

to help people with disabilities improve their own aware-

ness of their individual and collective health and occupa-

tional needs. AOTA’s Framework (2008) supports this

role, which can empower individuals with disabilities to

become advocates and health agents for themselves and

thereby take responsibility for their own health care. 

For example, in an occupational therapy evalua-

tion, it is discovered that Mabel does not take her 

insulin on a regular basis. Upon further examination,

the occupational therapist recognizes that health liter-

acy and economics play an important role in Mabel’s

irregular health patterns, which prevent her from opti-

mally participating as her own health agent. The occu-

pational therapist, in collaboration with the nurse and

social worker, help Mabel better understand her dia-

betes and ways to manage her health to prevent sec-

ondary conditions. 

Prevention of Secondary Conditions
In 1948, the WHO defined health as “a state of com-

plete physical, mental, and social wellbeing and not

merely the absence of disease or infirmity” (p. 1).

Krahn (2003) states that actualization of these health

beliefs requires health practitioners’ understanding that

health and wellness are related to one’s lived experi-

ences and that people with disabilities can be healthy

and well. Rimmer (1999) believes that health promo-

tion programs aim to reduce secondary conditions and

maintain functional independence. He also states that

an improved quality of life and opportunities for

improved life satisfaction and leisure pursuits are more

readily available when involved with health promotion. 

Secondary conditions can be defined as “those

physical, medical, cognitive, emotional, or psychoso-

cial consequences to which persons with disabilities

are more susceptible by virtue of an underlying impair-

ment, including adverse outcomes in health, wellness,

participation and quality of life” (Hough, 1999, p. 162).

Community-based health promotion initiatives must be

emphasized for people with disabilities in order to

achieve the objective of optimizing health and prevent-

ing secondary conditions (Rimmer, 1999). Health and
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wellbeing are a part of the life story of a person living

with a disability.

Wiemer (1972) identified five stages on the preven-

tative health-care continuum: promotion, protection,

identification, correction, and accommodation, with the

latter three stages relating to managing and minimizing

secondary conditions. Weimer also provided helpful

suggestions that encouraged occupational therapists to

consider new or additional interventions in order to

minimize the impact of secondary conditions. (For a

more thorough description of these stages and other

related information, refer to Chapter 1 of this text.)

Occupational therapy philosophical beliefs and princi-

ples support the hypothesis that teaching a wellness ide-

ology (i.e., the value and knowledge of health habits and

strategies) can enhance adaptation to future illness or

disability. Furthermore, it can be hypothesized that

those individuals who embrace this ideology will be

able to adapt and will do so at a higher level than those

without such an ideology. In addition, this ideology may

create less stress and improve mental health during an

illness or disability. 

Unfortunately, this ideology is often not supported

by the U.S. health-care system, particularly since the

advent of managed care programs, which changed the

landscape of the health-care system. Rehabilitation 

services for adults and children are often limited 

(i.e., capped) by funding availability. As a result, pres-

sure is placed on practitioners to accelerate clients’

rates of progress. This faster pace fosters a reductionis-

tic view of care, with little or no time for discussion of

health promotion strategies, including prevention of

secondary conditions. In addition, clients are sometimes

discharged prematurely with many unmet functional

and health needs. Federal efforts in health promotion

and disease prevention have focused on primary preven-

tion for the general, nondisabled population and on

strategies that promote and maintain healthy living

(USDHHS, 2000). Unfortunately, specific attention 

to prevention strategies for people with disabilities has

not received sufficient attention, which compromises

health outcomes. 

Patrick, Richardson, Starks, and Ros (1994) make a

clear distinction regarding prevention for people with and

without disabilities. For people without disabilities, pre-

vention starts with the individual being absent of disease

and includes efforts to eliminate or reduce the risk of dis-

ease or disability. For people with disabilities, primary

and secondary prevention addresses efforts to diminish

the possibilities of secondary conditions associated with

the lifestyle of the disabled (e.g., inactivity secondary to

a disability). 

The prevention of secondary conditions through

health promotion interventions applies to all people 

with disabilities, yet “health promotion programs have

largely neglected people with intellectual and devel-

opmental disabilities (I/DD); and the widening ineq-

uities in health care services for people with I/DD

compared to their non-disabled peers is resulting 

in poorer health outcomes” (Marks & Heller, 2002, 

p. 2). Frey, Szalda-Petree, Traci, and Seekins (2000) also

make a strong argument for developing a paradigm

shift to incorporating health promotion as central to

maintaining independence and inclusion for people

with developmental disabilities, particularly from the

public health perspective. The authors cite several

secondary conditions that may be preventable, such as

pressure sores, urinary tract infections, and psychoso-

cial adjustment. 

Therefore, having a disability is viewed as increasing

one’s risk for a variety of preventable problems that

can limit health, functional capacity, participation in

life activities and independence. A prevention frame-

work that incorporates rehabilitation interventions and

themes of consumer empowerment can be offered

using a public health orientation. (Frey et al., 2000, 

p. 362)

Frey and colleagues (2000) noted that the few stud-

ies examined that met the study criteria (i.e., articles

pertaining to the prevention of secondary health condi-

tions in the population of adults with developmental

disabilities) focused on decreasing duration of sec-

ondary conditions. The majority of these conditions

were self-abuse or self-injurious behaviors (SIB). It is

evident from this research that occupational therapists

and occupational therapy assistants can work from a

health promotion framework with a behavioral focus.

Health behaviors would include not only healthy 

occupational patterns of living (e.g., physical activity,

proper nutrition, self-esteem, and confidence-building

occupations) but also behavioral interventions that can

diminish SIB. 

Bird, Sperry, and Carreiro (1998) support this type of

intervention. They developed a comprehensive assess-

ment and living support system. People who demon-

strated SIB were evaluated with this assessment and 

provided support, goals, and skill training (not limited to

decreasing SIB). A client-centered approach was used,

and they asked for goal input from consumers. The out-

comes included decreased hospitalization, significant

reduction in maladaptive behaviors, and increased time

spent in the community. Participants reported increased

degree of satisfaction, perceived productivity, indepen-

dence, and community integration. These health outcomes

demonstrate the importance of shifting how occupational

therapists think about health versus improving function

and offer insight into developing a more comprehensive
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view of practice that impacts individuals at the participa-

tion level as described by the ICF (WHO, 2001). 

There are many benefits noted for people with

I/DD who participate in health promotion (e.g.,

decreased inequities in health, empowerment toward

self-responsibility to the extent possible), but health

determinants must be considered. Health determi-
nants are conditions that influence positive or nega-

tive health behaviors and outcomes and include 

1. biology/physiology; 

2. health and medical care and public health 

services; 

3. health behaviors such as eating habits; tobacco,

alcohol, and drug use; physical fitness; 

4. the interrelationship of individuals within their

environments; and 

5. social/societal influences (Tarlov, 1999, cited in

Marks & Heller, 2002, p. 4).

The social and societal factors are major overarching

concerns that influence the other four areas and must

be attended to if attempts are made to effect change in

those other areas. 

Hough (1999) views the change in thinking from

disability prevention to prevention of secondary condi-

tions as a massive paradigm shift. In his paradigm shift,

he envisions that the environment needs to play an

important role in ameliorating or preventing secondary

conditions. He states that “secondary prevention of the

secondary conditions of disabilities must be elevated to

high priority . . . to prepare for the needs of larger num-

ber of persons who will experience a disability within

their lifetime, regardless of the etiology of such disabil-

ities” (pp. 187–88). 

His concerns seem to be addressed by the descrip-

tion of health promotion for people with disabilities as

articulated in Healthy People 2010:

1. The promotion of healthy lifestyles and a healthy

environment

2. The prevention of health complications and 

further disabling conditions

3. The preparation of the person with a disability to

understand and monitor his or her own health

and health-care needs

4. The promotion of opportunities for participation in

commonly held life activities (USDHHS, 2000). 

There are several objectives identified in Healthy
People 2010 that relate to the promotion of health, well-

being, and quality of life (QOL) of people with disabil-

ities and that address the overarching goal to “promote

the health of people with disabilities, prevent secondary

conditions, and eliminate disparities between people

with and without disabilities in the U.S. population”

(USDHHS, 2000, p. 6-3). Several are directly related to

the domain of occupational therapy and concern mental

health issues of adults and children, social participation,

self-reported life satisfaction, employment, education,

accessibility, assistive devices and technology, and care-

giver health. These objectives support the need for 

occupational therapy involvement in health promotion 

and prevention of secondary conditions for people with

disabilities throughout the life span.

Impact of Secondary Conditions

People with disabilities often experience limitations in

social roles and participation. The ability to engage in

occupations and roles within the community can be

limited by psycho-emotional and physical barriers.

These barriers limit socialization, and occupational

therapists empower clients to develop and redevelop

social roles and community participation. An example

of social role and community participation impairment

is the case of Phil, a 20-year veteran of the police

department who was shot and subsequently wheelchair

bound. After completing a rehabilitation program, Phil

refused to leave his apartment despite encouragement

from family and friends. Occupational therapy home

care evaluation revealed that he was embarrassed that

“a man like me” would get shot, let alone be in a wheel-

chair. He also felt like he was a burden on his family

and became depressed. Psychosocial and community-

based occupational interventions that included his 

family and friends, police department colleagues, and

members of his local church eventually empowered

Phil to venture out and rediscover ways to become a

community activist and participant. With the help of

the occupational therapist, Phil developed a community

safety program and bilingual educational manuals

around issues of violence, safety, and security and

developed a role as a community leader and speaker. 

Models for Health Promotion

Four models are introduced here to provide a variety of

frameworks for readers to consider when reflecting

upon their practice. These models are not exhaustive

but have been selected as examples that further illumi-

nate the content of this chapter.

Socioecological Perspective
Kickbusch (1997) views health and health promotion

from a socioecological perspective. In this view, health

promotion is seen as a theory-based process of social

change contributing to the goal of human development,

building on many disciplines and applying interdisci-

plinary knowledge in a professional, methodical, and

creative way. Kickbusch (1997) also views health 
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promotion as “determinants based,” rather than evi-

dence-based. Health promotion “bases its strategies on

best knowledge of how health is created and how social

and behavioral change is best effected” (Kickbusch,

1997, p. 267). Health is seen as needing to be main-

tained as a resource. Kickbusch asks health profession-

als to reflect on the following questions: 

1. What creates health? 

2. Which investment creates the largest health gain?

3. How does this investment help reduce health 

inequities and ensure human rights? 

4. How does this investment contribute to overall

human development? (p. 267)

Responses to these questions may infuse a socioeco-

logical perspective into the clinical reasoning of occu-

pational therapists and occupational therapy assistants

in their work with people with disabilities. It may also

help the occupational therapy profession to keep asking

the question whether occupational therapy should view

health promotion as determinants-based or evidence-

based practice. 

While there are individuals and organizations that

view health as determinants-based, it will be the evi-

dence in occupational therapy, the outcome of research,

which will justify the need for occupational therapy in

health promotion for people with disabilities. Current

practice needs to be strengthened, both academically

and clinically, by engaging in such research.

Conceptual Model of Health Promotion 
and Quality of Life for People With Chronic
and Disabling Conditions
Stuifbergen and Rogers (1997) propose a conceptual

model of health promotion and QOL for people with

chronic and disabling conditions. The model is com-

prised of three stages: antecedents, selection and use of

health promoting behaviors, and outcomes. This model

incorporates health-promotion concepts and theories

and can be adapted for use in occupational therapy 

programming for people with disabilities. The first

stage, antecedents, includes the concepts of barriers,

resources, and perceptual factors that serve as precur-

sors to the second stage. 

Barriers include those factors that limit health 

promotion, such as unavailability of a program or an

inconvenience (e.g., inability to access transportation).

Resources are factors such as income and social sup-

port, which can assist in selecting and maintaining

health-promoting behaviors. Perceptual factors are

those issues perceived by an individual, group, or com-

munity that may limit engagement in health promotion.

These include self-efficacy for health practices (Stuif-

bergen & Rogers, 1997). 

In addition, emotional support has been linked to

healthy family function and utilization of health-

promoting behaviors (Stuifbergen, 1995). People with

disabilities may develop learned helplessness, the

state in which one adapts to being passive and disen-

gaged (Seligman, 1972). This can be a direct result of

cultural influences; societal perceptions; family influ-

ences; health-care sick-role expectations, despite posi-

tive experiences in the rehabilitation environment; and

even a secondary learned behavior toward health pro-

fessionals, including therapists, from a lack of client-

centered care to authoritarian attitudes. 

The second stage relates to the selection and use of

health-promoting behaviors. In this stage, occupa-

tional therapists examine the individual’s behavioral,

cognitive, and emotional activities in order to promote

health and wellbeing. Research documents the desire

of people with disabilities for health promotion ser-

vices. Persons with spinal cord injury request health-

promotion services, such as exercise, nutrition, and

stress management, more often than they request

medical services (Stuifbergen & Rogers, 1997). 

Individuals with multiple sclerosis who conducted 

self-assessments and health monitoring had fewer

hospitalizations and office visits for health care than

research participants who did not perform similar

assessments. The frequency of engaging in health-

promoting behaviors has been correlated with per-

ceived QOL (Gulick, 1991; Stuifbergen, 1995). 

The third stage is outcomes. In the proposed model,

QOL is the outcome of integrating health promotion 

with rehabilitation. While creating a quality of life for

themselves, “people living with a chronic disabling

condition thus must manage a wide variety of disease-

related, intrapersonal, and environmental demands.

Engaging in health promoting behaviors is one strategy

recommended to manage disease symptoms and

enhance QOL” (Stuifbergen & Rogers, 1997, p. 5). 

Preliminary studies provide information about how

health-promoting behaviors impact perceived QOL.

However, it remains unclear how symptoms of illness

and the experience of chronicity (e.g., fatigue, time

constraints, uncertainty of long-term prognosis) influ-

ence health-promoting behaviors and how participation

in these behaviors may be influenced by contextual fac-

tors unique to this population (Stuifbergen & Rogers,

1997). Perceived outcomes of health-promoting behav-

iors often include improved QOL and health. Related

to this is that improved psychosocial adaptation can be

realized when people with disabilities, such as multiple

sclerosis populations, are in contact with “healthy” peo-

ple and have perceived support of others (Stuifbergen 

& Roberts, 1997). In a study by Wineman (1990), pur-

pose in life, related to perceived supportiveness of 
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interactions and functional disability, affected psy-

chosocial adaptation.

Holistic Vision of Disability
Another model that can be used in occupational therapy

is one proposed by Patrick, Richardson, Starks, & Rose

(1994). This model presents a holistic vision of disability

and includes the prevention of disabling conditions and

prevention of progression toward further disability. The

model is built on five areas that, together, describe the

person’s life. The five areas include environment, human

development, the disabling process, opportunity, and

quality of life (QOL). The first area is environment,
which encompasses biological, physical, social, eco-

nomic, and cultural spheres of living. The risk factors for

further disablement can be reduced to the degree that pre-

vention is realized and the promotion of opportunity for

participation exists.

The second area is human development. Disability

can occur at any stage of life, which then affects occu-

pational performance at current and future levels of 

development. Occupational therapy practitioners are

encouraged to address not only current but also future

occupational functioning so that health can be realized

at all stages of life as people age.

The disabling process is the third area of the life of

a person with disability. The transition from disease 

or injury to becoming a person with a disability has a

profound effect on a person’s mental, physical, emo-

tional, and spiritual health. In occupational therapy, it is

vital to bear in mind that prevention in any area of a

disability (e.g., body functions and structures, mental

functions, or social role impairment) can promote health,

occupational engagement, and participation.

Opportunity is the fourth area. This recognizes

that, despite a disability, people need to be provided

opportunities for participation. The Americans with

Disabilities Act of 1990 and the Independent Living

Movement both assist individuals with disabilities in

creating opportunities (Schlaff, 1993). Occupational

therapists and occupational therapy assistants are

skilled practitioners in developing and adapting con-

texts, performance skills, habits, routines, and roles

in order for people with disabilities to have greater

opportunity to engage in meaningful living experi-

ences. This promotes a higher level of health and

wellbeing on physical, psychosocial, emotional, and

spiritual levels.

The final area in this holistic model of disability

examines the QOL from the perspective of the person

with disability. This refers to perception of one’s posi-

tion in life relative to culture and their value system.

This is also related to personal goals, expectations,
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standards, and concerns. Perceptions of various factors

in one’s life are developed over time and through expe-

riences. Thus, for a person with a disability, these can

include experiences of the disability, contacts with the

health-care system, and environmental contexts (Patrick

et al., 1994). This client-centeredness is well estab-

lished in occupational therapy (AOTA, 2008; Law,

1998; Peloquin, 1990, 1993). 

Transtheoretical Model
The Stages of Change, or Transtheoretical, (TTM)

Model developed by Prochaska and DiClemente

(1992) is cited as a primary model that guides assess-

ment and intervention to assist individuals in changing

habits and maladaptive patterns, and encourages and

reinforces newly learned health-promoting behaviors

(this model is explained and depicted in Chapter 3).

When a person is in the earlier stages of the model

(e.g., contemplation), self-efficacy is often low. 

Occupational therapists and occupational therapy

assistants can assist in empowering individuals through

reframing perceived barriers and problems and setting a

direction for goal achievement (Cardinal & Cardinal,

1997; Lee, 1993). This approach requires a focus on

mental and physical health and calls for occupational

therapy practitioners to be holistic and systems oriented.

Cardinal (2003) studied which constructs from the

TTM (e.g., behavioral and cognitive processes of change,

decisional balance, and self-efficacy), along with exercise

barriers, affect the exercise behaviors of individuals with

disabilities. This survey of 322 adults was the first study

to examine stages of change for exercise behavior among

adults with physical disabilities using all constructs of the

TTM as well as exercise barriers. 

Overall, the results are in general agreement with existing

evidence among non-disabled populations. Behavioral

strategies derived from TTM, such as being moved emo-

tionally, being rewarded, being a role model, developing

a healthy self-image, gathering information, getting

social support, making a commitment, making substitu-

tions, taking advantage of social mores, and using cues

may all facilitate exercise behaviors of adults with physi-

cal disabilities. (Cardinal, 2003, p. 46)

The TTM is a viable model for people with physical,

psychosocial, and cognitive disabilities. Interventions

that begin with assisting individuals in becoming aware

of their own health needs (i.e., precontemplation and

contemplation stages) and then help them maintain

healthy lifestyles (maintenance stage) is consistent

with the occupational therapy intervention process.

Clients can become more independent health agents

when they have an awareness of their own health needs.
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When people have increased awareness of goals 

to improve QOL, healthier lifestyles are the outcome.

Tailoring health promotion programs to client or com-

munity needs and interests can promote greater follow-

through toward healthy living (Bulger & Smith, 1999).

When developing programs of health and behavior

change, occupational therapists need to be client-

centered and aware of the level of understanding and

stage of change of those being served. 

Sneed and Paul (2003) conducted a survey of 250 peo-

ple with congestive heart failure (CHF) to identify the

stage of readiness for change in six lifestyle behaviors

important in the management of CHF. The study was

based on the TTM and revealed that this theoretical

framework may not work as well as hoped, perhaps due

to the complexity and number of changes needed to pro-

mote health, wellbeing, and optimize QOL in individuals

with CHF. Interestingly, there was a significant difference

(p = 0.001) between what respondents thought they were

consistently doing to optimize health and the actual

reporting of these behaviors (e.g., thinking that they were

reducing sodium in the diet while reporting that they ate

things within the last 24 hours that contained sodium and

were not recommended for people with CHF). The model

may assist people with CHF if the numbers of recom-

mended changes are kept to a minimum. Once each

change is habituated, subsequent changes could be made.

This would decrease the feelings of being overwhelmed,

as reported by many of the participants. 

The views of how health professionals think about

living well with disabilities are evolving with the devel-

opment of new models of health and wellness. There is

increasing awareness that, despite disability of any kind,

people have aspirations, goals, and needs to live a life

with integrity, dignity, and quality. If open to rethinking

terms such as physically or emotionally challenged and

disability, health professionals can avoid stereotyping

and learn strategies for wellbeing and health through

actively listening to people with disabilities. 

Research in Health Promotion
and People With Disabilities

There is little research, let alone discussion, in the

occupational therapy literature that relates to the direct

use and utilization of health promotion theory and 

interventions for people with disabilities, with a few

exceptions, such as Johnson (1986b), White (1986),

Kniepmann (1997), Reitz (1999), and Scaffa (2001).

The profession is currently incorporating health pro-

motion and wellness into practice and researching its

effectiveness. The following are some instances of

research in health promotion for people with disabili-

ties from which the occupational therapy profession

can begin to develop an evidence base. 

Stuifbergen and Rogers (1997) interviewed 20 indi-

viduals with multiple sclerosis (MS) who shared their

stories about health promotion, QOL, and factors that

affected these areas of health. They identified six life

domains related to QOL: family (most frequently iden-

tified domain), functioning to maintain independence,

spirituality, work, socioeconomic security, and self-

actualization. Six broad themes also emerged related to

health-promoting behaviors: exercise or physical activ-

ity, nutritional strategies, lifestyle adjustment, maintain-

ing a positive attitude, health responsibility behaviors,

and seeking and receiving interpersonal support. 

Harrison and Stuifbergen (2002) noted that parents,

particularly mothers with disabilities, need special

attention to prevent depression related to concern for

their children. Their exploratory analysis of mothers

with MS noted that disability and concern for their

children are independent predictors of depressive

symptoms, and social support can help to mediate the

effect of concern for children on depressive symptoms.

Neufeld and Kniepmann (2001) describe a community-

based program that was developed in collaboration 

with the National Multiple Sclerosis Society (NMSS).

They discuss issues of language and power, paths and

directions, the model design, and evaluation and nego-

tiating expansion as the journey of establishing collab-

oration. Language and power relate to understanding

each other’s shared meanings and ideologies. “Collabo-

ration . . . becomes a process of aligning and realigning

power through ways of talking and ways of knowing” 

(p. 71). In order to choose paths and partners, Neufeld

and Kniepman (2001) conducted a needs assessment to

explore possibilities for development of a wellness pro-

gram to promote healthier daily living for people with

MS. For example, they examined environments that pro-

moted wellbeing to set up programming (e.g., hospital

context connotes illness). 

A needs assessment and the literature on wellness

and health promotion were used to create the Gateway

to Wellness program. This program had the following

four objectives for participants: 

1. Demonstrate skills to manage the consequences

of MS

2. Demonstrate confidence in skills to manage the

consequences of MS

3. Identify options and adopt a healthy lifestyle

4. Build networks with individuals and community

agencies for continued support and education

(Neufeld & Kniepmann, 2001, p. 75)

Neufeld and Kniepmann provided strategies for occupa-

tional therapists to become involved and to develop 
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collaborative partnerships with organizations. They also

articulated how health promotion can be integrated into

programming for those with chronic illness using an

occupation-centered and population-based approach. 

Ho (2003) examined the factors associated with

health behaviors of adults with diabetes-related func-

tional limitations. The target population was individuals

who were aged 18 and older and who resided in the com-

munity. The sample included 2285 cases of an estimated

13 million individuals with diabetes. Three specific aims

were to examine

1. the characteristics of adults with diabetes and

diabetes-related functional limitations; 

2. the differences in personal characteristics and

health behaviors between adults with and with-

out functional limitations; and 

3. factors that are associated with health behaviors

in adults who have diabetes and functional 

limitations.

Compared to people with diabetes without func-

tional limitations, people with diabetes with functional

limitations were more likely to be older, female,

poorer, less educated, and not married. They were also

more likely to perceive their health as poor or fair, to

have higher rates of chronic medical conditions, to be

more frequently engaged in risky health behaviors, and

to require adaptive equipment more often. Individuals

with diabetes and functional limitations participated

less frequently in leisure-time physical activities than

their counterparts without functional limitations. Most

had weight concerns, with at least half of them obese or

overweight. They also had higher rates of tobacco and

alcohol use compared to diabetics without functional

limitations (Ho, 2003). People with diabetes with func-

tional limitations tended to use more health services

than did those without functional limitations. Although

they have higher health-care utilization rates, they also

identify barriers to accessing timely medical care. 

For instance, there was a large percentage of people

needing medications, eyeglasses, and transportation to 

access health care (Ho, 2003).

Tudor-Locke, Myers, and Rodger (2001) described

an approach to developing a physical activity interven-

tion for sedentary individuals with type 2 diabetes. The

researchers used a theory-driven approach to organize

and explain the program and its outcomes, as well as

the circumstances that were identified to contribute to

lack of exercise. Sedentary lifestyle and attrition from

a structured exercise program were factors ranked

highest in those identified as lacking exercise. It was

also discovered that instructions and guidelines for

implementation of programs are often vague and con-

fusing. Tudor-Locke and colleagues (2001) offer six

critical elements to consider for programming that can

better ensure successful outcomes:

1. Problem identification (e.g., sedentary lifestyles)

2. Critical inputs (e.g., walking, self-monitoring)

3. Mediating processes (e.g., health theories that

underlie implementation, such as social cognitive

theory or the TTM)

4. Expected outcomes (e.g., increased walking 

behaviors, decreased cardiovascular risk factors) 

5. Extraneous factors (e.g., social support)

6. Implementation issues (e.g., recruitment, 

documentation, and follow-up contacts)

Carleton and Henrich (1998) used the Stevens Point

Multidimensional Model for Wellness to support their

wellness program. They studied the usefulness of this

program to determine exercise adherence. This model

includes the physical, spiritual, occupational, social,

emotional, and intellectual dimensions of wellness.

Courses were developed around each area relative to

exercise and exercise adherence. Results showed the

students had a significant increase to exercise adher-

ence and reported improved sense of wellbeing after

participation. The holism inherent in the program was

cited as an important component to exercise adherence. 

A landmark study that supports occupational ther-

apy health promotion interventions for people with 

disabilities (although not conducted by occupational

therapists) explored the life stories and narrative of

people with disabilities and their perceptions of health

and wellbeing (Putnam et al., 2003). Nineteen focus

groups comprised of people with long-term disabilities

were asked to define health and wellness and the barri-

ers and facilitators of health and wellness. The themes

generated suggested that health and wellness, for this

group of participants, demanded an interplay between

person, community, and the health-care system. Focus

group participants described health and wellness as

• being able to function and having the chance to

do what you want to do; 

• being independent and having self-determination

regarding choices, opportunities, activities; 

• having physical and emotional states of wellbe-

ing; and 

• not being held back by pain (Putnam et al., 2003). 

For many participants, having the capacity to per-

form necessary or desired ADLs and instrumental 

activities of daily living (IADLs), being independent

and self-determined, and feeling in control of their life

were important measures of health and wellness.

According to participants, health and wellness necessi-

tated physical and emotional wellbeing. Other partici-

pants expanded this definition to include spirituality and
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contextual factors, such as community, family, friends,

and work (Putnam et al., 2003). One participant des-

cribed this succinctly: 

Well, for me, it [health and wellness] encompasses sev-

eral things: physical health, emotional health, spiritual

health . . . when I feel that I have a good balance in

these three areas, I feel that I’ve achieved a good level

of health and wellness. (Putnam et al., 2003, p. 39)

Participants also shared their opinions about differ-

ences between themselves and nondisabled peers

regarding health and wellbeing. They believed that

being adaptable to social and physical barriers was

vital. They also felt that people needed to understand

that health and wellness exist within the experience of
disability and that people with disabilities need to pro-

mote and maintain their health and wellness on a daily

basis. They also felt more susceptible to increased

health challenges, including the development of sec-

ondary conditions. A majority of participants believed

that their disability was distinctly separate from health

and wellbeing (Putnam et al., 2003).

Other ways they promoted and maximized personal

health and wellbeing included

• developing coping strategies; 

• having contact with peers; 

• staying as active as possible, through participa-

tion in sports and exercise;

• contributing to society through work or volun-

teerism; and 

• setting personal goals and embracing challenges

(Putnam et al., 2003). 

Emphasis was also placed on the importance of feeling

valued and supported by family and friends and being

treated as a whole person by health-care professionals.

Putnam and colleagues (2003) concluded that

definitions of health and wellness that people living

with disability have may be much broader and more

complex than those held by persons who are not dis-

abled. In their conceptualizations, health and wellness

is not just a personal issue, but one that is dependent

on interactions with other people and health, financial

and regulatory systems. (p. 44)

There are many ways to influence health and wellbeing

for people with disabilities; five recommendations

derived from this study are summarized in 

Content Box 19-1. 

The participants were aware of their needs and

desires as well as the barriers they face in achieving

their health and wellness goals. Findings documented

their ability to appreciate, understand, and clearly artic-

ulate their lived experiences. Maintaining high levels of

health and wellness were clearly important to them.

Occupational therapy practitioners can facilitate health

and wellbeing by increasing clients’ self-advocacy and

assertiveness and by improving their awareness of

healthier living strategies. 

Padilla (2003) utilized a phenomenological approach

with a 21-year-old woman disabled from a head injury.

Throughout the interview and transcription process,

Padilla noted several emerging themes from the data

that included nostalgia, abandonment, and hope. He

described each theme using quotes from the subject,

“Clara,” to elucidate her identity as a disabled person.

Hope, the final theme that emerged, helped to renew

meaning in life and overcome her disability. “Clara”

offers an insight into her own discovery of wellness:

I tried, I really tried hard all those years [to let go of

the sense of abandonment]—I tried to do everything

people told me would be good for me, but didn’t real-

ize that it wasn’t important what I did or even how I

did it. What was important wasn’t “doing” at all. It was

that through doing I could realize I could be myself,

Content Box 19-1

Recommendations to Influence 
Health and Wellness for People 
With Disabilities
1. Expand definitions of wellness and health

promotion for persons with disabilities to include
preservation of function and prevention of 
secondary conditions.

2. Explore, through research, the individual, family,
community, and systems level barriers and facilitat-
ing factors to health and wellness for persons with
disabilities, particularly the efficacy of occupational
engagement as a health promotion intervention.

3. Create client-centered and occupation-based 
materials that educate persons with disabilities on
health promotion strategies, community health 
and wellness resources, and access to health 
promotion opportunities.

4. Increase health-care providers' knowledge of
best practices in health promotion, and improve
their ability to effectively respond to the health
and wellness needs of persons with disabilities.

5. Identify and reduce systems barriers that limit
health and wellness opportunities for people
with disabilities, particularly poor environmental
accessibility, social stigma and discrimination,
and financial unaffordability.

Adapted from “Health and wellness: People with disabilities discuss

barriers and facilitators to well being,” by M. Putnam, S. Geenen, 

L. Powers, M. Saxton, S. Finney, & P. Dautel, 2003, Journal of 
Rehabilitation, 69(1), 37–45.
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Content Box 19-2

Wilcock’s Characteristics of Health
From an “Occupational Perspective”
• The absence of illness but not necessarily disability
• A balance of physical, mental, and social wellbeing

attained through socially valued and individually
meaningful occupation

• Enhancement of capacities and opportunity to
strive for individual potential

• Community cohesion and opportunity 
• Social integration, support, and justice, all within

and as part of a sustainable ecology (Wilcock,
1998, p. 110)

and be someone who, like others, continues to live and

change and grow. (Padilla, 2003, p. 419)

According to Oleson (1990), commonly used mea-

sures of QOL are often objective in nature, thus they fail

to demonstrate how individuals actually perceive their

lives. Subjective evaluations of QOL represent individu-

als’ perceptions of life domains important to them, and

satisfaction with those domains are subjectively judged

as critical to their personal QOL (Oleson, 1990). Bostick

(1977) found that groups of people with and without dis-

abilities had similar responses when asked to describe

the domains of QOL. In a study of 227 adults with

chronic illness, independence (i.e., being able to do for

oneself) was the one theme generated in verbal

responses that could not be placed within the domains of

the Flanagan Quality of Life Scale (Burckhardt, Woods,

Schultz & Ziebarth, 1989). 

The implications of narrative and other research

with people with disabilities relative to health promo-

tion and wellbeing are vast. The narratives clearly

speak about the correlation between being active and

engaging in social and physical activity, and the posi-

tive mental health outlook engendered by occupational

engagement relative to clients’ subjective definitions of

health promotion and wellbeing. It behooves occupa-

tional therapy practitioners to begin making that para-

digm shift and transition from defining oneself as a 

rehabilitation specialist to a specialist in occupation,

health promotion, and wellbeing, using occupation to

facilitate healthy living. Through listening to the narra-

tives of people with disabilities and chronic illnesses

and engaging in client-centered evaluation and inter-

ventions, occupational therapists and occupational

therapy assistants can assist them in maximizing QOL

and participation in society. 

Occupational Perspective on
Health Promotion and Disability

The official AOTA Occupational Therapy in the Pro-
motion of Health and the Prevention of Disease and
Disability Statement (Scaffa, Van Slyke, Brownson, &

American Occupational Therapy Association Commis-

sion on Practice, 2008, p. 694) states the following: 

The American Occupational Therapy Association . . .

supports and promotes involvement of occupational

therapists and occupational therapy assistants in the

development and provision of health promotion and

disease or disability prevention programs and services.

Health promotion programs and services may target

individuals, organizations, communities and populations,

and policymakers. The focus of these programs is to

• prevent or reduce the incidence of illness or 

disease, accidents, injuries, and disabilities in the

population;

• reduce health disparities among racial and ethnic

minorities and other underserved populations;

• enhance mental health, resiliency, and quality of life;

• prevent secondary conditions and improve the over-

all health and well-being of people with chronic con-

ditions or disabilities and their caregivers; and

• promote healthy living practices, social participa-

tion, occupational justice, and healthy communities,

with respect for cross-cultural issues and concerns.

(Scaffa et al., 2008, p. 695)

Wilcock (1998) defines health from an occupational

perspective, which supports the promotion of health

and wellbeing lifestyles for all clients, including those

with disabilities (Content Box 19-2). Johnson (1993)

discusses health as composed of balance and participa-

tion, which she believes are key ingredients for healthy

living. Transforming one’s life through these two prin-

ciples of occupational therapy help one to engage more

fully in life. People of any age with disabilities are

often limited in achieving balance in their lives by the

very nature of their disability. Likewise, a disability

impedes occupational performance and can thereby

impede health management and maintenance as well as

normal development. 

Yerxa (1998) states that health can be viewed as an

encompassing, dynamic state of “wellbeingness,” reflect-

ing adaptability, a good quality of life, and satisfaction in

one’s own activities. She says, “This perspective of health

does not exclude persons with disabilities” (p. 412) and

cites Pörn (1993), who believes that people with disabil-

ities have the potential to be healthy by developing and

using skills to achieve goals. Pörn examines relationships

between happiness; goal achievement; balance between
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environment, abilities, and goal realization; and their total

relationship to living a healthy lifestyle. He believes 

that one can be disabled yet achieve a level of health

through adaptation in life. Health, thereby, can be per-

ceived as having a set of skills that enable people to

achieve their goals in their own environment (Pörn, as

cited in Yerxa, 1998). 

In 1921, Meyer (1977) presented a paper articu-

lating the developing beliefs of a new association

being developed called the National Society for the

Promotion of Occupational Therapy. Reitz (1992), in

an historical perspective on preventive health and

wellness in occupational therapy, cites four exam-

ples of these beliefs: 

1. An active interaction with reality (i.e., the envi-

ronment) maintains and balances the individual.

2. The mind and body work in unison, and this link

must be studied and appreciated.

3. Natural rhythms have a positive effect on wellbe-

ing and human performance. 

4. There is a need for balance in all spheres of 

occupation. (p. 50) 

The attainment of balance in the lives of people with

disabilities appears to be a major construct in the liter-

ature that relates directly to the promotion of health and

wellbeing. Lanig, Chase, Butt, and Hulse (1966) and

Kailes (2000) state that, despite a disability, health can

be viewed as being evident through

• maximizing one’s potential along various 

dimensions; 

• balancing physical, social, emotional, spiritual,

and intellectual factors; 

• functioning effectively in given environments; and 

• fulfilling needs and helping one to adapt to 

major stresses.

When viewed from this perspective, people with 

disabilities can also be considered healthy. 

Client-Centered Health Promotion 
for People With Disabilities
Renwick and colleagues (1996) stated that “rehabilita-

tion has strong potential as a collaborator in the process

of making health promotion people-centered in that it

has collective expertise in client-centeredness at the

individual level of analysis and application” (p. 366).

Law (1998) summarized constructs of a client-centered

approach after analyzing six frameworks or models 

(Content Box 19-3). It is the client-centeredness of

occupational interventions that can have the most

impact on health behavior change for people with dis-

abilities. Client-centered approaches are foundational

to occupational therapy practice. 

Occupational therapy practitioners develop a collabo-

rative relationship with clients in order to understand

their experiences and desires for intervention (AOTA,

2008, p. 647).

According to AOTA’s (2008) Framework, the client is

not always an individual but can also be an organization,

community, family member, or others who receive occu-

pational therapy services. 

Schlaff (1993) makes assumptions about people

with disabilities that reflect independent living and that

people with disabilities can be empowered through a

change in societal attitudes:

It is preferable for persons with disabilities to view

themselves as being consumers (not patients), adults

(not perpetual children), capable of independent living

with supports (not in need of institutionalization), con-

tributors to society (not burdens), self-directed (not

controlled by others), in need of personal assistance

services (not caregiving), and in need of rights (not

cures). (p. 943) 

She asserts that occupational therapists can make a dif-

ference in promoting healthier states of wellbeing by

being advocates for people with disabilities and help-

ing them develop a sense of self that overcomes any

disability. Community-based services help to empower

people with disabilities and redefine disability. Advo-

cacy is an important service for occupational therapy

practitioners to deliver (Schlaff, 1993). 

Padilla (2003) challenges occupational therapists to

work with clients as “co-investigators of the meaning of

Content Box 19-3

Concepts of Client-Centered Practice
Common to All Models 
• Respect for clients and their families, and the

choices they make
• Clients and families have the ultimate responsibil-

ity for decisions about daily occupations and 
occupational therapy services.

• Provision of information, physical comfort, and
emotional support

• Emphasis on person-centered communication
• Facilitation of client participation in all aspects of

occupational therapy service
• Flexible, individualized occupational therapy ser-

vice delivery
• Enabling clients to solve occupational performance

issues
• Focus on the person-environment-occupation 

relationship

From Client-centered occupational therapy (p. 9) by M. Law (Ed.), 1998,

Thorofare, NJ: SLACK. Copyright © 1998 by SLACK Incorporated.

With permission.
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their life experience rather than recipients of the expert

knowledge of the able-bodied” (p. 422). Another role

for occupational therapists and occupational therapy

assistants is to challenge expert thinking by inquiring

into the experiences and lives of the disabled and dis-

cover their perceived sense of wellness and how they

promote health in their daily habits and routines. The

practitioner can then allow client responses to guide or,

at the very least, inform interventions. Client-centered

practice can empower people with disabilities; motivate

individuals to follow through with health promotion

interventions; and positively influence client wellbeing,

including self-esteem, self-worth, and self-concept. 

The next section of this chapter focuses on the occu-

pational therapy health promotion needs of children

and youth with disabilities. This is followed by a

broader discussion of assessment issues and interven-

tions strategies that address all ages. 

Health Promotion for Children
and Youth With Disabilities

Given that 12% of all children under 18 years of age

have a disability (USDHHS, 2000), there is tremen-

dous need to advocate for their health promotion. Table

19-1 displays Healthy People 2010 objectives designed

specifically for children and youth. Occupational ther-

apy practice for children and youth with disabilities has

long emphasized improving occupational performance

to enable fuller participation in life as well as promote

primary skill building that is developmentally appropri-

ate. There is little in the interdisciplinary literature that

speaks to the issue of promoting health and wellness

from this occupational performance and developmental

perspective. Due to high rates of disability among

youth, occupational therapy services that address all

aspects of health and wellbeing, including promoting

health, preventing secondary conditions, and removing

environmental barriers, are essential.

Schaaf and Davis (1992) encourage collaboration

with those intimately involved with a disabled child’s

care or with children who are at risk for disability. 

Schaaf and Davis developed goals for occupational

therapy “to promote health and wellness for children

and families in any setting” (Kniepmann, 1997, 

p. 548). Play deprivation could result in secondary dis-

ability on physical, social, and emotional levels. Missi-

una and Pollock (1991) identified barriers to free play,

which can be perceived as risk factors that occupational

therapists could address via consultation with parents,

teachers, and caregivers. Community outreach activity

groups for at-risk mothers and children and community-

based, play-focused intervention for mothers of

preschoolers also reflect the opportunities occupational

therapists and occupational therapy assistants have to

promote health and wellness for children and youth

(Esdaile, 1996).

In a child with a chronic disability, individual abilities

and disabilities may be confined to one domain (phys-

ical, cognitive, psychosocial) but more likely will

touch several or all domains of performance. . . . Does

the play of children with chronic disabilities include

the qualities of play and playfulness, or does the nature

of the specific disabling problem and the daily occupa-

tions that are in place to address them in some way

prevent sufficient involvement in the world of play?

(Burke, 1996, p. 416)

Occupational therapists and occupational therapy

assistants possess valuable knowledge and skill in

human development and play development. Use of

these skills and knowledge enable children and youth

with disabilities to more actively participate in the

world and will help children transcend disability and

foster significant health and wellbeing. To become

more active in the world instills confidence, self-

esteem, and a sense of competence that should not be

relegated only to nondisabled children and youth.

Although there have been studies examining the role

of health-care professionals, especially physicians, and

Table 19–1 Examples of Healthy People 2010
Objectives for Children and Youth

Objective 

Number Objective

6-2 Reduce the proportion of children and
adolescents with disabilities who are
reported to be sad, unhappy, or
depressed.

6-7 Reduce the number of people with 
disabilities in congregate care facilities,
consistent with permanency planning
principles.

6-7b Persons aged 21 years and under in
congregate care facilities.

6-9 Increase the proportion of children and
youth with disabilities who spend at
least 80 percent of their time in regular
education programs.

Data from Healthy People 2010: Understanding and improving health, by

U.S. Department of Health and Human Services, 2000, Washington,

DC: Government Printing Office.
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the dissemination of health promotion information to

the general population, there is little research regarding

such dissemination for people with disabilities (Krahn,

2003; Wechsler, Levine, Idelson, Rohman, & Taylor,

1983; Wechsler, Levine, Idelson, Schor, & Coakley,

1996). Krahn (2003) examined the health promotion

practices of primary care physicians as they relate to

adults and children with physical disabilities. The 

survey results indicated that pediatricians across the

United States gather more information on behavior prob-

lems, accidental injuries, sleep, parenting, abuse/neglect,

social support, depression, and stress for children with

disabilities than for those without, and they refer dis-

abled children less for preventive and early detection

tests. They also gather less information on adoles-

cents with disabilities on smoking, alcohol/drug use,

and sexual activity. 

In terms of actual practices, pediatricians again

report gathering information about health promotion

behaviors more often than adult care providers, but

these differences are only significant for their care of

typical patients and not for children/adolescents and

adults with disabilities. The findings of this survey of

adult care physicians corroborates what surveys of peo-

ple with disabilities have reported regarding referrals

for preventive and early detection tests—that they are

referred at lower rates than their nondisabled counter-

parts. The study represents one of the first of physician

practices on health promotion for children with disabil-

ities (Krahn, 2003). 

The implications for occupational therapists during

evaluation and intervention with children and youth are

manifold. Practitioners can incorporate the questions

asked in the above study and can then begin to develop

occupation-based assessments of children and youth

with disabilities using a health promotion approach.

These assessments can help pediatricians, teachers, and

parents or primary caregivers better understand the

importance of an occupational therapy program as it

relates to health outcomes and not just activities of

daily living, fine motor skills, or socialization. This

approach to occupational history will also help occupa-

tional therapists and occupational therapy assistants

develop a paradigm shift for themselves and their col-

leagues and help to alter occupational therapy practice

to be health outcomes oriented. 

Evaluation and Assessment

Occupational therapists can participate in the develop-

ment of programs like those mentioned earlier in this

chapter using occupation-based holistic assessments

such as the Pizzi Holistic Wellness Assessment (Pizzi,

2001) and the Lifestyle Performance Interview (Velde &

Fidler, 2002). These assessments can be used to gather

data and design client-centered health promotion inter-

ventions related to improving occupational performance

and participation in society. These tools provide a multi-

dimensional evaluation of wellbeing and utilize an occu-

pation and client-centered approach. The development

of specific, client-chosen occupational habits and rou-

tines, combined with occupational coaching from a

skilled professional, seems to be the key to successful

outcomes in the promotion of healthier lifestyles.

The Pizzi Holistic Wellness Assessment (Pizzi, 2001;

see Chapter 10 and go to http://www.michaelpizzi.com)

can be a useful assessment of primary caregivers of peo-

ple with disabilities when exploring caregiver health

issues and programming that is more systems and social

sciences oriented. From a systems perspective, if the

health of primary caregivers is compromised in any

way, then the health and wellbeing of the person with

disabilities will also be affected. McGuire, Crowe, Law,

and VanLeit (2004) engaged in a phenomenological

study of mothers with children with disabilities. Their

needs, time use, and occupational wellbeing were

clearly seen as impacting the therapy process. This

study supports the need to include parents and primary

caregivers in the evaluation and intervention process.

During the occupational evaluation process, the fol-

lowing questions need to be addressed: “With the dis-

ability that my client has, what are some questions and

interventions that can promote healthier living and

engage the person in developing a healthy lifestyle that

can be self-maintained?” and “What are some sec-

ondary conditions that may be prevented through occu-

pational therapy?” Preventive or futuristic (conditional)
clinical reasoning is essential for completing the occu-

pational therapy evaluation and future interventions

where the focus is on occupational adaptation to facili-

tate QOL and wellbeing (Benamy, 1999). 

Health promotion concepts can be integrated into

rehabilitation, as in the following brief example. In home

care, a 17-year-old with paraplegia was living with her

single mom on the second floor of an apartment building

in New York City. She was able to propel her own chair.

The referral for occupational therapy was to evaluate and

treat ADL deficits. The ADL assessment included the

following questions: “Do you smoke and, if so, how

much? Do you drink alcohol and if so, how much? What

is your typical diet like? What are your thoughts on your

daily habits? Are there any things you might want to

change? Do you feel you can make those changes on

your own or might you need support?” 

This addition to the occupational history revealed 

an intelligent young woman who smoked a pack of cig-

arettes per day, smoked marijuana 1 to 2 times per

week, drank with friends in the park after school on
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occasion, and who was beginning to gain weight. The

client implemented the interventions in mobility, home

management, and ADLs. She also discussed her daily

habits and additionally described the changes she

would like to make because she was interested in dat-

ing. This provided an opportunity to discuss safer sex

and dating as a person with disabilities. The effects of

some of her health behaviors on her physical condition

and cardiovascular system (e.g., the hidden damaging

effects) were also discussed. 

Once she recognized the ill effects of these health

behaviors, she began to make subtle and slow changes.

Occupational changes and changes in health status that

affected her lifestyle were clearly documented. Social

work and nursing were informed routinely about the

occupational therapy program and progress. After 

8 weeks of occupational therapy, she had reduced alco-

hol consumption, began to read about Alcoholics

Anonymous (her absent father and her mother were

alcoholics), and cut her smoking of both cigarettes and

marijuana by 75%. These were considered significant

improvements given her life story and living situation.

At discharge, while having improved in health manage-

ment and maintenance and home management, she was

also provided other resources and collaborated with the

author on self-improvement goals that she could work

toward on her own over the next 6 months. 

During the occupational therapy process, the

client’s mother was also evaluated for occupational

risks, occupational dysfunction, and areas of wellbe-

ing. Caregivers also need occupational interventions in

order to assist them in developing performance skills,

habits, routines, roles, and healthy lifestyles to pro-

mote their own wellbeing. These health promotion and

prevention strategies help caregivers to organize time

and activity for both themselves and the person they

are caring for. Maintaining people with disabilities in

the community requires wellness and health promo-

tion interventions and programs for caregivers. The

interdependence between caregiver and the person

with disability requires that caregivers also embrace

and engage in a wellness lifestyle. Chapter 20 of this

text provides more information on health promotion

and caregivers. 

Education of both client and caregivers is needed

around the issue of preventive occupation, which is

defined as “the application of occupational science to

prevent disease/disability and promote the health and

wellbeing of persons and communities through mean-

ingful engagement in occupations” (Scaffa, Desmond,

& Brownson, 2001, p. 44). Preventive occupations are

those that clients with disabilities engage in to prevent

the development of secondary conditions. It will take a

prevention focus of occupational therapists and occu-

pational therapy assistants to develop and maintain this

shift in clinical reasoning. 

Health Promotion 
and Occupational Interventions
Drum (2003) views intervention from a systems per-

spective. He believes that health promotion is sup-

ported by personal, communal, and systemic factors.

Stuifbergen, Gordon, and Clark (1998) emphasize the

need for health practitioners to integrate health pro-

motion strategies in neurorehabilitation for people

with stroke. They view health promotion as emphasiz-

ing self-care, self-monitoring, developing a healthy

lifestyle, moving toward health and wellbeing (as 

opposed to avoiding illness), and promoting individ-

ual control over health behaviors. 

Interventions can include enhancing awareness of

opportunities for health, facilitating behavior change,

and establishing the value of a supportive environment.

While nurses often explore some of these issues with

clients, the occupational therapist can create opportuni-

ties for occupational engagement. In so doing, they 

challenge themselves and their clients to examine occ-

upational patterns, contexts, and activities that both sup-

port health and may be barriers to health. For example,

if people with stroke were overeating or smoking ciga-

rettes, an exploration of their patterns of eating and

smoking, the cues to action for these behaviors, and the

barriers to diminishing these behaviors could be incor-

porated into home management or goal planning for 

future sessions. These can contribute to a more holistic

program that is client-centered and focused on health

during traditional rehabilitation programming. However,

it needs to be emphasized that it will take the individual

therapist or assistant to integrate health promotion into

the delivery of rehabilitation services. Once the refram-

ing from a health promotion and wellness perspective

has taken place, the interventions toward healthy living

and not simply improved function will flow. 

Nutrition is also a misunderstood and often needed

intervention for people with disabilities. Occupational

therapists and occupational therapy assistants are

often involved with meal preparations and home and

food management interventions that can be adapted to

the occupational demands of the activity and can

involve a nutritional component that helps to promote

healthier eating and prevent secondary conditions. For

example, in people with Down’s syndrome, cerebral

palsy, and spinal cord injury, a premature onset of 

osteoporosis is common (Angelopoulou et al., 2000;

Kocina, 1997; Turk, Geremski, Rosenbaum, & Weber,

1997). Knowledge of nutritional needs can enable 
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occupational therapy practitioners to develop occupation-

based interventions that incorporate nutritional strate-

gies to aid in the prevention of the secondary 

condition osteoporosis. 

Physical activity and exercise are often cited as pri-

mary strategies that facilitate wellness and promote

health. Walking is often recommended as the best exer-

cise for people to prevent health problems; however,

this may be a very inappropriate recommendation for

persons with disabilities. When mobility patterns are

impaired, physical activity and exercise involving intact

body parts can be health-promoting interventions. 

Functional skills training, while seen as rehabilita-

tion in tertiary prevention, can be viewed from a social

systems perspective to help children and adolescents

with disabilities develop necessary skills to manage

daily living in self-care, work, and leisure (Brollier,

Shepherd, & Markley, 1994). These “necessary skills”

include the psychosocial and emotional coping skills

needed simultaneously with the physical motor skills

for occupational performance. When health promotion

is the overarching framework for skill development and

training, disabled children can also learn lifelong habits

and routines that can optimize health throughout the

life span.

Exercise as a health-promoting behavior can be key

to symptom management for people with chronic dis-

ability. However, occupational patterns and routines

often require adaptation. Reynolds (2001) provides an

overview of facilitating physical activity to enhance

wellbeing. She notes that the literature consistently lists

the following as effective in assisting individuals to

adopt a healthier lifestyle: exploring barriers to physical

activity, promoting self-efficacy for exercise, providing

educational interventions, maximizing rewards, encour-

aging goal setting, enhancing resistance to relapse,

building social support, and providing reminders or

cues to action. However, despite the Surgeon General
Report on Physical Activity and Health (USDHHS,

1994), which strongly suggests regular physical activity

for all people as a preventive measure, people with dis-

abilities often lead more sedentary lifestyles and cannot

or do not pursue the recommended amount of physical

activity necessary to prevent the occurrence of sec-

ondary conditions. 

In Healthy People 2010: Understanding and Improv-
ing Health (USDHHS, 2000), it is stated that signifi-

cantly more people with disabilities reported having no

leisure time physical activity (56%) than those who had

no disability (36%). The lower rate of participation may

be due to several factors including environmental and

architectural barriers, organizational policies and prac-

tices, discrimination, and social attitudes. Individuals

with activity limitations “report having had more days

of pain, depression, anxiety, and sleeplessness and

fewer days of vitality during the previous month than

people not reporting activity limitations” (USDHHS,

2000, p. 6-4). Occupational therapists are skilled at

engaging people with disabilities in meaningful pursuits

that promote ongoing participation in life and utilizing

skills in adapting environments according to need.

Heightened awareness by health professionals is the key

to change. 

Marks and Heller (2002) propose that the Ottawa

Charter guidelines for health promotion (WHO, 1986)

be used to develop and implement health promotion

strategies for people with I/DD and others. These five

action areas consist of

1. establishing community-based health promotion

policies; 

2. creating supportive environments for health; 

3. strengthening communities;

4. developing personal skills; and 

5. recruiting health services. 

Within each of these areas, occupational therapists and

occupational therapy assistants have ample opportunity

to work from an occupation- and client-centered per-

spective to promote health behaviors that optimize 

daily occupational living. While traditional occupational 

therapy may be to develop life skills and optimize 

occupational performance within one’s cognitive limita-

tions, a health promoting framework can be utilized to

assist in training people with I/DD in the creation of

healthy living. Marks and Heller (2002) propose four

key principles to ensure that programs are successful: 

1. Build from a base of community ownership and

partnership 

2. Target specific behaviors 

3. Incorporate sound theoretical frameworks as a

basis for program plans

4. Consider the types of interventions that work

best given the specific populations and circum-

stances (Marks & Heller, 2002, pp. 15–16)

It is recommended that occupational therapy inter-

ventions be community-based whenever possible,

reflect the needs of the individual for community

integration, be specific and understandable to the

clients, and be theory-based and client- and occupa-

tion-centered. In 2004, the World Federation of

Occupational Therapists (WFOT) released a position

paper on community-based rehabilitation (CBR).

This paper supports and encourages the participation

of occupational therapists to collaborate with people

who experience disabilities and their families and

communities. This would help to demonstrate the
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Case Study 19-1

Joe is a 50-year-old man with multiple sclerosis (MS). He
is married, with a 14-year-old son. Both Joe and his wife,
Ann, are blue-collar workers with high school educations.
Joe lives with his family in a rented, ranch-style home with
10 stairs to the basement, where Joe likes to play his elec-
tric guitar on Saturday nights. They cannot afford to move.
Joe works for an auto parts store full-time, making less
than $25,000 per year, and he stands most of the time to
assist customers. He sits occasionally for some computer
work. Joe’s hobbies include anything to do with rock and

roll, eating out, and watching television. On the weekdays,
he usually gets up at 5:30 a.m. and returns home at 
7:00 p.m. (he drives 1 hour to work each way) and is
exhausted when he arrives home. Joe participates in no
structured exercise or activity during the week and occa-
sionally will do some light yard work or household chores.

Ann works two jobs in order to pay the bills. She is over-
weight and is often under tremendous pressure to “keep
things going” in the home. She has a tendency to take over
many tasks in and around the house, because she is “afraid

global power of occupational therapy through the

support of “people with disabilities’ needs and rights

of dignity and inclusion, in both developing and

developed societies” (WFOT, 2004, p. 1). 

Conclusion

According to the WHO (1986), health promotion is 

the process of enabling people to increase control over,

and to improve, their health. To reach a state of optimal

physical, mental and social wellbeing, an individual or

group must be able to identify and to realize aspirations,

to satisfy needs, and to change or cope with the environ-

ment. Health is, therefore, seen as a resource for every-

day life, not the objective of living. (p. iii) 

This conceptualization of health and health promotion

is as appropriate for people with disabilities as it is for

persons without disabilities.

People with disabilities, like their nondisabled coun-

terparts, have aspirations for living a quality life and must

cope and adapt to changes in their environments and

lifestyles. This chapter was designed to heighten aware-

ness of the need to integrate health promotion strategies

into the practice of occupational therapy for people with

disabilities. Newer frameworks, models, assessments,

and intervention strategies have been discussed that relate

to a paradigm shift. This shift involves changes in clini-

cal reasoning and approaches to clients, consumers, and

families, and it incorporates occupation- and client-

centered care to achieve positive health outcomes. 

A major focus of occupational therapy for people with

disabilities is utilizing health promotion interventions to

prevent secondary conditions. These conditions can be

physical (e.g., decubiti), psychosocial (e.g., developing

depression), spiritual (e.g., loss of meaning in daily activ-

ity), or social (e.g., disengaging from previous activity

with friends and family). Occupational therapy health

promotion interventions for people with disabilities

should be holistic in nature and occupation- and client-

centered. Traditional occupational therapy assessments

and interventions may need to be modified to incorporate

lifestyle factors that may impede or support health and

wellbeing for people with disabilities. Social support,

health beliefs, and health-focused occupational habits

and routines of people with disabilities are essential ele-

ments to address, as they can act as facilitating factors or

barriers to health and wellbeing. Occupational strategies

to empower people with disabilities to become their own

health agents are crucial interventions to prevent dis-

abling secondary conditions and promote health and

healing. In addition, enhancing quality of life for people

with disabilities is a legitimate outcome of occupational

therapy health promotion interventions (AOTA, 2008). 

Occupational therapy can be a leader in the provi-

sion of services that promote healthy lifestyles for 

people with disabilities throughout the life span. The

profession has always advocated for and engaged in

promoting public health policy and community health

initiatives that advance health. Training and education

in human development, psychosocial aspects of dis-

ability, social systems approaches to health and wellbe-

ing, and the development of adaptive capacities for all

people positions occupational therapy practitioners to

become leaders in health promotion. 

Occupational therapists must begin to examine how

health promotion, which starts with the evaluation

process followed by recommendations of preventive

occupations, can enhance the care provided to people

with disabilities. As children and youth age and mature,

positive occupational patterns learned and habituated

early in childhood will significantly impact their future

occupational participation as active adults in the commu-

nity and may diminish secondary conditions as they age.  

Health status is critically important to experiencing

QOL, maintaining independence, and participating

fully in society. For the more than 54 million people

in the United States with disabilities (USDHHS,

2000), maintaining health and wellness is essential to

reduce the impact of impairment on functioning and

to foster positive development. Additionally, as per-

sons with disabilities live longer, long-term health

promotion and QOL issues will need to receive

greater attention. 
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◗ For Discussion and Review

1. How might an occupational therapist gather and ana-

lyze narrative information about people with disabili-

ties and their perceptions about health and wellness? 

2. What areas of health and wellness for people with

disabilities could occupational therapists explore

more in depth? How would they go about it? 

3. How does a physical disability impair occupational

roles, routines, and performance of meaningful

occupations? How do these disruptions impact the

person’s overall health?

4. Is wellness a concept that “fits” within the context

of living with a disability? How does it fit or not fit? 

5. Choose three different disabilities. How would each

be viewed under the functional and social concep-

tualization of disability as defined in this chapter?

What health promotion interventions for each con-

ceptualization could you develop?

◗ Research Questions

1. How is meaningfulness of life activity perceived 

by people with disabilities? 

2. Is a person more adaptive throughout their lifetime

if they develop a disability in childhood? If so,

what might create that adaptability? 

3. What are society’s expectations of people with dis-

abilities, and how is that similar or different from

the perspectives of people with disabilities?
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Joe might fall.” Over the past 5 years, Joe has developed
lower extremity weakness and requires a cane much of the
time to walk. He has difficulty ascending and descending
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Promoting Health and Occupational 
Participation With Caregivers
Michael A. Pizzi

Family caregivers are less likely than peers of the same age to engage in health-promoting

behaviors that are important for chronic disease prevention and control. Given that the

demands of caring for a loved one may compromise caregiver health and functioning and

increase caregivers’ risk of developing physical health problems, there is a pressing need

to encourage family caregivers to engage in activities that will benefit their own health,

wellbeing, and longevity.

—U.S. Department of Health and Human Services (USDHHS), 2003, ¶ 4

Learning Object ives

This chapter is designed to enable the reader to:

• Describe the caregiving role and challenges of
caregivers.

• Discuss characteristics of family systems and
caregiver dynamics.

• Identify caregiver needs, including respite.
• Integrate current occupational therapy knowledge

of health promotion to more holistically evaluate
and intervene with caregivers.

Key Terms

Caregiver 
Caregiving
Care of others

Family processes
Family structure
Health-promoting 

self-care

Respite
Self-care self-efficacy

Self-efficacy
Support group

Introduction

Caregiver health is often compromised when caring for

an ill loved one and often goes unnoticed by health pro-

fessionals as well as the caregivers themselves (Acton,

2002). While caregivers are in need of health-promoting

self-care interventions, it is the loved one with a health

impairment who receives services, often with little

inclusion or recognition of health issues of caregivers. 

Occupational therapy interventions focus on facilitating

health and wellbeing, with a resultant outcome of 

improved quality of life (QOL) for caregivers and

clients. The health and wellbeing of the family system

is dependent on the level of understanding by health

professionals of the many challenges each family and

its members encounter, and the interventions imple-

mented that facilitate wellbeing. 

According to the American Occupational Therapy

Association’s (AOTA) Occupational Therapy Practice

Framework: Domain and Process (referred to as the

Framework), the term client is used to name “the entity

that receives occupational therapy services” (AOTA,

2008, p. 669). In the Framework, caregivers are included

in the description of client: “Clients may include (1)

individuals and other persons relevant to the individual’s

life, including family, caregivers, teachers, employers,

and others who may help or be served indirectly . . .”

(AOTA, 2008, p. 669). For the purposes of this chapter,

a caregiver is defined as an individual, usually a family

member, who has the principal responsibility of caring

for a child or dependent adult in the home. In the Frame-
work, caregiving as an occupation is subsumed under

areas of occupation/instrumental activities of daily living

(IADLs). It is identified as “care of others (including

selecting and supervising caregivers)” and is defined as

“arranging, supervising, or providing care for others”

(AOTA, 2008, p. 631). Outcomes of care include

engagement in occupation that supports participation,

Chapter 20
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thus outcomes for caregiver interventions can include,

for example, enhancing health and wellbeing, improving

QOL, or preventing psychosocial disruption. When these

outcomes are achieved, then caregiving occupations can

be better supported.

Caregiving and the caregiver experience will be

described in this chapter. Conceptual frameworks for

caregiving and the family life cycle are discussed rela-

tive to occupational participation. Challenges of care-

giving, health promotion, evaluation of caregivers, and

interventions from an occupational perspective are pre-

sented in order to provide readers with strategies for

empowering caregivers to have healthy lifestyles.

Conceptual Frameworks 
for Caregiving

Family systems theories help organize and shape occu-

pational therapy assessment and intervention with 

caregivers and families. While these theories differ in

approach, all are valuable when families and caregivers

are helped to view life in a healthier and more positive

way despite impairments in wellbeing or QOL. Some of

these theories and models are briefly described below.

Behavioral family therapy has a reward and punish-

ment focus and is guided by the principle that “behav-

ior is determined more by its consequences than by its

antecedents” (Becvar & Becvar, 1993, p. 257). The

goal is increasing the frequency of positive behaviors.

Another model is the communications approach 

to family therapy, which focuses on the “redundant

patterns of communication and interaction between

and within systems” (Becvar & Becvar, 1993, p. 211). 

The underlying belief of this approach is that clear

and congruent messages are essential for healthy rela-

tionships in the family. Incongruent styles include:

placating; blaming; or being super-reasonable, irrele-

vant, or distracting.

A third approach is contextual family therapy, which

focuses on fairness in family relationships, equitability,

trustworthiness, and loyalty. It seeks to uncover “oblig-

ations” and “debts” accrued over time and discusses

loyalty and legacy, with the thrust being to establish

trustworthiness in family relationships. The therapist is

not in a prescriptive, reframing, or restructuring role;

instead, therapy elicits family members’ thinking about

the other person’s perspectives as well as their own

(Becvar & Becvar, 1993). 

Perhaps the two most influential theorists in family

therapy are Minuchin and Bowen. Minuchin developed

structural family therapy, whereby the therapist plays a

directive and manipulative role. Therapists identify and

name human behaviors in reference to alignment,

power, and boundaries within the family structure and

use three challenging strategies to address the family’s

symptoms, structure, and reality as grounded in struc-

tural work. A spin-off of Minuchin’s work is that of 

Haley, who developed strategic, or problem-solving,

family therapy. The guiding principle of this therapy is

that change occurs not through insight or understand-

ing, but through the process of the family carrying out

directives issued by the therapist (Becvar & Becvar,

1993). This style is mostly concerned with symptoms,

metaphors, hierarchy, and power. 

Finally, the approach developed by Bowen is based on

nine concepts, which include differentiation of self, trian-

gles, multigenerational transmission process, sibling 

position, emotional cutoff, nuclear family, emotional sys-

tem, family projection process, and societal regression.

“All of these concepts in Bowen’s model are linked by the

presence of and the family’s reaction to heightened,

uncontrolled anxiety” (Glasscock & Hales, 1998, p. 38).

Bowen’s therapy is an outgrowth of psychoanalytic the-

ory and offers the most comprehensive view of human

behavior and problems of any approach to family therapy.

The core goal underlying the Bowenian model is differ-

entiation of self, namely the ability to remain oneself in

the face of group influences, especially the intense influ-

ence of family life. This model also considers the

thoughts and feelings of each family member as well as

the larger contextual network of family relationships that

shapes the family’s life. The family is viewed as the

client, and the family is the center of care.

The concept of client-centered care used in occupa-

tional therapy can be applied to family caregivers as

clients. Assessing caregiver wellbeing and providing

interventions aimed at caregiver health improves QOL

and wellbeing for both the client and the caregiver.

Improving the health of caregivers supports and pro-

motes ongoing, effective, and healthful caregiving. 

Bowen developed his model and approach using

general systems theory as a foundation. This theory

recognizes that each system and subsystem is part of a

whole, broader system. All these systems are dynamic

in nature, with the foundational concept being that a

change in one part of the system affects the whole. In

terms of family systems, one person with an illness,

impairment, or disability will affect the entire family

unit, depending on the relationships with that person.

Caregiving and the caregiver will be affected by the 

dynamic that occurs within that family system. 

Hall and Kirschling (1990) proposed a framework

based on systems theory and family development for

end-of-life care (ELC) and the hospice caregiver. These

authors believe that when the family is viewed as a sys-

tem in need of care, hospice professionals are better

equipped to help both the care recipient and the family
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cope with the many issues the dying process evokes.

Through interacting with the family, the professional

caregiver and other involved health professionals will

be able to gain an understanding and appreciation of

the family and its unique habits, division of roles, and

perspective on the illness and its expected trajectory.

With this knowledge, the professional caregiver and

health professional can better serve both the patient and

the family.

Within the conceptual framework thus far articu-

lated, Hall and Kirschling described both the structure

and process of families, which “serve as the locus of

family strengths and/or limitations or dysfunctions”

(1990, p. 4). Family structure refers to a static

arrangement of the family’s parts at a given moment in

time (Bertrand, as cited in Hall & Kirschling, 1990).

Illness, disability, and death are viewed as a disruption

in the structure, and families both anticipate and expe-

rience structural changes. 

Family processes are a “series of changes which are

arranged in a special order that occur continuously

through time, both within the family and between the

family and its environment” (Hall & Kirschling, 1990, 

p. 10). These changes include adaptation, integration,

and decision-making. In order for the family to continu-

ously function and survive a crisis of health, adaptation

is necessary. Hall and Kirschling (1990) illustrate care-

giving and family dynamics/family challenges related to

the dying process. However, the basic concepts are

applicable to any caregiver situation. Knowledge of fam-

ily dynamics and how families meet challenges can

inform occupational therapy evaluation and intervention.

The Family Life Cycle

Carter and McGoldrick (1988) conceptualized six

developmental stages in the family life cycle. When

there is a disruption in the natural timing of a family

life cycle, then stress will be more profound during that

transition between one stage and another. These six

stages are family systems–oriented and not chronolog-

ical age–determined:

1. Between families—single young adult

2. Joining of families though marriage

3. Families with young children

4. Families with adolescents

5. Families launching children

6. Families in later life

The following is an example of how a life event affects

the family at specific stages of the family life cycle:

Hospice caregivers may be called upon to assist families

at all stages of the family life cycle. The stage in which

the death occurs determines the family and individual

developmental tasks, which are most likely to be inter-

rupted. The death of a parent may stall the launching of

the young adult, making it difficult for him or her to

establish a separate existence. The death of a spouse in

young families has a profound effect not only on the

marriage partner but also on the quality of the parenting

available for young children. Death of a child is espe-

cially hard for families to accept, for parents do not

expect to bury their young as was common in past gen-

erations. Although the unexpected, off-schedule death is

often the most stressful, even the expected death of a

grandparent can be difficult for the family. Regardless of

the stage of the family life cycle or whether the death was

expected or unexpected, a death reverberates through the

entire system. (Hall & Kirschling, 1990, p. 21)

Any disability or impairment of participation, not just

death and the dying process, can disrupt the family life

cycle. This creates a need for occupational adaptation.

Identifying a family’s stage in the life cycle enhances

the development of effective interventions. 

Caregiver Health

Women are usually the primary caregivers in the

United States (Aneshensel, Pearlin, Mullan, Zarit, &

Whitlatch, 1995). Disabled spouses, especially men,

are typically cared for by their wives in heterosexual

relationships. In gay and lesbian relationships, partners

also are usually the caregivers. However, with a diag-

nosis of AIDS, for example, people with no partner or

social network may return to their place of origin, often

to their parents, for support and caregiving (Shernoff,

1997). Alternatively, as children become older, with

increasing obligations and needs to balance occupa-

tions and roles, the role of caregiver for elderly parents

or others may be added. The extent of caregiving and

the ability to provide care may also depend on the rela-

tionships and rituals among family members (e.g., 

children who are emotionally distant from a parent, a

father who disowns his gay son, a close-knit Italian

family that had Sunday dinner together throughout

their lives). These distinct relationships and rituals

within families need to be acknowledged and included

in the occupational therapy intervention plan.

Caretaking takes a toll on the provider of care. In

their study of rural, female, informal caregivers, Blakley

and Jaffe (2000) found that 30% believed there was

nothing that could make caregiving tasks less difficult.

The women reported that the demands of caregiving in

a rural community limited their social lives, interfered

with their work lives, and reduced their own health.

Emanuel and colleagues (2000) examined the economic
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and other burdens of the terminally ill and their care-

givers. They generated a model that applies to all termi-

nal illnesses. This model shows that increased economic

burden and decreased physical functioning of people

with terminal illness impose great psychosocial stress on

caregivers. Other research supports this model and dis-

cusses other challenges of caregiving. When people at the

end of life experience poor physical function, are of an

advanced age, incontinent, or have decreased socioeco-

nomic status, then there are greater care needs, which

also increase psychosocial burdens on caregivers, includ-

ing depression (Covinsky, Padgett, Schlesinger, Cohen,

& Burns, 1994; Siegel, Raveis, Houts, & Mor, 1991). 

In a 1997 study on preventive health behaviors,

Burton, Newson, Schulz, Hirsch, and German (as cited

in Acton, 2002) compared spousal caregivers with a

spouse experiencing at least one activity of daily living

(ADL) impairment to a matched demographic group.

Results showed that such care “significantly increased

the risk for not getting enough rest, not having enough

time to exercise, not being able to take enough time to

recuperate from illness, and forgetting to take pre-

scription medications” (Burton et al., 1997, as cited 

in Acton, 2002, p. 74). Follow-up studies by occupa-

tional therapists using both a functional restorative

program of self-care combined with health promotion

intervention for caregivers could prove beneficial in

producing evidence for occupational therapy health

promotion interventions. 

Challenges of Caregiving

One of the most comprehensive and overreaching studies

on caregiving was conducted under the auspices of the

National Alliance for Caregiving and American Associa-

tion of Retired Persons (NAC & AARP, 2004). The pur-

pose of this study was to update and expand knowledge

about the activities caregivers perform, the perceived

impact of caregiving on their daily lives, and the unmet

needs of caregivers. People were randomly telephoned,

and of those contacted, 1247 caregivers were identified.

For this study, caregivers were defined as being at least 

18 years old, living in the United States, and performing

one or more ADLs or IADLs for someone 18 years of age

or older (NAC & AARP, 2004). Some of the findings

from this study included the following:

• The average length of caregiving is 4.3 years.

• Caregivers tend to live near the people they 

care for. 

• Nearly 4 in 10 caregivers are men. 

• Overall, female caregivers are providing more

hours of care, and they are providing a higher

level of care than male caregivers. 

• Women are more likely to report experiencing

emotional stress as a result of caregiving than men.

• Women and men report equal proportions of

physical strain (NAC & AARP, 2004, pp. 6–9).

The report also describes the caregiver level of 

burden on a scale of five levels. The Level of Burden

Scale incorporates ADLs, IADLs, and amount of time

devoted to caregiving (NAC & AARP, 2004). Occupa-

tional therapists and occupational therapy assistants

can help reduce the burden of caregiving (AOTA,

2007). When practitioners have knowledge of how

caregiving impacts occupational participation, inter-

vention can become more client-centered to help reme-

diate problems and enhance the health and wellness of

caregivers. For example, having a simple but indirect

conversation with a caregiver about the many roles one

must balance or the amount of care being provided can

help caregivers reveal how time is used and their frus-

trations about not engaging in their own occupations. 

A compassionate, empathic response with some practi-

cal suggestions to participate in meaningful occupa-

tions other than caregiving can be as important as

working directly with the client. 

Caregiver burden or impairment in occupational par-

ticipation and role strain, real or perceived, are often

universally experienced to some degree no matter the

context of caregiving. Specific issues related to care-

giving for persons with varying needs include caregiv-

ing for children with disabilities, persons with serious

and persistent mental illness, persons with other

chronic conditions, persons with dementia, and persons

at end of life. 

Caregiving for Children With Disabilities
A child with a disability can be an emotional and

physical challenge for parents or the child’s primary

caregivers. While caregivers may feel a host of emo-

tions, from anger and resentment to despair and

depression, there can also be a transformation within

a family system to hope and joy. “Mothers of children

with disabilities report more stress than fathers,

whereas fathers report more trouble forming bonds

with their children” (Beckman et al. as cited in Cohn,

Henry, & Marks, 2003, p. 547). Occupational thera-

pists and occupational therapy assistants can help 

facilitate an adaptive process for providing care for

children with disabilities. 

Scorgie and Sobsey (2000) reported parents feeling

enlivened and enriched through attending and lecturing

at health conferences for parents of children with disabil-

ities or writing about their experiences. The emotional

and intellectual connection with others in similar situa-

tions provided strength and support in times of crisis,
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and adaptation to a different view on life occurred as 

a result. 

The importance of occupational therapy for parents

with more severely impaired children is essential for

improved family health and improved care of and inter-

actions with the child. Psychosocial and social rehabili-

tation interventions would be very appropriate for these

caregivers, such as providing outlets for emotional needs

or helping caregivers create different daily routines to

improve occupational balance. 

Carey (2004) reported on a study conducted by Epel

and Blackburn of the University of California at San

Francisco. Blood samples from 58 young and middle-

aged mothers, with 39 as primary caregivers of a child

with a chronic disability, had white blood cell DNA 

analyzed. The longer the women had cared for their

disabled children, the greater the negative impact was

found relative to increased stress and premature aging.

Epel also stated that “some of the women who had a lot

of objective, real stress also had a low perceived

amount of stress, and the next step is trying to under-

stand what it is that promotes this kind of resilience”

(Carey, p. 2). The implications for occupational therapy

are to produce both quantitative and qualitative evi-

dence that supports occupational therapy interventions

to reduce caregiver stress and optimize participation to

promote health and wellbeing. 

Navaie-Waliser, Spriggs, and Feldman (2002) stud-

ied gender differences in informal caregiving. In a ran-

domly selected nationwide telephone interview, they

found that women were primarily the caregivers, they

provide intensive and complex care, they have diffi-

culty with role balance, and they contend with poorer

emotional health secondary to caregiving. While

women are often the primary caregivers in Western

society, a cultural and societal shift has taken place

since the 1990s, with fathers being more intimately

involved in caregiving occupations (Lamb, as cited in

Cohn et al., 2003). Occupational therapy practitioners

must identify who is designated as the primary care-

giver, have an understanding of some of the character-

istics listed here, and develop services to meet specific

needs of that caregiver while acknowledging the social

and cultural differences inherent in each family.

Caregiving for Persons With Serious 
and Persistent Mental Illness
Care for severely mentally ill individuals living in the

community may carry a heavy caregiver burden, which

is particularly true for close family members such as

parents, many of whom take care of their mentally ill

children for long periods of time (Lefley, 1996). Well-

being can become impaired for both caregivers and the

persons for whom care is provided (Rudnick, 2004). 

A study was implemented to measure the burden of

caregivers for people with mental illness within a par-

ticipatory action research framework (Rudnick, 2004).

Fifty-three family members participated, all of whom

reported moderate burden overall. A sense of being in

danger was the mildest sense of burden, while worry

about the person with mental illness was deemed

severe. Female caregivers, regardless of age, perceived

the most burden. 

According to the Mental Illness Fellowship of 

Australia, Inc. (2005), there are various stages of cop-

ing for caregivers of people with mental illness. Ini-

tially, there is crisis and stabilization, where the client

may enter into an acute phase of mental illness. The

goal is to respond proactively, with reassurance and

practical information (for both the client and care-

giver), while the caregiver experiences emotional 

reactions such as fear, anxiety, disbelief, and shock.

The next phase is categorized as growing awareness,
whereby caregivers begin to recover and restructure

their lives, learning how to incorporate mental illness

into their occupational living, while also experiencing

and fluctuating between grief and hope, despair and

anxiety, frustration, and guilt. Support groups that can

validate one’s experiences, provide practical help, and

instill hope for a positive future are crucial. The final

phase of the emotional journey of caregivers is recov-
ery and hope. It is in this phase that caregivers can look

to a brighter future, having more fully integrated a

loved one’s mental illness into their daily routines.

While the caregiver may experience some relief in

developing this new routine and role, the relief is often

accompanied by grief due to the losses, suffering, and

human costs of mental illness.

Caregiving for Persons 
With Chronic Illnesses
A study of caregivers of people with cancer in Hong Kong

discussed the risk these caregivers face for both physical

and, increasingly, psychological problems (Chan &

Chang, 1999). These risks are directly correlated with

caregiver tasks and the stressors related to the caregiver

role. When caregivers reported feeling tired most of the

time, the researchers propose it may be more from devot-

ing care to the relative than from being busy. There was

little worry about a caregiver’s personal health; however,

within the cultural context of the Chinese family, there is

great joy in being occupied with caregiving and little time

and energy left for self.

Similar findings were discovered in the stroke litera-

ture and have implications for occupational therapy

interventions. Stroke is the third leading cause of adult

disability, with 23% of stroke survivors having multi-

infarct dementia. After hospitalization and rehabilitation,
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80% of stroke survivors become community dwellers

once again and rely on family members for emotional,

informational, and instrumental support for daily living

(Anderson, Linto, & Stewart-Wynne, 1995). Evidence

exists that depression in stroke caregivers worsens

depression in clients and thus predicts poor responses of

patients to rehabilitation (Glass, Matchar, Belyea, &

Feussner, 1993). It has been noted that there is a higher

rate of depression among stroke caregivers than non-

stroke caregivers. With fewer social contacts, caregivers

were more likely to be depressed, and caregivers with

more stress-related physical symptoms were also more

likely to be depressed (Han & Haley, 1999). In a study

by Dennis, O’Rourke, Lewis, Sharpe, and Warlow

(1998), 55% of the caregivers studied (n = 246) indicated

emotional distress as a caregiver. Caregivers were more

likely to be depressed if the patients were severely

dependent or emotionally distressed themselves. Female

caregivers reported more anxiety than male caregivers. 

Although people with stroke in these studies sur-

vived, there is still profound loss, grief, and bereave-

ment that families must go through to reach a place of

equanimity, much like that of caregivers coping with

family members approaching the end of life. Loss of

function, meaning, purpose, and daily occupational

performance—and the daily reminder of these losses—

may exacerbate or be the direct cause of caregiver 

anxiety, depression, and emotional distress. Holistic

assessment and interventions that are family/caregiver-

centered and occupation-focused can assist in alleviat-

ing some of these challenges. The many mental health

challenges faced by caregivers need to be considered

by therapists working in stroke rehabilitation and in all

arenas of occupational therapy, from the first encounter

through the last.

Caregiving for Persons With Dementia
Corcoran (2001) described family caregivers of people

with dementia as experiencing poor health, depression,

burden, and stress. These caregiver characteristics

match those of caregivers in end-of-life care. She also

recommended that health professionals assess a fam-

ily’s patterns of care and beliefs about caregiving in

order to stay family-centered. Corcoran stated that

“how care is provided and who provides care are based

on the family’s definition of disability, health and

responsibility” (p. 295). She described holistic assess-

ment for caregivers of people with dementia and 

suggested several areas for intervention, including

understanding the physical, emotional, and social

health of caregivers; their patterns of care and caregiv-

ing; and the culture of the caregiver and care recipient.

Corcoran emphasized two methods to assess care: 

(1) having caregivers describe their day from beginning

to end, and (2) direct observation of care being pro-

vided. These two methods can help occupational thera-

pists provide best practice in the area of dementia and

assist caregivers in improving their own QOL.

Schulz and colleagues (2003) examined the effects

of bereavement on family caregivers of persons with

dementia who are also at the end of life. They found

that caregivers exhibited high levels of depressive

symptoms while providing care but became quickly

resilient after the death. They concluded that caregivers

of people with dementia require interventions before

the person’s death to decrease the burden of caregiving

and to enable health and wellbeing. The caregivers

reported considerable relief at the death itself, due to

the ongoing loss and grief experienced daily during 

the dying process. Occupational therapists have oppor-

tunities in dementia care to help decrease caregiver

burden through, for example, reconnecting caregivers

to meaningful occupations they relinquished in order to

provide care. 

Dooley and Hinojosa (2004) explored caregiver bur-

den and QOL of people with Alzheimer’s disease living

in the community relative to the adherence to occupa-

tional therapy recommendations. A pretest-posttest con-

trol group design was used, and the Assessment of

Instrumental Function (AIF) was administered to two

groups of people with Alzheimer’s disease in their own

homes. Caregivers were given measures of feelings of

burden and QOL. They concluded that individualized

occupational therapy intervention, which was theory-

based (person-environment fit), appeared effective for

caregivers and clients. 

Butin, Miller, Maultsby, and Winter (1996) described

a pilot program called Caregiver Options for Practical

Experiences (COPE). A sample size of six caregivers and

their relatives with dementia took part in a 10-week activ-

ity group. The first part of a two-part program was to

empower caregivers in managing daily care issues and 

enhance coping. The program was designed using a par-

ticipative model of problem-solving. The second part was

an occupation-based group involving caregivers and care

recipients. This was “specifically tailored to the needs of

each pair in order to improve communication and

reestablish involvement in daily activities” (p. 598). The

outcomes included less disruptive behaviors of care

recipients as reported by caregivers, as well as an increase

in activity levels of both caregivers and care recipients. 

Caregiving and End-of-Life Care (ELC)
As hospice and palliative care ideology, including the

hospice philosophy of the family as the unit of care,

becomes increasingly acknowledged to be the founda-

tion for best practice in ELC (Doyle, Hanks, & Mac-

Donald, 1998; Jones, Moga, & Davie, 1999; Koff,
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1980), the need for continued research and practical

application for practice is growing relative to care-

givers’ needs and challenges. It has been noted that

most studies on caregiver needs and challenges seldom

focus solely on the caregiver. Common caregiver needs

identified in studies included physical care of the

client, family counseling, and community resources

(Harrington, Lackey, & Gates, 1996). 

McGrath’s (2001) research focused on caregivers’

insights on the dying trajectory in hematology-oncology,

a very high-tech practice. The participants were 10 care-

givers, 9 of whom were women, caring for someone at

the end of life and identified as the primary caregiver.

The dominant themes that emerged from the caregiver

interviews were caregiver demands, advocacy, the

patient-caregiver dyad, informational issues, nurse com-

munications, and doctor communication. Similarly, 

Harrington and colleagues (1996) emphasized the

importance of good communication between health 

professionals and caregivers. Health messages about

prevention and empowering the client or caregiver to

participate can promote positive emotional, social, spiri-

tual, and mental health in times of family crisis, such as

chronic or life-threatening illness. 

The caregivers in the McGrath (2001) study also

reported high demands of self-care activities, trans-

portation, and coping with emotional distress of the

client, and they noted that they were developing stress-

related illnesses secondary to caregiving. These and

many other stressors caused many of the caregivers to

experience posttraumatic stress (McGrath, 2001). Pre-

vention of posttraumatic stress can be an important

intervention for caregivers. Occupational therapy inter-

ventions focused on these stressors can assist caregivers

in developing a balance in their lives that is needed in

this time of crisis. 

Stetz and Hanson (1992) examined perceptions of the

demands of caregiving and found that caregivers of peo-

ple at the end of life experience emotional distress, depres-

sion, anxiety, and a multitude of other psychoemotional

issues. One daily occupation noted for caregivers became

“constant vigilance” and “standing by” waiting for death

to approach. This is a very unique occupation for this

group of caregivers and one that practitioners should con-

sider when developing intervention plans. 

In this study, 50% of caregivers expressed regrets over

not seeking out and utilizing more resources to aid in

caregiving. The implications for occupational therapy

practice include helping caregivers work through antici-

patory grief, identifying and coping with lesser demands

that may become important later (e.g., positioning), and

addressing the issue of regrets. Providing permission to

caregivers to “not be strong” may enable them to seek out

and accept more help when the help is accessible and

available. These psychosocial rehabilitation interventions

can help caregivers facilitate a “good death” (see Chapter

25 of this text for a description of this term) of their loved

one and can help the caregiver cope with the loss.

Social support has been determined to be health pro-

moting and helps restore a sense of wellbeing (Broad-

head et al., 1983). Kirschling, Tilden, and Butterfield

(1990) explored dimensions of social support in the

experience of hospice family caregivers using the Cost

and Reciprocity Index (CRI). This self-report assess-

ment examined both the positive and negative aspects of

social networks and yields scores for social support,

reciprocity, cost, and conflict (Tilden, 1986). Three

major implications for practice evolved from this work.

First, hospice team members should explore the positive

and negative aspects of social support available to the

caregiver, relative to cost, reciprocity, and conflict. For

example, before suggesting the caregiver’s daughter

come in to help, health professionals need to explore the

emotional and financial cost and the potential aid or

conflict that may result from the daughter being present.

Second, the size of the social network does not neces-

sarily equate with the quality of the social support pro-

vided. Third, hospice team members need to work

within the social context of the support network and

remember that it is this network that will be present for

the caregiver long after the health professional has left.

While emotional support was characterized as a

time-consuming and difficult occupational task for

caregivers, the literature also revealed other life stres-

sors and challenges. In a qualitative study of hospice

caregiving families, Hull (1990) identified three gen-

eral sources of stress: patient symptoms, interactions

with others, and concerns for self. As patients began to

demonstrate decreasing cognitive skills over time, the

rudimentary communications with someone “they once

knew” were difficult to sustain over time and became

very stressful. Increased dependence for basic ADLs

was also noted to be stressful as symptoms increased.

In interactions with others, although people were

“well-meaning,” the need to interact became stressful.

This was often complicated by having to maintain tra-

ditional family roles and having to engage in the new

caregiver role, which became increasingly difficult as

the care recipient deteriorated. The caregivers in this

study identified five areas of concern: 

• Putting one’s life on hold 

• Personal health

• Feelings of guilt 

• Isolation from family and friends

• Lack of time for themselves

The theme of time was dominant in a study by Rose

(1998), which identified the practical, emotional, and
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outside demanding tasks that can become burdens to

caregivers of people at the end of life. She recognized

the need for health professionals to help caregivers

manage and plan time around daily activities that need

attention and to help caregivers achieve some balance

in their daily lives. Occupational therapists are skilled

in helping people organize time and space to promote

health. Balancing occupational obligations, needs, and

wants—not just for loved ones but also for oneself as a

caregiver—is crucial to healthy living. While time and

place are important to understand relative to ELC,

these are critical concepts for all occupational therapy

practitioners to integrate when working with care-

givers, no matter the diagnosis. 

Bakas, Lewis, and Parsons (2001) described family

caregiver perceptions of time spent and difficulty in cer-

tain caregiving tasks for people with lung cancer. Emo-

tional support, finding transportation, and monitoring

symptoms were the most time-consuming tasks reported

for adult children and spouses, while the most difficult

tasks were providing emotional support, behavioral man-

agement, monitoring symptoms, and household tasks. In

a study by Carey, Oberst, McCubbin, and Hughes (1991),

providing emotional support was also identified as one of

the most draining stressors for caregivers. Yang and

Kirschling (1992) reported that having to provide what

was termed the “little extra tasks” (e.g., housekeeping

and financial, legal, and health tasks) occurred more fre-

quently than providing personal care to hospice patients.

Thus, providing emotional support is one of the most

draining stressors for caregivers, which is only com-

pounded by the multiple other stressors experienced by

caregivers of persons with terminal illnesses. Psychoso-

cial and physical interventions, including conserving 

energy, managing time, adapting performance patterns

(i.e., habits, roles, and routines), and using proper body

mechanics, for example, can help decrease the stress of

caregiving and promote a healthier context for care. 

Occupational therapists and occupational therapy

assistants can promote health and wellbeing for care-

givers and improve occupational participation by rec-

ognizing caregivers’ concerns. The next section of this

chapter will discuss health promotion and wellbeing 

issues for caregivers, followed by assessment and inter-

ventions from an occupational therapy perspective.

Health Promotion and Wellbeing
Issues for the Caregiver

If strategically implemented, the paradigm shift from

the client being a person to the client being the entire

family or caregiver can enhance the overall health and

wellbeing and participation of the entire family system

and can support holistic interventions. Acton (2002)

compared health-promoting self-care behaviors in fam-

ily caregivers with caregivers matched demographi-

cally to investigate if these behaviors mediated the 

relationship between stress and wellbeing. Health-
promoting self-care is defined as “those actions per-

sons take to improve their health, maintain optimal

functioning, and increase general wellbeing” (Acton,

2002, p. 73). 

Acton’s study was based on the variables of health

developed by Pender (1996), which include perceived

importance of health promotion, barriers to health pro-

motion, self-efficacy for health promotion, health res-

ponsibility, physical activity, nutrition, spiritual growth,

interpersonal relations, stress management, hours of sleep,

and number of prescription medications taken. Pender’s

model is important for occupational therapists invested

in evidence-based practice. The outcomes are focused on

the likelihood of engaging in health-promoting, self-care

behaviors rather than the experience of general health 

or wellbeing. 

Family caregivers scored significantly lower on all

variables mentioned above except in the areas of nutri-

tion and number of medications. Engaging in health-

promoting self-care activities significantly reduced the

stress of caregiving and improved overall wellbeing

(Acton, 2002). A study by Yates, Tennstedt, and Chang

(1999) was comparable in that results “showed that the

quality of caregiver-care received relationship medi-

ated the relationship between caregiving stress and

caregiver depression” (as cited in Acton, 2002, p. 83).

Hasselkuss, an occupational therapist, discussed

themes of meaning crucial to understanding the care-

giver experience (Hasselkuss, 1988, as cited by Rogers,

1996). These included “(1) sense of self . . . (2) sense

of managing . . . (3) sense of future . . . (4) sense of fear

or risk and (5) sense of changes in role and responsibil-

ities” (p. 251). “The goals of caregiving were concep-

tualized as getting things done, and achieving a sense

of health and wellbeing for the caregiver and the care

recipient” (Hasselkuss, 1989, as cited in Rogers, 1996,

p. 251).

Meyers and Gray (2001) drew many conclusions

regarding hospice family caregivers and the relation-

ship between care, QOL, and burden. Their findings

indicated the following:

• A loved one’s functional status is not correlated with

caregiver QOL.

• “At-risk” caregivers are those who are still working,

have been providing care for a long time and live in

a rural locale.

• The longer the dying process is, the harder the expe-

rience is on caregivers. (Meyers & Gray, 2001, p. 79)
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These findings indicate that caregiver burdens must be

carefully assessed, and these factors need considera-

tion. It should not be assumed that the caregiving role

or associated activities are necessarily a burden or

strain. Although this study is specific to hospice family

caregivers, it is worthy of replication for nonhospice-

related family caregiving relative to chronic illness. 

Some studies have shown that caregivers may be at

risk for poorer health outcomes than noncaregiving peers

(Schulz, O’Brien, Bookwala, & Fleissner, 1995; Wright,

Clipp, & George, 1993). Researchers have reported that

the caregiving experience is affected by not only the

patient’s physical health but also the anxiety and mood of

the patient and partner (Moen, Robinson, & Dempster-

McCain, l995), as well as the coping responses of the

caregiver. 

There has been some research on self-efficacy (defined

as people’s confidence in their capability to accomplish spe-

cific behaviors) related to caregiving. Several researchers

have suggested that patients’ self-efficacy mediates the

relationship between family caregivers’ stressors and 

outcomes (Solomon & Draine, 1995). More assistance

needed by care recipients who have diminished self-

efficacy increases caregiver burden. As patients’ self-

efficacy decreases, most family caregivers perceived 

burden increases due to the patient’s perception that he or

she is unable to perform self-care or other activities. 

Lev (1997) cited the work of Bandura, who reported

that perceptions of self-efficacy impact general perfor-

mance of daily living tasks. Positive perceived self-

efficacy can be thought to have beneficial health effects

and mediate stress. According to self-efficacy theory,

knowledge itself may not be associated with changing

behavior, but a person’s perception of his or her capabil-

ities is an important characteristic to consider in predict-

ing behavioral responses (Mowat & Laschinger, 1994).

Bandura suggested that a sense of perceived control

over life can buffer negative health effects of stress.

Like perceived control, self-efficacy mediates the rela-

tionship between health-related stressors and outcomes

(Mowat & Laschinger, 1994). Although a threat to

health may be present, the threat is transformed to

something more tangible with which one can more eas-

ily cope when a perception of being in control occurs.

People with self-efficacy, confident in their ability to

perform a specific behavior, are likely to perform the

behavior; people without self-efficacy related to a spe-

cific behavior are not likely to perform the behavior. 

In a study of family caregivers of cancer patients, Lev

and Owen (2003) noted that caregivers who adapt poorly

may be more vulnerable to psychological and physical

distress and may be less capable of providing high-quality

patient care. Therefore, “maximizing long-term mental

and physical health outcomes for caregivers may prevent

the negative health effects associated with caregiver expe-

riences” (Lev & Owen, 2003, p. 10). 

Their study integrated self-efficacy theory, QOL 

issues, and holistic health concerns of family caregivers.

The results suggested that aspects of a patient’s self-
care self-efficacy, defined as an individual’s confidence

in using strategies to promote health, may mediate care-

giver stress.

Scott (2000) noted a similar self-efficacy correlation

in her study on caregiving among the technologically

dependent, heart-failure population. She noted that care-

giver mental health and self-esteem were identified as

significant predictors of health-related quality of life

(HRQOL). “This implies that caregivers’ psychological

wellbeing and confidence in their performance (self-

efficacy) enhance perceptions of HRQOL and may even

ameliorate the negative consequences associated with

technological caregiving” (p. 92). Scott also identified

both positive and negative reactions to caregiving. She

revealed the positive as being the desire to provide care

and fulfill the caregiver role, and the negative aspects

included effects on daily schedules, health, and finances.

It appears that health professionals need to constantly

consider all aspects of social support and the caregiver

role to assist caregivers in maintaining healthy lifestyles

while defining oneself as a caregiver. 

Tang and Chen (2002) implemented a home interview

with 134 primary caregivers of people with stroke. The

study was to “explore the relationship between and

among the caregiver’s personal factors, the care recipi-

ent’s functional status, the caregiver’s perceived self-

efficacy, social support, reactions to caregiving, and

health promotion behaviors” (Tang & Chen, 2002, 

p. 329). Findings showed that the healthier the caregiver,

the stronger his or her self-efficacy for caregiving occu-

pations. A higher level of caregiver strain existed when 

self-perceived caregiver health was compromised. A

“caregiver’s social support and the care recipient’s func-

tional status made significant contributions in explaining

the caregiver’s health promotion behaviors” (Tang &

Chen, 2002, p. 329). 

The results of these studies clearly illustrate the need

for health professionals, particularly occupational ther-

apists, to be as involved with caregiver health as client

health. As a health team member, in conjunction with

nursing and social work service providers, occupational

therapists help promote caregiver health through some

of the following (which is not an all-inclusive list):

• Improved self-efficacy through validating care-

givers’ abilities in the caregiving process

• Health education strategies to increase caregiver

awareness of the need to care for their own physical,

emotional, social, and spiritual health
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• Development of a caregiver “schedule” that 

includes times for caregiver leisure and balance

of work and play

• Finding out the meaningful and important 

caregiver occupations and helping caregivers to

rediscover the joy of participating in them

A focus on families as a unit, no matter how those

families are comprised, can help both the caregiver and

the client understand health in the context of their inter-

meshed lives. Occupation and balance in life can be the

best mediators of illness and promote healthier

lifestyles for all concerned. 

Evaluation and Assessment 
of Caregivers

Holistic, health, and occupation-based assessment of

the caregiver will help determine caregiver burden.

Some of the research cited above has indicated that

there are both perceived burdens on caregivers and

real threats to their health and wellbeing, especially

during a long illness (Meyers & Gray, 2001). There

are many caregiver burden assessments available that

are both generic and specific to various diseases or

illnesses. A list of nine such assessments has been

identified by the Center to Improve Care of the 

Dying (2004) (available at http://www.gwu.edu/

~cicd/toolkit/caregive.htm). Occupational therapists

need to begin evaluating the health and wellbeing of

the caregiver as well as the client.

Pizzi (1994) developed the Pizzi Social Environ-

ment Interview (PSEI) to assess caregiver levels of

wellbeing and health as related to occupational partici-

pation. The assessment was based on the principle of

treating the family as the unit of care. “It is an often

stated health care assumption that when one cares for

him/herself, one can better care for others” (Pizzi,

1994, p. 87). Original development of this interview is

traced back to 1984; when working as a practitioner in

a nursing and rehabilitation center, Pizzi became

acutely aware of the caregiver burden placed on the

daughter of a woman dying of cancer. The dying

woman spoke about her concern for her daughter’s

health, as her daughter was neglecting her own family,

work, and leisure. Pizzi developed an interview 

(Content Box 20-1) to assess the real and perceived

caregiver issues related to occupational participation

that supported or hindered the caregiver’s health and

wellbeing. The outcomes of that assessment resulted in

both the client being relieved about her daughter’s

wellbeing (while she was dying, she was still engaged

in her occupational role of mother) and the caregiver’s

improved occupational health, particularly in the areas

of her self-management of time spent in occupations

(apart from caregiving) that had personal meaning. 

This assessment provides a quick overview of occu-

pational areas that the caregiver may or may not perceive

as challenges. The goal of the assessment is to increase

awareness of potential or real changes in one’s occupa-

tional participation and its relationship to time spent with

caregiving. Following the assessment interventions are

designed to help caregivers begin to establish balance in

their lives. The PSEI has been subsequently used in a

variety of settings, including with caregivers who were

parents of children with disabilities, friends of people

living with mental illness, spouses of people with

dementia, and partners of men and women with AIDS. 

The Caregiver Burden Scale (CBS) has two subscales—

relationship and personal consequences (Montgomery,

Gonyea, & Hooyman, 1985). It is scored on a five-point

Likert scale and asks questions addressing social, recre-

ational, occupational, and emotional factors. It is a 

phenomenological measure of how much time people

perceive they have to engage in certain occupations and

how burdened they may feel in their caregiving occupa-

tions. This sample was tested on informal caregivers of

psychogeriatric clients. (The CBS can be downloaded 
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Content Box 20-1 

Pizzi Social Environment Interview
(PSEI)

Interview Questions
1. What was your daily routine like before the diag-

nosis of your family member? After the diagnosis,
and currently?

2. How do you currently manage your own time?
Do you feel productive? 

3. Are you involved with any leisure activities, 
hobbies, or do things for fun?

4. Have you altered your activity level since diagno-
sis of your family member? How do you feel
about this alteration? What would you change, 
if anything, regarding your own activity 
participation?

5. How has this current situation affected your
work? Productivity level? Your relationships? Your
daily responsibilities and their performance? Your
communication with others in your life?

6. Do you feel competent in your caring for your
loved one? In what areas, if any, do you feel you
need assistance and/or support?

From HIV infection and AIDS: A professional’s guide to wellness,
health and productive living by M. Pizzi, 1994, Positive Images and

Wellness, Inc.: Silver Spring, MD. (Copies of the manual can be 

obtained from the author.)

Author note: The PSEI was originally developed in 1984 with 

caregivers of people with life-threatening illness but not published 

until 1994, as noted by the reference.
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at http://www.nysaaaa.org/Caregiver_Forum/Caregiver

ForumErieHandout09.pdf; no permission is required to

use the tool.)

Robinson (1983) reported on another tool that can be

used by occupational therapists—the Caregiver Strain

Index (CSI). A sample of 132 caregivers of recently

hospitalized older adults receiving help was used as the

basis of the CSI’s development. It is a 13-item tool that

identifies families who are stressed by and have prob-

lems coping with caregiving. Domains that items exam-

ine include employment, financial, physical, social, and

time. The greatest level of strain is indicated by positive

responses to seven or more items on the index. This

instrument can be used to assess individuals of any age

who have assumed the role of caregiver for an older

adult. The CSI is a brief, easily administered tool that

can identify families who may benefit from further

assessment and intervention. 

Caregivers require self-care and self-management of

their lives but often are not aware of the need due to their

involvement in caregiving. Occupational therapists and

occupational therapy assistants may provide tips for self-

assessment. This can lead to caregivers initiating discus-

sion around the burden of caregiving, which can then

lead to the initiation of more formal caregiver assess-

ment. (Tips for caregivers can be downloaded at http://

www.partnersincare.msu.edu/selfassessmentscontent

.asp?ID=4.)

Interventions for Caregivers

Thus far, this chapter has addressed several challenges

and difficulties caregivers face. Promoting health for

caregivers and family systems has been explored. Inter-

ventions for caregivers are as crucial for their health

and wellbeing as are interventions for the client. The

following are intervention guidelines and strategies that

can assist occupational therapists and occupational

therapy assistants in helping caregivers achieve optimal

wellbeing during the caregiving experience. Health-

promotion activities can enhance health and wellbeing

(Pender, 1996). Sufficient rest, proper nutrition, and

appropriate exercise can better help remediate the

stress caused by memory and behavior problems of

care recipients. 

Corcoran and Gitlin (2001) studied caregiver accep-

tance of recommended physical and social environ-

mental adaptations to ease the burden of caregiving for

people with dementia. They concluded that a high 

percentage of caregivers actually implement recom-

mended interventions, and occupational therapists need

to include caregivers and their occupational challenges

in the occupational therapy plan. 

Andershed and Ternestedt (1998) examined the con-

cept of coherence developed by Antonovsky (1996) rel-

ative to the impact of meaningful relationships between

caregivers and health professionals. One’s sense of

coherence “can be profoundly shaken by traumatic

events and unresolved chronic problems. Such events

and problems may assault the very foundation of one’s

entire action agenda and raise broad questions about

one’s life that threaten behavior controls” (Van Egeren,

2000, p. 457).

Antonovsky’s concept of coherence helps explain

how the client or caregivers will deal with difficulties

confronting them. The three key components of this

model include comprehensibility, manageability, and

meaningfulness. Andershed and Ternestedt’s partici-

pants were relatives of clients with serious, incurable

cancer with an expected short period of survival. The

authors suggested that the Antonovsky model is helpful

in being a foundation to guide interventions. The more

the caregivers comprehended, recognized, and used the

resources available (manageability) and the more they

developed a strong sense of coping with the situation,

the stronger the sense of coherence overall. The

Antonovsky model can also be applied by occupational

therapists for all caregivers in order to optimize mean-

ingful participation with the client while simultane-

ously caring for one’s own health.

Pearlin, Mullan, Semple, and Skaff (1990) sug-

gested that stressors caregivers perceive as problematic

(e.g., indicators of patients’ physical and psychological

status) explain variation in caregiver stress. They report

that patients’ coping and social support were mediators

of caregiver stress. These are two vital areas for assess-

ment and intervention for the occupational therapist to

consider in program planning, whether on an individual

level or for community outreach groups whose mem-

bers are caregivers, both past and present.

The literature on self-efficacy and caregiving sup-

ports occupational therapy interventions aimed at care-

giver-centered care. Scott (2000) proposed two major

interventions. First, fulfilling family obligations, espe-

cially when caregivers derive esteem from such, may

serve to enhance wellbeing and self-esteem. The care-

giver may feel there is a purpose to his or her existence

in the time of a health crisis and experience a sense of

productivity. Second, when purpose is discovered from

the caregiving role, unknown strengths and abilities can

emerge that promote deeper satisfaction with the role

of caregiver and improve HRQOL. The end result is

that caregivers can find the experience of caregiving

more meaningful than burdensome.

Cohn and colleagues (2003) suggested that caregiv-

ing be assessed using a family-centered approach by

being partners with the caregivers. They stated that the
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goal of assessment is “identifying family strengths, pri-

orities and values as well as daily challenges associated

with caregiving” (p. 549). They listed several areas of

skills training (intervention) for parents of children

with disabilities (Content Box 20-2).

Chen (1999) described the effectiveness of health

promotion counseling for family caregivers provided by

homecare nurses. Eighty-four family members of people

with disabilities living in Taipei, China, were randomly

assigned to two groups: the health promotion counseling

group or the control group, who received no counseling

but who were in traditional homecare. Findings of a pre-

assessment and postassessment showed that persons in

the health promotion group were more empowered to

lead healthier lifestyles. Implications of this research for

occupational therapy practitioners are to begin integrat-

ing more health promotion interventions in direct care

services to both clients and their caregivers to promote

healthy living, which can support occupational participa-

tion. Care must be taken to acknowledge the cultural 

differences in both the dissemination and receipt of

information by caregivers in the United States.

Rando (1984) proposed that health professionals

develop plans for intervention during the dying process,

at the time of death, and after the death. This enables

family systems to adapt more easily during this crisis in

their lives and promotes healthier relationships, com-

munication, and connectedness. More than physical

distress, caregivers often feel the emotional and psy-

chological stress of caregiving. Rando (1984) provided

suggestions for easing the suffering of caregivers and

enhancing their sense of empowerment. Health-care

professionals can

• legitimize caregivers’ feelings of anger, sadness,

and fear and acknowledge the intensity of these

feelings;

• assist caregivers and family members to process

their uncomfortable feelings in a positive way;

• enhance caregivers’ ability to engage the person

who is dying in meaningful activity;

• convey a calm, reassuring, empathic manner;

• facilitate improved coping capacity; and

• enable caregivers and family members to experi-

ence the joys and pleasures that are still available

to them (Rando, 1984).

Rando’s suggested interventions can also be adapted

for any age or health issue that impairs caregiving occu-

pations and the caregiver role. Although people at the

end of life require some unique interventions, Rando’s

observations and suggestions apply to all caregivers. 

Caregiver Respite
An often underutilized but important intervention is

educating caregivers about the need for respite.

Respite “refers to an opportunity for rest, cessation or

reprieve from the ordinary duties of life” (Reinhard,

Bemis, & Huhtala, 2005, p. 2). Often, caregivers sense

an obligation to care for a loved one or experience a

host of emotions connected to the need to enact the role

of caregiver. Boundaries are often not set. “Not know-

ing or acknowledging these limits results in otherwise

responsible people making poor choices or engaging in

self-defeating behaviors” (Smalley, 1990, p. 7). 

Respite can be experienced in a variety of ways for

caregivers. Formal paid assistance for a few hours a

week can help re-energize caregivers. Having a loved

one cared for outside the home (e.g., day program,

halfway house, nursing home, hospice) for a few days

a week or a few hours per day can assist with diminish-

ing caregiver burden and role strain. Depending on the

needs and perceptions of caregivers, a schedule of daily

occupations for the caregiver, developed by the occupa-

tional therapist or occupational therapy assistant, can

be sufficient respite. 

Inpatient, short-term hospital stays for people with

Alzheimer’s can be beneficial for caregivers; however,
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Content Box 20-2 

Interventions for Parents of Children
With Disabilities
• Teaching parenting skills (e.g., home maintenance,

time and money management, child behavior
management, and advocacy for services).

• Teaching parents to support their child’s develop-
ment and to nurture their relationship with the child.

• Helping parents communicate with children about
disability.

• Environmental adaptations may include the 
following:
• Creating play spaces in the home that are acces-

sible for family members with disabilities.
• Helping parents access human and nonhuman

resources.
• Designing adapted baby-care equipment.
• Designing environments to minimize fatigue.

• Support services may include the following:
• Providing support groups for family caregivers or

parents with disabilities. 
• Accessing naturally occurring resources (e.g.,

friends, neighbors, and community services).

From “Childrearing and care giving” by E. S. Cohn, A. D. Henry, & 

K. Marks, 2003, in E. B. Crepeau, E. S. Cohn, & B. A. B. Schell (Eds.),

Willard & Spackman’s occupational therapy, 10th ed. (pp. 549–50).

Philadelphia: Lippincott, Williams & Wilkins. Copyright © 2003, by

Lippincott, Williams & Wilkins. Reprinted with permission. 
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the risk of diminished capacity and occupational perfor-

mance for the client secondary to a changed environment

exists (Larkin & Hopcroft, 1993). Hospice laypersons

(volunteers or paid help) can stay with the client, allow-

ing caregivers to obtain sleep, which decreases the

exhaustion factor and allows caregivers to maintain a

level of healthfulness during the caregiving process

(Bramwell, MacKenzie, Laschinger, & Cameron, 1995). 

The role of caregiver and their respite needs are

unique to each individual and family. Practitioners

need to honor caregivers’ choices. If the choice contin-

ues to be potentially unhealthy (e.g., caregiver loses too

much weight or begins to smoke because of the stress

of caregiving), innovative and adaptive strategies for

them to discover the need for respite can be developed

and suggested over time. 

Support Groups for Caregivers
A support group is a group of people with a problem

or concern in common who meet regularly to discuss

their challenges and to support one another. There are

support groups for nearly every medical diagnosis, and

their importance should not be underappreciated. Hos-

pice care always has formal and informal support

groups for caregivers of people with terminal illness.

For caregivers of people with dementia, Alzheimer’s,

and related illnesses, there are various person-to-person

and online support groups available. The National 

Alliance for Mental Illness (NAMI) provides support

for caregivers coping with mental illness in their lives. 

The common thread that weaves support groups

together is they all provide caregivers a sense of not

being alone. This web of humanity is often a much-

needed factor in the lives of caregivers. Occupational

therapy practitioners can provide caregivers with

resources to help them learn that life can be less diffi-

cult when challenges are shared, even with people one

does not know.

Conclusion

Assisting caregivers who are coping with caregiving

challenges, whether chronic or acute, can be of enor-

mous benefit to enhancing the life and QOL of both the

caregiver and the client. Promoting health in caregivers

can be the single most important intervention to assist

in promoting health within the care system, namely the

family. Holistic evaluation and assessments that

explore participation (or barriers to participation) in

meaningful occupations important to the caregivers,

and subsequent interventions that caregivers deem as

important to their life situation, are essential in the

practice of occupational therapy. There is increasing

evidence that caregiver burden affects both caregivers

and the care recipient. Future occupational therapy

research on caregiver health and wellbeing will provide

payers, like insurance companies, the evidence that

care for the caregiver is essential and that occupational

therapists and occupational therapy assistants possess

the skills and knowledge to promote caregiver health.

Gitlin eloquently states, “Informal caregiving has seri-

ous consequences on the health and wellbeing of fami-

lies. . . . This is a serious societal and public health 

concern for which occupational therapists can have an

important impact” (Glomstad, 2004, p. 14).

The research and case studies presented in this chap-

ter demonstrate that caregivers have many needs that

often remain unmet for a variety of reasons, including

lack of communication about those needs, lack of time

provided by professionals, or lack of resources. Many

times caregivers feel they “must be strong” or “no one

can do as good a job as me.” Thus, they do not commu-

nicate issues openly and directly to health profession-

als. Occupational therapists and occupational therapy

assistants can assist families and paid and unpaid care-

givers through understanding caregiver burden, recog-

nizing the health needs of caregivers throughout the

caregiving process, and helping caregivers prioritize

needs of caregiving, which include the need to care 

for themselves. 

No matter the diagnosis or the context of caring for

another, occupational therapy has an important role in

helping caregivers cope with the multitude of caregiv-

ing challenges. Caregiver health is as vital to the care

recipient as any intervention provided by health profes-

sionals. It is the caregiver who is with the client most

of the time, thus it is important that the caregiver’s

health status is acknowledged and integrated into the

occupational therapy plan.

Case Studies 

From pediatrics to end-of-life care, there are numerous

issues with which caregivers must cope. Importantly, it

is vital that each caregiver situation be seen as individ-

ually as one sees a client. Each caregiver brings differ-

ent issues to the occupational therapy process, all of

which impact intervention. Two case studies are pre-

sented to further illustrate the needs of caregivers and

the potential contributions of occupational therapy

interventions. The first case study concerns a caregiver

and her husband as he faces the end of life; the second

involves a young child following a motor vehicle crash.
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Case Study 20-1

Hospice and Terminal Illness

Bill is a 45-year-old man with terminal prostate cancer.
His 40-year-old wife is named Mary. Assisting in Bill’s
care was a 4-hour-per-day home health aide and a private-
duty 6-hour-per-day aide. During the occupational therapy
evaluation, the therapist discovered that Mary was so
involved in his care that the two aides felt as though they
could do nothing right and were both ready to quit 
the case. 

Bill expressed his concern for his wife’s mental health,
which depressed him further, as he recognized that his
life-threatening illness was causing her great concern. In
several occupational therapy sessions, the therapist,
attempted to empower Mary to recognize the contribu-
tions of the two aides and their excellent care of Bill. The
therapist shared the perspective of how the aides pro-
vided caregiver respite, which allowed her to engage in
meaningful occupations of her own. Mary was given the
PSEI to complete, which she refused to do, stating that
she was managing just fine. One day, the occupational
therapist  had a “checking in” session with Mary alone,
over coffee, in her backyard. This relaxed atmosphere
(environmental influence) enabled Mary to discuss more
openly what was most meaningful to her and how Bill’s
dying influenced her daily occupations and occupational
engagement. It was discovered that she refused to leave
his side for fear that he will die when she is out shopping,
and she “supervised” every detail of his care because she
needed to do everything “perfectly” in her own life or else
she felt like a failure (the other outcome of this was her
not-so-perfect treatment of the home health aides). This
information was shared with the hospice team, who

became much more understanding of a woman about to
lose the most important person in her life. 

Mary and the occupational therapist, in conjunction with
Bill, developed a plan that included her going out for short
periods of time but with her cell phone always available so
she could call occasionally (a limit was set on the number of
calls per hour). A session was held with the aides to discuss
how best to communicate the needs of everyone involved
and to organize a routine for Bill so that his needs and those
of all the caregivers were met. These interventions, while
seeming to focus on the caregivers, directly impacted Bill
and his mental, physical, spiritual, and social health. The out-
comes of this case included a much more relaxed environ-
ment for all concerned, a more actively engaged Mary, and
a less stressed Bill, who loved his wife and was happy to
see her participating in important and meaningful occupa-
tions. As the end of his life neared, Bill whispered in my ear
that he was most grateful for the care and concern
expressed for his wife. It gave him great comfort to see that
she could and would live on without him, which helped him
ease more comfortably into a meaningful death. 

Questions

1. What occupational interventions can help Mary stay
in control of the situation? Why would an occupa-
tional therapy practitioner want to address that?

2. What are some psychosocial issues Mary is dealing
with, and how would you evaluate and intervene
other than ways already mentioned in the case?

3. What are some potential physical and spiritual inter-
ventions that could benefit both Mary and Bill?

Case Study 20-2

Young Child With a Traumatic Injury

This case involves a 2-year-old named Maya and her
mother and grandmother. Maya and her mom were driving
one day, and their car was hit head-on. Mom was buckled
up, but Maya was in an unbuckled car seat and went
through the windshield at 60 miles per hour. They were
going a half mile for some milk. While Mom was unharmed,
Maya became a quadriplegic and was seen by me in
homecare for many months after several months in a reha-
bilitation facility. 

The family was very poor, uneducated, and had no
health insurance, and Maya, Mom, and Grandmother lived

together in a one-bedroom apartment. Mom worked at
night as a prostitute (her primary work role) to make ends
meet and had a problem with substances prior to the
crash. After the crash, she was admitted to drug rehab and
was thus able to take Maya home as long as the grand-
mother lived with them as well. 

Initially, visits with Maya included only her and the
occupational therapist together, engaging in her favorite
play occupations adapted to her physical needs. She was
a joyful child whose smile would light up the sky and
whose laughter was infectious. While her physical health
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◗ For Discussion and Review

1. What may be some challenges of caregiving for

people with disabilities, an aging relative, a friend

with HIV, and a spouse of a person with a mental

illness? How could occupational therapy be helpful? 

2. In end-of-life care, are there particular challenges for

caregivers? What might those be, and how would

occupational therapy benefit the family system?

3. What are some family-centered theories that can

prove helpful when evaluating and intervening with

family systems?
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was obviously compromised, the environment in which
she lived and the people with whom she interacted were
beginning to compromise her social and emotional health.
Mom was rarely seen, and Grandmother spoke little Eng-
lish and mainly watched television. When Mom did appear,
she was often tired, seemingly depressed, and rarely
interactive. One day, when working with Maya, she was
engaging with typical 2-year-old flair, not attending much
to me or the activity we designed together. Mom came
over to Maya, slapped her hand, and told her to “listen”
Maya responded with a downtrodden look that led to a tor-
rent of tears. The occupational therapist  recognized that,
in order to positively impact Maya, Mom’s behavior
needed to change. 

In a discussion with Mom away from Maya, the thera-
pist and Mom discussed how she thought she was doing
with Maya’s care and her love for her daughter. Mom burst
into tears and said the occupational therapist  was the only
person who even cared to ask her. She felt the other
health professionals judged her for who she was and did-
n’t see her as a person who felt anything for her daughter.
She discussed her guilt over the crash and how Maya was
an unplanned birth but that she felt proud that she went
through with the pregnancy. She felt Maya was something
good that she did in the world, and after the crash, she felt
like God punished her. She recognized that her life and
lifestyle were unhealthy and very risky for herself and her
family. She had little sleep and was trying to make ends
meet. She did not see any other means to making 
life work for herself and her daughter, and she felt like a
victim.

The therapist shared with Mom the positive interactions
with Maya in order to prevent potential abuse and to help
Mom recognize signs and symptoms of caregiver burden and
distress that may lead to abuse. Mom did state there were
times after the crash that she didn’t think she could “take it”
anymore and “came close . . . .” This health promotion inter-
vention in and of itself was very important to help Mom begin
to recognize characteristics within herself and their impact on
her interactions. It provided a strategy that helped increase
her awareness of healthier forms of communicating and
being in the world and provided something over which she
could take control to help prevent unhealthy behaviors. This
educational strategy also strengthened the “victor” in her

and diminished a sense of victimization she had felt for most
of her life. 

The importance of her interacting regularly with Maya
was stressed as the reciprocal relationship would be ben-
eficial to both Mom and Maya, as Mom could learn healthy
parenting skills while Maya benefited from positive inter-
actions with her mother. The grandmother also started to
participate in Maya’s care and learned several therapeutic
activities. Over time, Mom began to smile more apprecia-
bly and she began to understand human development bet-
ter as Maya’s “terrible twos” stage was discussed despite
dealing with quadriplegia. The more knowledgeable she
became, the more interactive and less fearful she 
became of hurting her daughter. 

Over the several months of working together, both with
and without Maya, Mom revealed that she quit smoking,
began to take better care of her physical health, and began
to consider getting her GED. Mom started to benefit from
health promotion strategies designed collaboratively with
the occupational therapist and began her development of
redesigning her life on several levels. Some of this
redesign she initiated, demonstrating an ongoing sense of
developing resilience. 

Tragically, Maya spiked a fever one night and died 3 days
later. Mom was with her every last moment of Maya’s life.
At the funeral, Mom and Grandmother both hugged the
occupational therapist, and Mom shared her memories of
therapy time. As she squeezed one of Maya’s favorite toys
into the occupational therapist’s  hands for him to keep,
she stated she was continuing to change her life and rec-
ognized that she needed more help and was seeking that
help. The case of Maya highlights the impact occupational
therapy can have on changing the life of the caregiver. 

Questions

1. List at least three other health promotion and wellness
interventions for Mom. How would you introduce
them with? What is the rationale for each intervention? 

2. Would Grandmother be considered another caregiver
in this case? How might the occupational therapist
intervene with her? What might the occupational
therapist ask Grandmother?

3. How might the Stages of Change Model apply in this
case?
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◗ Research Questions

1. What are the long-term impacts on health and

occupational engagement for caregivers of children

who lost a parent during the terrorist attacks on

9/11? What are the benefits of an occupation-based

intervention for the caregiver and the children? 

2. What occupation-based interventions are most

effective in decreasing the burden and improving

the quality of life of family members providing

care for a loved one with dementia?
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Health Promotion for Families
Karen Goldrich Eskow and M. Beth Merryman

After a few minutes, a woman from the hospital tells Liz and me it is time to say good

night. I don’t see how I can leave. That’s my son, and he doesn’t know anyone here.

Standing in the empty hallway, I hear the cold, metallic clang of a bolt as the door is

locked . . . it is the most forlorn sound I have ever heard. Liz and I walk separately, back

toward the hospital entrance, not speaking. I’m crying, and I’m embarrassed. I don’t

look at her. Alex is alone on the other side of that locked door, without me, and I do not

have the key.

—Raeburn, 2004, p. 5

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss issues and challenges that arise during
each stage of the family life cycle.

• Describe how family functioning impacts family
health.

• Apply family theories and models to specific fam-
ily situations.

• Discuss the impact of disability on family life.
• Describe how mental illness and substance

abuse impact family functioning.
• Discuss the roles of occupational therapists and

occupational therapy assistants working with
families across the life span.

Key Terms

Adaptability
Collaboration
External boundaries
Family 

Family cohesion
Family dynamics
Family household
Family life cycle

Family quality of life
Family resilience
Family system
Horizontal stressor

Internal boundaries
Morphogenesis
Morphostasis
Vertical stressors

Introduction

The shift to a client-centered model of care has chal-

lenged health-care providers to examine the wants and

needs of the recipient of services in the context of their

recovery (Law & Mills, 1998). A family-centered app-

roach has been adopted for populations such as children

with developmental disabilities, where the primary recip-

ient of care either lives with or is dependent on the fam-

ily for care (Lawlor & Mattingly, 1998). Public policy

supports individual rights of self-determination and 

community-based services over institutional care in the

United States. This policy is made explicit in several of

the Healthy People 2010: Understanding and Improving
Health objectives (U.S. Department of Health and Human

Services [USDHHS], 2000), particularly in Section 6,

“Disability and Secondary Conditions,” Objectives 6-4, 

6-7, and 6-12. These objectives address increasing social

participation among adults with disabilities, reducing the

number of children and adults with disabilities living in

congregate care homes or institutions, and reducing envi-

ronmental barriers to activity participation in the commu-

nity (USDHHS, 2000). The health-care community has

recognized this change through the development of sev-

eral policies that are shifting care to supporting individu-

als and families in environments of their choice. 

This philosophical shift to family-centered care is sup-

ported by language in both international and professional

documents. The World Health Organization’s (WHO)

International Classification of Functioning, Disability and
Health (ICF) includes language related to identifying and

removing environmental barriers to social participation

rather than terminology that solely focuses on skill

deficits (WHO, 2001). The American Occupational Ther-

apy Association (AOTA) broadly defines environment

and context within the Occupational Therapy Practice
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Framework: Domain and Process (referred to as the

Framework) (AOTA, 2008). The environment includes

both “the external physical and social environments that

surround the client and in which the client’s daily life

occupations occur” (AOTA, 2008, p. 645). Four interre-

lated elements comprise context: cultural, personal, tem-

poral, and virtual (AOTA, 2008). These comprehensive

definitions help alert occupational therapists and occupa-

tional therapy assistants to the variety of contextual 

factors that may either facilitate occupational perfor-

mance of a family or that may act as barriers to full social

participation

Family-Centered Care 
in Occupational Therapy 

The AOTA Framework embraces a client-centered model

of practice throughout the evaluation and intervention

process and in the identification of desired outcomes. 

The evaluation consists of an occupational profile that

first asks, “Who is the client (person, including family,

caregivers, and significant others; populations; or organi-

zation)?” and leads to the question “Why is the client

seeking services, and what are the client’s current con-

cerns relative to engaging in occupations and daily activ-

ities?” (AOTA, 2008, p. 650). With these questions, the

occupational therapist is challenged to see the impact 

of intervention from the client’s view and that of the

broader family unit. The Framework language specifi-

cally identifies instrumental activities of daily living

(IADLs) as possibly including the care of others. This

category also includes many other activities for which

satisfactory completion could depend on the interdepen-

dence of a family, further highlighting the importance of

viewing the family as a cultural construct embedded in

context. Therefore, occupational therapists and occupa-

tional therapy assistants must have a broader and deeper

understanding of family structure and function, both in

times of health and illness, in order to provide more effec-

tive interventions. 

Several articles serve to highlight the demand for

increased knowledge of family dynamics when work-

ing with families. These include articles about occu-

pational therapists working with families in homeless

shelters (Schultz-Krohn, 2004), families of children

with autism (Werner DeGrace, 2004), and families of

adults with mental illness (Abelenda & Helfrich,

2003). Hinojosa, Sproat, Mankhetwit, and Anderson

(2002) examined parent-therapist partnerships in

work with preschool children with developmental dis-

abilities and found that working with parents in part-

nership contributed the greatest impact on a child’s

progress. The evidence demonstrates that engaging

families is critical to the health and wellbeing of all

family members. 

The family is a critical social network, yet many

health-care professionals have ignored or blamed families

for contributing to a member’s illness (Johnson, 1987).

The literature on families and members with health-

care issues includes family burden, family dynamics, and

family resilience. This chapter addresses general family

knowledge, the dynamics of family life when a health

issue arises, and collaboration between families and the

health-care professional. In order to provide health 

promotion services for families, it is necessary to under-

stand how families are defined and to understand the 

typical and stress-related dynamics of families. 

Defining the Family 

The definition of family has objective and subjective

components. There is an observable structure to fami-

lies as well as a process that is less obvious. It is a 

common misconception that individuals understand

families simply because they have had experience in

one. Understanding the family as a unit and families as

a community in U.S. society involves a very complex

process that addresses multiple contextual factors.

Knowledge about family process is a basic prerequisite

in promoting health for families. 

The definition of family also varies by the context

and circumstances in which it is defined; it is impacted

by societal and political trends that are translated into

laws and policies. An example is the debate about

same-sex marriages. In 2004, the U.S. Supreme Court

decided not to review the decision of the Massachusetts

Supreme Judicial Court’s ruling that gays and lesbians

have the legal right to marry thereby constituting a

family (Associated Press, 2004a, 2004b).

The definition of family is also unique to an individ-

ual and evolves and changes over time. For instance,

admission to a hospital identifies the next of kin, the

family member to notify in case of an emergency, and

the person responsible for paying the bill. Any defini-

tion of family must incorporate relationship dimensions

in addition to biological ties. The core values of the

profession (AOTA, 1993) and the changing nature of

families requires that the occupational therapist and

occupational therapy assistant maintain an open mind

regarding the various definitions of family in order to

provide unbiased health promotion interventions. 

Again, it is important to view the term family from

multiple perspectives. In 1990, the U.S. Census Bureau

(USCB) defined it as follows:

A family consists of a householder and one or more

other persons living in the same household who are
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related to the householder by birth, marriage, or adop-

tion. All persons in a household who are related to the

householder are regarded as members of his or her

family. A household can contain only one family for

purposes of census tabulations. Not all households

contain families since a household may comprise a

group of unrelated persons or one person living alone.

(USCB, 1990, Glossary)

In the 2000 Census, the term family household was

used and defined as follows:

A “family household” consists of a householder and

one or more people living together in the same house-

hold who are related to the householder by birth, mar-

riage, or adoption—it may also include people

unrelated to the householder. If the householder is

married and living with his/her spouse, then the house-

hold is designated a “married-couple household.” The

remaining types of family households not maintained

by a married couple are designated by the sex of the

householder. (USCB, 2001, p. 2)

The evolution of the term family since the 1990 

U.S. Census Bureau definition includes a shift in the

definition of family household. This shift moves from a

household unit that must be related by blood or legal

ties to a definition of family household that includes

people unrelated to the householder. This change is

consistent with how individuals define their own fami-

lies in today’s society. Groups of people who consider

themselves a family may have other characteristics

than a blood or legal relationship. The definition of

family is personal, and the recent U.S. Census Bureau

definition allows for varied group compositions. 

This general definition gives a basic understanding

of what constitutes a family. However, obtaining a defi-

nition that reflects a perspective that is most relevant for

client-centered care involves asking individuals to

describe their family. How the individual family mem-

ber defines his or her family is influenced by individual

characteristics, perspectives of other family members,

perspective of the family unit (i.e., nuclear and extended

family), and other community and cultural considera-

tions. It is important to remember that not all members

will define the family in the same way. This adds to the

complexity of understanding the family unit. 

A family can be conceptualized as a system. A fam-
ily system is a collection of family members with par-

ticular relationships who share a common history of

successes, failures, and aspirations. In family systems

theory, family processes are explained using three core

constructs: organization, morphostasis, and morpho-

genesis. Family systems exhibit organization in the

“consistent, repetitive and predictable patterns of inter-

action that underlie the rules and relationships within

the family” (McKenry & Price, 2005, p. 407). Three

constructs underlie family organization: wholeness,

boundaries, and hierarchy. Wholeness refers to the fact

that each family is unique, and the whole of the family

is greater than and cannot be explained by the sum of

the individual family members. The behavior of one

family member affects all members because of their

interdependence. Boundaries delineate who is in the

family and who is not, and hierarchy describes the

power differentials among family members and family

subsystems (McKenry & Price, 2005).

Morphostasis is how the family system maintains

itself in the face of change. A family monitors signs of

change in the environment and modifies its behavior in

order to maintain as much stability and constancy as

possible in family structure, patterns, and roles. Mor-
phogenesis provides the mechanism for family sys-

tems to change, grow, and adapt. There are two types of

morphogenesis: first-order change and second-order

change. First-order change is a temporary reaction to

stress, while second-order change involves reorganiza-

tion of family life and redefinition of family rules,

roles, and boundaries (McKenry & Price, 2005).

Family Life Cycle 

To understand the physical, developmental, psycholog-

ical, and emotional health of the family unit, the health

factors for the various individuals and those of the

group must be examined. Family health cannot be

viewed as a single moment in time. The “slice of life”

approach offers too simplistic a view of a family’s

health (Carter & McGoldrick, 1999). Families, like

individuals, develop in stages; therefore, the family life

cycle must be considered to more fully understand fam-

ily health. The family life cycle framework includes

those “processes in the multigenerational system as it

moves forward over time” (Carter & McGoldrick, 1999;

Walsh, 2003, p. 8). This framework takes into account

the complexity through which families evolve. The

development of the individual units within a family

(Table 21-1) is considered within the culture in which

they exist and with sensitivity toward the many types of

families in today’s world. For example, 50% of married

partners do not grow old together, so one must consider

divorce, remarriage, and stepfamilies in the life cycle. 

Dynamics of Family Life

Family process is complex and requires consideration

of the needs of each individual, as well as the needs of

the group as a whole. Family groups differ from other
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Table 21–1 Understanding Families at Different Stages of the Life Cycle

Individual Life Stage Family Factors to Consider

Infants • Need to attach to a significant other

• High dependency needs

• Need for stable, safe, and nurturing environment

• Parental role adjustment as infant’s needs predominate

Children • Beginning to be aware of self as separate from significant others

• Beginning to develop relationships outside family

• Parents begin the process of letting go and respecting the individuality of the
child

• Parents encourage self-initiative, independence but are available for children
to come back to

Adolescence • Develop interpersonal competency outside the family

• Importance of peers, managing peer pressure

• Begin transition from reliance on family for attachment to a combination of
family and friends who meet emotional needs

• Activities reflect physical, social, and emotional independence

• Parents learn balance between letting go and providing structure and support

Young adulthood • Individuates self from family of origin—identity

• Family of origin in supportive versus prominent role

Later young adulthood • Self-focus bridges into relationship with significant other

• Builds nuclear family and integrates with family of origin

Early middle adulthood • Depended upon by others

• Contributes to family and community

• Focus is on others rather than self

• Blends intergenerational families

• Time of productivity

Later middle adulthood • Independent again! 

• Shift in family focus—children leave and focus is on couple-hood

• Adult relationships with adult children

• Family expansion to include in-laws and grandchildren

• May care for parents and deal with their mortality

Early older adulthood • Opportunity to review the past 

• Relationships with grandchildren and great-grandchildren

• Potential to connect with children

• Friendships emerge as important social connections
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groups. In addition to the fact that a family group exists

over time, it is important to realize that members may

not be part of a family by choice. According to the bio-

logical definition of the family, relationships begin

with birth and end with death. It is easier to terminate

a legal family relationship, but it still involves far more

than walking away from a social group to which one no

longer wants to belong. 

When attempting to understand how the family form

influences its function, it is helpful to identify the roles

of the various family members, how decisions are

made, the rules of the family, the power balance, and

how problems are solved. These dynamics are outlined

in Content Box 21-1. 

Family history, communication, stress, and other

issues that are process-based, and thus not evident to

most observers, further influence family dynamics.

Family dynamics refers to the interactions and rela-

tionships among the people who are part of the family

unit. Several models have been developed to explain

family dynamics. This chapter addresses a few, includ-

ing the Circumplex Model, the ABCX Crisis Model, a

Competency-Based Family Resilience Model, and the

Family FIRO Model.

Circumplex Model
Process in family relationships can be understood by

exploring closeness and distance, flexible and rigid

boundaries, and response to change. Balance across each

of these areas is critical. For example, one needs enough

of a boundary to provide structure but still allow for nat-

ural or crisis-determined growth. The combination and

interaction among the dimensions of communication,

family cohesion, and adaptability is shown as the Cir-

cumplex Model (Anderson & Sabatelli, 2003; Olson &

Gorall, 2003). Communication serves as the conductor

for flexibility and cohesion. As discussed by Anderson

and Sabatelli (2003), families that can communicate

effectively are more likely to have appropriate balance

along the other two dimensions. Family cohesion is

defined as “the emotional bonding members have with

one another and the degree of individual autonomy a

person experiences in the family system” (Olson, Spren-

kle, & Russell, 1979, p. 5). Adaptability is defined as

“the ability of a marital/family system to change its

power structure, role relationships and relationship rules

in response to situational and developmental stress”

(Olson & McCubbin, 1983, p. 62). 

Understanding Families Under Stress

Stress is a significant factor that impacts family health.

There are several models that discuss stress and the

family. Carter and McGoldrick (1999) identify vertical

and horizontal stresses inherent in all families across

time (Fig. 21-1). The vertical stressors include family

patterns, secrets, and legacies. The horizontal stressors
include life cycle transitions that are normative and

occur throughout the life cycle, as well as unexpected

stressors. The unexpected stressors may include trau-

matic life experiences, such as untimely death, chronic

illness, and accidents. These stressors impact all levels

of the family system. The family deals with these stres-

sors through involvement in multiple systems, which

include individuals, nuclear and extended families,

communities, work environments, friends, and broader

societal systems (cultural, political, and economic). 

ABCX Crisis Model
McCubbin and Patterson (1983) describe how families

cope with stress. This model presents a useful template

when trying to understand how different families cope

with stress. It can be used to understand factors that may

determine why coping with a particular stressor is more

difficult for some families than others. McCubbin and

Patterson (1983) describe the ABCX Crisis Model: “A

(the stressor event)—interacting with B (the family’s
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Table 21–1 Understanding Families at Different Stages of the Life Cycle—cont’d

Individual Life Stage Family Factors to Consider

Later older adulthood • Death of loved ones

• Potential dependence

• Family history dominates, rather than potential for family

• Potential for unique view of life as a reflective process over the life span

• Opportunity for younger generations to gain practical and familiar wisdom

From Family interaction: A multicultural developmental perspective (3d ed.), by S. A. Anderson & R. M. Sabatelli, 2003, Boston:

Allyn & Bacon; The expanded family life cycle: Individual, family, and social perspectives (3d ed.) by B. Carter & M. McGoldrick,

1999, Boston: Allyn & Bacon; Identity and the life cycle by E. H. Erikson, 1959, New York: International Universities.
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crisis meeting resources)—interacting with C (the defi-

nition the family makes of the event)—produce X (the

crisis)” (p. 12). 

The schematic that appears in Figure 21-2 illustrates

the Double ABCX Crisis Model (McCubbin & Patterson,

1983). The precrisis aspect of the diagram reflects the

ABCX model, and the postcrisis part of the diagram rep-

resents the double ABCX model discussed below. 

Stressors can include a normative life event or an

unexpected event. Family resources include factors

related to internal family dynamics; external family sup-

ports and relationships; and material resources such as

those related to money, food, transportation, and shelter.

Each family defines a life situation differently. The com-

bination of the stress, the family resources, and the way

the family defines the situation determine if the event is a

crisis. A crisis exists when the family cannot resolve the

issue and regain a sense of balance; the family system

may then change (McCubbin & Patterson, 1983). 

Double ABCX Model: Family Adaptation

To further understand the potential for health in a fam-

ily unit, one may consider what McCubbin and Patter-

son identify as the Double ABCX Model: Family

Adaptation (refer to Fig. 21-2). This model goes

beyond the event-specific crisis to the ability of a fam-

ily to integrate stressful events over time. The “Double

A” aspect of this model refers to the pile of multiple

stresses over time. McCubbin and Patterson (1983)

identify five types of stressors that contribute to a

“pileup”: the initial stressor, normative transitions,

prior strains, the consequences of family efforts to
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Content Box 21-1 

Dynamics of Family Life 

Roles
• Understanding roles

• Societal norms
• Cultural norms

• Multiple family roles
• Roles of significant others (i.e., spouse, parent)
• Permanent or situation specific
• Interaction (complementary = team, conflict = stress)

• Function of the role
• Supportive
• Productivity (manage activities—i.e. childcare, 

basic resources, etc.)
• Support/productivity

Decision-Making
• Identify and articulate the decision to be made

• Do both parties understand the decision to be 
made and want the same thing?

• Consider: 
• Communication styles and interaction patterns of 

decision-makers
• The beliefs, values, and family-of-origin compo-

nents an individual brings to a decision
• The process used to make decisions

• Desired involvement of various parties
• Resources

• Time
• Information

• Various external factors that influence decisions
• History of decisions and the decision-making 

process

Rules
• Explicit rules
• Implicit rules
• Are rules the same for all family members?
• Cultural rules

• Religious-based rules
• Function of rules: provide structure and regulation

for the family system

Power
• Status—control, influence
• Interaction based
• Situation based
• Cultural base
• Static and/or changing over time
• Internal sense of power
• External perception of power
• Authoritative vs. complementary

Problem-Solving 
• Identify and articulate the problem to be solved.

• Is there agreement that a problem exists, and
is the problem defined the same by family
members?

• Is there a desire to resolve the problem among
family members?

• Brainstorm possible strategies to address the
problem.
• Identify the strengths and weaknesses of differ-

ent strategies.
• Identify a preferred strategy.

• Create an action plan based on the preferred
strategy selected.
• Break down the plan to include tasks, person

(people) responsible for task completion, time
frame anticipated for each task, and any antici-
pated challenges.

• Evaluate whether the strategy was effective in
solving the problem. If problem persists, one
must consider two things:
• Accurate definition of the problem
• Review of other problem-solving strategies

From Family communication: Cohesion and change (6th ed.), by K. M. Galvin, C. L. Bylund, & B. J. Brommel, 2004, Boston: Allyn & Bacon.
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Horizontal Stressors:
Developmental:
Life Cycle Transitions
Unpredictable:
Accidents
Migration
Natural Disasters
Chronic Illnesses
Unemployment
Historical Events
Economic and Political Events

Intrapsychic 
Self 

Physical 
Self 

Immediate 
Family 

Extended 
Family 

Friends 
and Community 

Larger 
Society 

Vertical Stressors:
Racism, Sexism
Classism, Homophobia
Materialism
Family Emotional Patterns
Myths, Triangles, Secrets
Legacies
Violence, Addictions
Genetic Abilities and
Disabilities

Spiritual 
Self 

Time

Figure 21-1 The context for assessing problems.

From “The family life cycle” by M. McGoldrick & B. Carter, 2003, in F. Walsh (Ed.), Normal family processes: Growing diversity and complexity (3d ed., pp. 375–98).
New York: Guilford Press.

Figure 21-2 The Double ABCX Model.

From "The Double ABCX Model of Family Stress and Adaptation: An empirical test by analysis of structural equations with latent variables" by Y. Lavee, H. I. McCubbin,
& J. M. Patterson, 1985, Journal of Marriage and Family 47(4), p. 812. Copyright © 1985 by National Council on Family Relations. Reproduced with permission from
Blackwell Publishing Ltd.
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cope, and ambiguity. The adaptive resources, or the

“Double B” component of this model, involve the indi-

vidual members, the family’s internal supports, and

social supports. Critical resources include flexibility,

adaptability, and appropriate boundaries. 

Two types of family boundaries exist: external boundaries

and internal boundaries. External boundaries delineate

the family from other systems. They determine family

membership by delineating who is in, and out, of the fam-

ily. External boundaries also regulate the flow of informa-

tion between the family and other social systems. Internal
boundaries regulate the flow of information between and

within family subsystems. In addition, they influence the

degree of autonomy and individuality permitted within

the family. (Anderson & Sabatelli, 2003, p. 13)

Boundaries that promote health are open to close-

ness but are not so close that they exclude others or are

stifling. External support can be a huge asset and an

important resource. 

A Competency-Based Family Resilience
Model
Abelenda and Helfrich (2003) describe a model of 

family resilience developed by Marsh and colleagues

(1996) in which a competence paradigm is adopted.

Competency-based models highlight the positive quali-

ties of each family member and identify specific

strengths that indicate capacity to make needed changes

to support family adaptation. These models embrace the

notion that families need information, coping skills to

enable their support of the primary recipient of service,

and support for themselves (Marsh, 1998). Family
resilience is a multidimensional construct that examines

several dimensions of family coping and adaptation

(Marsh et al., 1996), including family burden, coping

skills, adaptive capacity, among others. Five characteris-

tics are suggested to enhance family resilience: highlight-

ing positive qualities rather than fostering helplessness;

engaging in collaborative decision-making; meeting the

information, coping, and support needs of the family;

acknowledging and addressing the needs of each family

member; and encouraging and reinforcing the potential

for family resilience. Resilience is a dynamic and contex-

tual process, dependent in part on the fit between family

strengths and resources with a particular challenge at a

particular time (Abelenda & Helfrich, 2003). It is impor-

tant to acknowledge that some situations may enable

family resilience and others may not.

Family Fundamental Interpersonal 
Relations Orientation (FIRO) Model 
Schaber (2002) describes the Family FIRO Model

(Doherty, Colangelo, & Hovander, 1991) as a means 

to understand what drives an individual’s behavior in

family situations. A major premise is that people have

three interpersonal needs (stages)—to belong (inclu-

sion), to feel some degree of power (control), and to

feel emotional closeness (intimacy). The model is

sequential, in that inclusion precedes control, which

precedes intimacy. In addition, the model is cyclical:

Interactions occur where the unit has the most concern

at the time. The value is in knowing both the sequential

and cyclical features so that the current stage can be

identified and issues relevant to that stage can be

addressed and actively facilitated. Schaber (2002) pro-

posed that applying this model to a family dealing with

a member’s serious, long-term illness would enable

understanding of anxieties among family members and

enable effective collaboration.  

Families give meaning to single or ongoing stressful

situations. Stresses may turn into crises or they may be

resolved. The meaning that a situation has to the fam-

ily ultimately influences the family’s adjustment. Some

people view difficult situations as challenges, and oth-

ers define the smallest inconvenience as a crisis. A

challenge represents an obstacle to overcome and can

be interpreted as a call to action. On the other hand, a

crisis can refer to something that exists and should be

responded to rather than overcome.

The models described above are complex in presen-

tation, understanding, and application. In addition, they

are influenced by other factors, such as multiple stres-

sors occurring simultaneously or in rapid succession

(Burr, Klein, & Associates et al., 1994, as cited in

Galvin, Bylund, & Brommel, 2004). In addition, the

stages of family crisis can influence the stress response

and adaptation. The stages of family crisis include

“shock, recoil, anger, confusion, blaming, guilt and

bargaining, depression and reorganization resulting in

acceptance and recovery” (Galvin et al., 2004, p. 320).

These stages can be used to understand another aspect

that influences family health as individuals within the

family and the family as a unit navigate typical and

unexpected stresses. Health does not require one to be

free of stressors but rather to be able to cope with stres-

sors in a flexible manner. This involves being open to

adaptation and being able to benefit from the emotional

closeness and support of others. 

Families and Community Life

The models discussed in the preceding sections recog-

nize the family as a system related to the larger com-

munity. Family groups are further complicated by

interaction with and being part of a community. For

example, the community of a family with an infant is

different than the community of two aging individuals

residing in assisted living. See Content Box 21-2 for

examples of five different family structures.
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Fully understanding a family and factors that influ-

ence health requires not only consideration of the

immediate community, but also the society in which

they live. For example, unemployment impacts family

access to resources such as health insurance, and living

in a geographic region that has few health-care

providers may further negatively impact family health.

Social systems permeate and influence all aspects of

the family. The ultimate goal for a family is to live a

productive life in a civil society and provide a structure

for functional and civil societal relationships. Families

are considered the building blocks of communities, and

communities are the building blocks of society. 

Society can and often does seem overwhelming and

beyond the control of most individual and family units. In

response to this feeling of being overwhelmed, people

form subgroups of connectedness and intimacy that, 

ultimately, define the larger society. Subgroups can be

based on a variety of social and political factors. The

most personal subgroups involve those identified as fam-

ily. The role of the family in promoting health ranges

from instrumental support, such as transportation, to
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Content Box 21-2 

Variety of Family Structures
Consider these questions as you read the descriptions of family structures below.

1. Who are the people who would be considered the nuclear family for this group? 
2. Who are the people who would be considered part of the extended family of this group? 
3. What types of relationships are possible between the nuclear and extended group? 
4. How would one define the community that the family interacts with? Is it a school community? One based

on social service? A neighborhood? One based on religious practices? 
5. How do the layers of the family group interact with the social system? Are there financial needs? Are there

educational needs? Are there health-care needs? Do these needs require that the family interact with the
social system? 

6. Brainstorm a list of potential stressors that may impact the family, resources that a family may utilize, and
different ways the family could define their life situation.

Family Structure 1
Alison is a single mother. She has a 13-year-old daughter and a 2-year-old son. She has never been married but
has had two long-term relationships with the father of each of her children. The fathers see the children two 
or three times a year. They provide financial support when they have the money. Alison lives in government-
subsidized housing. She has very close relationships with several of the families in her building. Due to urban
renewal, Alison’s building is being torn down, and she has to find a new housing situation.

Family Structure 2
Leslie and Lee are recently married. They have both been previously married. Leslie’s ex-husband lives 500 miles
away. Their three children reside with Leslie and Lee for the academic year and spend summers with their father,
his wife, and her two children from her first marriage. The children range in age from 3 to 17 years. Lee’s former
wife lives in the same neighborhood, and they have joint custody of the children. His children live with their
mother for half the week and then with Lee and Leslie for the rest of the week. Leslie and Lee both work full-
time and are saving money to add an addition onto their current home. The 17-year-old is investigating college
possibilities. A good athlete with a history of learning disabilities and attention deficit disorder, he wants to attend
a university across the country. Leslie and Lee are opposed to this idea.

Family Structure 3
Hal is 80 years old and lives in an assisted-living facility. His wife died 3 years ago. Hal is on a fixed income. His
three daughters and their families (which include 11 grandchildren) live within 4 hours of his home. Hal’s neigh-
bor is worried about him, because he seems to be more easily fatigued and forgetful lately.

Family Structure 4
Stacy is 19 years old. She works full-time and goes to school part-time. She shares an apartment with her two
best friends from high school. Her hometown is 100 miles away, where her parents, grandparents, and two
younger brothers live. Her roommate has been binge eating and purging throughout the semester and has not
attended classes for the past 2 weeks. Stacy observes her in bed when she leaves for work in the morning and
when she returns from classes at 7:00 p.m.

Family Structure 5
Kate and Bill, both 29, married 2 years ago and are the parents of a newborn diagnosed with spina bifida. Both
have graduate degrees in a health-care field. They just bought Kate’s childhood home that is near the church she
attended as a child. Kate’s sister lives three blocks away, and her parents live within walking distance. The neigh-
borhood is child-centered and retains many traditions from Kate’s childhood.
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social and emotional support, such as listening as an aid

to decision-making around a needed medical intervention

or participation in preventive behaviors. 

Impact of Physical Disability 
on the Health of a Family

Families impact the health of individuals, and the health

of family members impacts the family as a whole.

Defining disability varies with each family member.

The child with cerebral palsy has a different impact on

her brother than she does on her mother or father or

grandparents. The person with a disability impacts the

individuals in the family; the family unit; and subgroups

within the family, such as parents or siblings. There are

many factors that combine with a disability that may

enhance or create barriers in an individual’s or family’s

quality of life (QOL). The impact of disability on a fam-

ily’s health has been studied from various perspectives.

The quality-of-life concept is widely used to evaluate

the long-term impact of interventions or perception of

daily life with a chronic illness (Liddle & McKenna,

2000; Mayers, 1995; Pain, Dunn, Anderson, Darrah, &

Kratochvil, 1998; Park, Turnbull, & Turnbull, 2000;

Parkin et al., 1997; University of Toronto, n.d.). Defini-

tions that pertain to QOL have components such as

emotional health, social relationships, physical health,

and productivity. Additional characteristics may include

spirituality, independence, privacy, and financial well-

being. The WHO defines quality of life as

an individual’s perception of their position in life in the

context of the culture and value systems in which they

live and in relation to their goals, expectations, standards

and concerns. It is a broad ranging concept affected in a

complex way by the person’s health, psychological state,

personal beliefs, social relationships and their relation-

ship to salient features of their environment. (WHO,

1997, p. 1)

The Beach Center on Disability (2004) discusses the

concept of family quality of life (FQOL). The Beach

Center website statement on FQOL indicates that fam-

ilies experience a high quality of life when

• family members’ needs are met; 

• family members enjoy their time together; and 

• family members are able to do things that are

important to them. 

According to this definition, family quality of life

involves issues of concern for the family as a unit and

for the individual family members. 

Understanding both the health of a family and the

impact of disability on a family requires input from

various family members. The information shared must

then be understood from perspectives held by two or

more of the individuals identified as family members.

This is a complex process that if done comprehensively

would take much time. To understand family health, it

is critical to be aware of the number and complexity of

these factors. Family health issues may change fre-

quently. As individuals enter new stages of develop-

ment, new issues may emerge. For example, families

with children diagnosed with spina bifida were inter-

viewed using the Beach Center’s FQOL definition

(Poston et al., 2003). Selected for the interview were

three families belonging to three different age groups

of children: early childhood, early adolescence, and

late adolescence. The age ranges were chosen to cap-

ture various developmental stages of the families and

the key issues that described their family’s quality of

life. Results of multiple case studies indicated that

while some FQOL domains were similar for all fami-

lies, others were identified for families with teenagers.

Table 21-2 presents evidence of factors or domains that

describe the perspectives of QOL for a small group of

families in three different age groups.

Areas related to family interaction and to emotional

and social wellbeing were identified by all families. As

the children grew older, issues related to community-

based interaction emerged. The oldest group discussed

issues pertaining to the status of the adolescent who is

preparing to leave the family unit and the protection of

public education laws. These families talked about pro-

ductivity, health, and relationships with professionals

and the schools. This time of transition creates another

lens through which to view health for a family with a

child with a disability. The reality of a child creating an

independent and meaningful life becomes more signif-

icant after puberty. For instance, consider the daily life

of a family with a young boy who has physically

matured. His mother, who has always assisted with his

catheterization, is faced with a new dilemma. Issues of

privacy and boundaries between a mother and a young

man are different than between a mother and a boy

(Moran, 2001).

Impact of Mental and Substance
Abuse Disorders on the Health
of a Family

Family occupations have been identified as being

together, sharing, and affording learning opportunities

(Segal, 1999). Each of these is affected when mental

health or substance abuse issues are present. Mondimore

(2002) discusses typical parent roles to include nurtur-

ing, protecting, and supervising children. He also 

identifies typical family roles such as supporting,

understanding, and encouraging members. These roles

424 SECTION IV Health Promotion and Prevention From an Occupational Therapy Perspective
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are magnified and challenged in families where a child

has a mental disorder or substance abuse problem.

Among the additional challenges to parents in this 

situation are observing subtle behavioral changes, 

analyzing information to decide actions, managing 

treatment schedules, administering medications, and

negotiating the education and health-care systems

(Schumacher, Stewart, Archbold, Dodd, & Dibble,

2000). In the case of a child or adolescent with a men-

tal health or substance abuse problem, the parent expe-

riences great stress supporting healthy development

(educational, physical, social) while simultaneously

advocating for the child’s mental health needs. Parents

often experience isolation and loss of social support

due to lack of understanding and social stigma related

to childhood mental disorders. Mondimore (2002)

clarifies the effects of childhood mental illness on par-

ents by identifying ways that parents support the

child’s recovery. These include recognizing when

actions are symptoms of the illness rather than assum-

ing that the child has control of his or her behavior; get-

ting involved in treatment while navigating how much

involvement is appropriate; and monitoring the child’s

safety in terms of mood, use of substances, and risk of

violence. Because parenting in this situation adds stress,

it is also recommended that the parents and family

members get the support they need to cope with the

child’s condition. This may include attending support
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Table 21–2 Identified Components That Contribute to Family Quality of Life for Families With
Children With Spina Bifida 

Family Identified Quality of Life Domains Shared 

Description of Families by All Three Families

Children Ages: 5–7 • Family interaction

• Family members: Two parents • Social wellbeing
and siblings in each household • Emotional wellbeing

• Home: single family or town house

• Schooling: public or home school

Children Ages: 11–13 • Family interaction

• Family members: biological parents, • Emotional wellbeing
biological mother and stepfather, biological grandparents

• Home: single family or town house • Social wellbeing

• Schooling: public or private middle school • Barriers

• Community supports

• Advocacy

• Transitions

Adolescents Ages: 16–18 • Family interaction

• Family members: single parents—mothers and • Parenting
siblings in each household • Emotional wellbeing

• Home: apartment, duplex, town house

• Schooling: public high school or entering college

From Family quality for children with spina bifida: A family perspective by L. Gore, L. Graves, T. Henry, & K. Goldrich Eskow, May

2002. Poster session presented at the American Occupational Therapy Association Annual Meeting, Miami, FL; Family quality for
children with spina bifida: A family perspective by C. Englar, K. Graham, K. Krupinski, & K. Goldrich Eskow, May 2002. Poster ses-

sion presented at the American Occupational Therapy Annual Meeting, Miami, FL; Family quality for children with spina bifida: 
A family perspective by S. Gore, J. Moran, T. O’Brien, & K. Goldrich Eskow, May 2002. Poster session presented at the American

Occupational Therapy Annual Meeting, Miami, FL.

• Productivity

• Health

• Social wellbeing

• Family/professional partnerships

• School
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groups, engaging in valued routine activities, and bec-

oming educated with resources related to the illness.

Larson (2006) examined the extra challenges that

mothers of children with autism experienced relative to

developing and monitoring family routines. Of particu-

lar note were the child’s preferences for routine but

unpredictability in carrying them out and the mother’s

management of irregular household routines. Orsmond,

Lin, and Seltzer (2007) examined maternal and family

wellbeing in families in which more than one sibling

had a disability. The most common disabilities were

attention deficit disorder with hyperactivity and autism

spectrum disorders. These families had higher levels of

depressive and anxious symptoms and lower family

cohesion. These studies have implications for occupa-

tional therapists providing family-centered care. 

Olson (2006) developed a parent-adolescent activ-

ity group to provide a vehicle to address the challeng-

ing interactions between children with mental illness

and their parents. Results of her qualitative study of the

group effects revealed that the greatest benefit was that

the group “opened a door to positive interaction” not

present before. A study of mothers of sons with schiz-

ophrenia emphasized the value of addressing the ongo-

ing emotional aspects of caregiving for a child with a

chronic, unpredictable, and stigmatizing condition as

well as the mothers’ occupational needs. The use of

occupational history interviewing with the mothers

provided a means to understand and support them in

the care of their sons (Chaffey & Fossey, 2004). A com-

munity capacity-building project was developed to

assist the transition to adulthood of a population of

youth with developmental disabilities. The involve-

ment of the youth and parents using a participatory

approach empowered both groups (Wynn, Sewart, Law,

Burke-Gaffney, & Moning, 2006). These approaches

have promise for occupational therapists interested in

supporting community integration and family quality

of life. 

Influence of Health-Care 
Practitioners on the Family’s
Adaptation

A paradigm shift in health-care recognizes the family

as the critical unit to focus on when providing care.

This shift has required changes in the perspectives of

various professionals toward their work with families.

Perhaps most notable is the continued focus on family

professional relationships as identified in the document

Achieving and Measuring Success: A National Agenda
for Children with Special Health Care Needs (Maternal

and Child Health Bureau, 2005)—a 10-year action plan

to accompany Healthy People 2010 (USDHHS, 2000).

Legislation related to the passage of Public Law 

99-457, which mandated that families become actively

involved in developing education plans for their chil-

dren with special needs, is also relevant. Under this

law, schools have been required to work with families

in developing plans for their children. The initial law

has been updated several times, and implementation

remains an area of concern. Recent literature in the pro-

fessional journals of educators and related professions in

the school system indicates that the goal of the law has

not been fully realized (Brown, Humphrey, & Taylor

1997; DeChillo, 1993; Doherty, 1995; Dunst, Trivette,

Starnes, Hamby, & Gordon, 1994; Gill, 1993; Lawlor &

Mattingly, 1998; McWilliams, Snyder, Harbin, Porter, &

Munn, 2000).

The growing population of individuals with chronic,

progressive diseases such as Alzheimer’s disease and

the impact of care relative to family burden and social

and financial costs has led to studies that address issues

of quality of life (Baum, 1995; Corcoran & Gitlin,

2001; Dooley & Hinojosa, 2004; Rogers et al., 1999).

It has been found that the QOL of caregivers of individ-

uals with Alzheimer’s disease is reflective of the QOL

of those for whom they are providing care (Dunkin &

Anderson-Hanley, 1998). A recent study found that

maintaining everyday occupations was beneficial for

both caregivers and care receivers with Alzheimer’s

disease (Hasselkus & Murray, 2007). A qualitative

study of individuals with Parkinson’s disease and their

family members found that both experienced anxiety

and stress related to alterations in daily routines and

increased social isolation. Providing psychological

support and generating strategies for daily life rout-

ines were viewed as beneficial (Wressle, Engstrand, &

Granérus, 2007). Salmon (2006) used autoethnography

to describe her caregiving process as she supported her

mother who was awaiting nursing home placement.

The coping and grieving processes of the caregiver are

particularly emphasized. Typical caregiver involvement

by occupational therapists includes family education

and environmental modification to enable the highest

level of independent function and quality of life. These

studies have implications for occupational therapists

working with families relative to collaboration and sup-

port of the family unit.

Ideally, family members and professionals work

together as a team. The roles the various team members

play and how they interact is further complicated by the

fact that the team often includes multiple professionals

who work separately with the family. Doherty (1995)

introduced levels of training required for various types

of family partnerships. This demarcation was reviewed

and elaborated upon by Brown and colleagues (1997).
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At the core of both articles is the discussion of the prac-

titioner’s role as she or he engages the family. Family

and therapist roles are complex and can be understood

along a developmental continuum. Content Box 21-3

presents two perspectives: one that focuses on profes-

sional training and the other that focuses on role of the

family. The left-hand column outlines professional

competencies and specialized training needed to work

with families. The skills range from the ability to impart

information and advice to the ability to use effective

communication skills such as reflective listening and

sincere empathy, both of which are needed to demon-

strate competence in “Level III: Feelings and Support.”

The highest levels in this column require advanced pro-

fessional training, as they include intervention skills to

enhance family functioning. The right-hand column

identifies how a therapist can choose to involve the fam-

ily in service provision. This column focuses on the

type of relationship a professional can develop with

family members. Skills in family-professional collabo-

ration are needed for effective family involvement

(Blue-Banning, Summers, Frankland, Nelson, & Beegle,

2004). Each perspective must be adapted to the specific

family and situation. Both perspectives are grounded in

innate skills and common sense, and they require active

engagement and specific skill sets. Taken together, the

information supplies the reader with perspectives for

therapist competencies and levels of family participa-

tion. Both are necessary as professionals explore the

types of relationships they would like to have with the

families with whom they work.

Family-professional relationships are important to

clients and can impact health care. Often neither the

occupational therapist nor the various family members

come to treatment with preparation on how to utilize the

professional relationship in the intervention process. In

order for the therapist to engage a family as a co-client

and understand the family in context, they must know

the range of questions to ask. Occupational therapy

practitioners must have training in the types of interven-

tions that would be effective in a family system once

they know a family’s dynamics. Content Box 21-4

describes several situations to consider. Each situation

reflects a health challenge and is followed with questions

that professionals should consider in determining their

role when developing a relationship with the family.

All participants in a relationship are responsible for

their individual area of expertise. Therapists must be

competent in their professional area of expertise. The

family member is an expert in his or her role within the

family unit. The family member knows strengths and

weaknesses, daily family routines, family relation-

ships, areas of support, and areas of need for each fam-

ily member. 
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Content Box 21-3

Perspectives of Family-Professional
Relationships

Focus on Professional Focus on Role of the
Training Family
Level I: Minimal Level I: No Family
Emphasis  on Family Involvement
Level II: Information and Level II: Family as 
Advice Informant
Level III: Feelings and Level III: Family as 
Support Therapist’s Assistant
Level IV: Brief Focused Level IV: Family as
Intervention Co-Client
Level V: Family Therapy Level V: Family as 

Consultant
Level VI: Family as Team
Collaborator
Level VII: Family as
Director of Service

From “A model of the nature of family-therapist relationships: Implica-

tions for education” by S. Brown, R. Humphrey, & E. Taylor, 1997,

American Journal of Occupational Therapy, 51(7), 597–603; “Bound-

aries between parent and family education and family therapy: The 

levels of family involvement model” by W. J. Doherty, 1995, Family
Relations, 44, 353–58.

Content Box 21-4 

Situations for Reflection

Situation 1
A parent is having a difficult time getting her child to
use his adaptive device. Consider these questions:
How much training does the therapist have in helping
the parent adjust a parenting style? How much does
the therapist know about how the family system
functions? Does the therapist have the knowledge
base to assess the family problems in such a way
that he or she can introduce effective intervention?
What training is required before a therapist can
engage the parent as a consultant?

Situation 2
The adult daughter of an elderly client who is post-
stroke continues to perform ADLs that the client is
able to manage. The therapist would like the client to
increase functional independence. Consider these
questions: What knowledge base and practical skills
does the therapist have to understand why the adult
daughter continues to perform for her parent the
activities he can do alone? What knowledge does the
therapist have to help her understand the motivation
or habits behind this family’s behaviors? 

The answer to many of these questions is that 
the therapist requires focused training to work with
families at Level IV (see Content Box 21-3) for either
situation. 
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Each participant is responsible for communication,

which involves sharing thoughts and feelings (as appro-

priate) in a way that the receiver can understand. Listen-

ing is also a critical component of the communication

process. An ongoing dialogue should involve speaking,

listening, responding, and confirming perceptions with

intentions. It is imperative that the listener hears the

speaker’s intended message. A knowledge base and evi-

dence of good communication skills are essential for

competence in Levels I and II (see Content Box 21-3).

Often therapists and families/clients assume that they

are better communicators than they really are. The

process of listening, clearly and without bias, is critical

to supporting the feelings of another person and when

attempting to solve problems. One must be able to fully

understand the complexity of a presented problem

before any shared intervention can be discussed. Basic

responsibilities include having a sound and grounded

knowledge base and knowing and using effective com-

munication skills.

In addition, a professional must be able to engage in

introspective thinking. Self-awareness must precede

effective use of self. An honest assessment of one’s per-

sonal and professional values will help the practitioner

develop effective partnerships with families. Eskow

(2001) developed a vehicle for self-assessment that

involved analyzing one’s own family and the dynamics

of those relationships. While it is true that developing

relationships requires responsive interactions, the ther-

apist is in the position to begin this process. The rela-

tionship between professional and client/family is not

an equal one. The individual with a health-care need is

seeking a service and is usually paying a fee for it,

while the role of the health-care professional is to

engage in and develop a relationship with a client that

involves the client’s family.

There are many levels of collaboration that can

define a relationship. Mattingly and Lawlor (2003)

define collaboration as a “series of complex interpre-

tive acts in which the practitioner must understand the

meanings of interventions, the meanings of illness or

disability in a person and family’s life, and the feelings

that accompany these experiences” (p. 70). An impor-

tant aspect of this relationship is to spend time under-

standing the type of relationship that the client wants

and then identify the type of relationship you as a pro-

fessional want to engage in. The relationship should

unfold in a way that meets the goals of the individual,

the family, and the professional.

To build a team, one must consider the participants

who are actively involved in intervention sessions and

those who are actively involved in the client’s life but

not present in the intervention session with the specific

therapist. The other team members may include other

professionals, a biological parent or stepparent, sib-

lings, grandparents, neighbors, clergy, and friends. The

grocery store clerk who wraps bundles in a specific

way to ease an elderly customer’s burden may be a crit-

ical member of the nonvisible team. There are many

people who influence day-to-day functioning and help

enhance or detract from the health of a family. An

example of this is the contrast between the situations of

Lisa and Mary, which follow.

Lisa, a 40-year-old woman whose mother and sister

have been successfully treated for breast cancer, was

tested and found to have a genetic malformation that

puts her at high risk for breast cancer. She has friends

who are very active in breast cancer research who

helped her get involved in an MRI study to enhance

early detection of breast cancer. She also decided to

have her ovaries removed as further protection from

breast cancer. Through her job at a major hospital and

with the help of her friends, she built connections with

physicians and related personnel. She was carefully

monitored and developed a collaborative relationship

with the radiologist who, when a biopsy came back

“not quite right,” advocated for additional testing. As a

result, an aggressive form of breast cancer was detected

earlier, and this action could very well have saved

Lisa’s life or eased the type of treatment required.

Mary is a 44-year-old woman who has been com-

plaining of severe abdominal pain for over a year. She

has limited financial resources. Mary saw a nurse practi-

tioner for her gynecological care, but she needed further

testing. After searching for a while, she found a sliding

scale clinic at a local hospital. Several tests were per-

formed that indicated the presence of abdominal

growths. While the test results were available on January

6, she was told she had to wait until January 29 for the

next appointment. Mary was in tremendous pain with

few resources and felt she had no option but to wait.

In these examples, Lisa was able to build a health-

care team through her supportive friends and better

insurance coverage. Her relationships enhanced her

health emotionally and physically. In addition to poor

financial resources, Mary had few emotionally support-

ive relationships. Accessing care can be enhanced

through family and friends who are often important

resources to effect positive outcomes.

Conclusion

This chapter introduced the construct of the family as

it relates to health promotion. In particular, the com-

plexity of understanding family functioning under

various conditions was described. Occupational ther-

apists are interested in facilitating engagement in 

valued occupations and social participation in envi-
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ronments of choice (AOTA, 2008). Embracing a

social model of understanding health promotion, ill-

ness, and disability requires knowledge beyond just

engaging the individual but also supporting families

and communities. In this chapter the authors described

several parameters to understand families in context.

These included a discussion of what constitutes a

family from various perspectives, such as the U.S.

Census Bureau and other sociopolitical views. In

addition, the family life cycle was discussed from the

perspective of several models, including the Circum-

plex Model (Anderson & Sabatelli, 2003), which

addresses family function relative to three dimen-

sions. Other models described families under stress

and include the ABCX Crisis Model (Olson &

McCubbin, 1983), the Competency-Based Family

Resilience Model (Abelenda & Helfrich, 2003), and

the Family FIRO Model (Doherty et al., 1991).

Although each model is well developed, all share the

notion that family education and support are key to

successful adaptation to life crises. 

The role of families in the larger community and

factors that enable families to contribute to the liveli-

hood of their communities were also discussed. The

impact of broad social forces, such as the closing of a

factory in a small community, was addressed as was

the value of developing social subgroups within the

community to promote health. The role of health-care

providers in the adaptation process of a family dealing

with a health crisis was reviewed. The life stages of

each family member were also discussed in terms of

impact. Using literature on family quality of life

(FQOL) to frame the discussion, several case scenar-

ios were used to examine the impact of disability on a

family’s health (Park et al., 2000; WHO, 1993).

A discussion of knowledge and skills necessary for

occupational therapy practitioners to work effectively

with families across the life span is provided through

focused reflection questions, case studies, and self-

awareness activities for the learner. 

Case Studies

The situations presented below involve families con-

figured at different points across the life span. To fully

understand each situation requires awareness of fac-

tors associated with human development and family

life across the life span. Reflective questions were

generated to help the reader explore and appreciate the

complexity of family health. Critical components

include defining the family unit, describing the impact

of the event on each family member and the unit as a

whole, and examining the community context and the

broader social forces that represent barriers and possi-

ble supports. 

Reflective Questions for All Cases
1. What are the stressors that the family member or

family unit is dealing with now? 

2. What stressors have they dealt with in the past?

How are stressors dealt with?

3. What are the important issues to an individual

member and to the family group?

4. What are the habits of the family—what is a 

typical day like? 

5. What are some of the challenges for the individ-

ual? For the family?

6. What are the communication patterns of the 

family group?
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Case Study 21-1

Life Stage: Young Adulthood

In her late 20s, Stephanie was diagnosed with a malignant
brain tumor. At the time of diagnosis, she was the mother
of a 2-year-old and was 6 months pregnant with her sec-
ond child. Surgery was performed successfully, and
Stephanie completed her pregnancy and delivered a
healthy baby. Five months later, the tumor returned.
Stephanie needed surgery and now needs 8 weeks of
daily radiation treatment. The radiation treatment occurs at
a hospital 1 hour from her home. In this situation, health
must be viewed from multiple perspectives.

Questions

1. Stephanie had assistance from her husband when
she first came home, but he now must return to
work to maintain financial stability in the home and
thus cannot drive her to her radiation appointments.
How much help can he realistically provide to
Stephanie and the children? 

2. Stephanie is on medical leave from her full-time job.
How long will the company hold her job open?
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Case Study 21-2

Life Stage: Late Middle Adulthood

Pam and Mark, a couple in their late 50s, moved to an
upper-middle-class suburb. Pam recently was diagnosed
and treated for encephalitis. She had been an active and
well-known anesthesiologist prior to her illness. While
Mark recognizes that his wife has limitations, he contin-
ues his practice as a physician and assumes that Pam can
manage on her own during the daytime hours. As they are
new to the community, there are few people who they
know on a personal level. 

The following events unfold over a 3-month time
frame. The dog that Mark got to keep Pam company is
often seen roaming the neighborhood on its own. The
dog has chased and nipped the neighbor’s young chil-
dren. Often mail and service delivery personnel ring a

neighbor’s door, because Pam seems fearful of strangers
and answering her door. One early morning, a neighbor
hears faint cries for help. He goes into Pam’s backyard
to see if someone is in need of assistance and is
greeted by an aggressively barking dog. Pam is in the
deep end of the swimming pool unable to swim or get
herself out. Fortunately, the neighbor is able to pull her
out of the pool. 

Questions

1. What factors must be considered to promote Pam’s
health within her current situation? 

2. What options do she and Mark have to resolve these
issues?

Case Study 21-3

Life Stage: Adulthood in a Single-Parent Household

Ben is a single father of two sons. One child is in elemen-
tary school, and the other is in middle school. The middle-
school child is a talented musician but struggles with
ADHD. He has a history of disorganization, disruptive
behavior, and poor follow-through with homework. 

Ben’s wife, Donna, recently died from lung cancer at
the age of 40 after a 2-year battle. Donna had never been
a smoker, so the diagnosis was completely unexpected. 

Questions

1. How can the family and school work together to help
the middle-school child achieve a productive level of
functioning? 

2. How does the death of the mother change your 
perspective of this situation or the questions you
would ask?

Case Study 21-4

Life Stage: Older Adulthood

Marlene and Tom are a retired couple in their late 70s. They
live in an apartment in a town just outside a major city. 
Marlene has been diagnosed with arthritis in her spine.
She also has a long list of other medical problems, includ-
ing tuberculosis, high blood pressure, blood clots in the
lungs, and depression. She takes 15 pills a day, and neither
she nor Tom is certain what each pill is for. Tom suffered a
heart attack 15 years ago and had quadruple bypass surgery
10 years ago. Tom continued to work through last year,
when the company he worked for closed. His work role was
a major source of motivation and gratification for him. 

Marlene received two steroid injections to relieve
arthritic back pain. She refused physical therapy, because

she feared it would make her worse. Marlene and Tom
have two grown children who live over 6 hours away and
who have jobs and families of their own. The goal is to
keep the couple as independent in their apartment as long
as possible. 

Questions

1. What criteria would you use to understand the mean-
ing of health for this couple?

2. What additional information would be needed to
more fully understand the situation? 

3. What potential barriers to intervention might be
encountered?
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◗ For Discussion and Review

1. Identify someone you know at a particular stage of

the family life cycle, and discuss issues and chal-

lenges that may arise.

2. Describe and discuss the impact of a serious health

condition on family quality of life and occupational

engagement:

a. Physical health condition

b. Mental health condition

c. Developmental disability

3. Use the Family Resilience Model and FIRO to dis-

cuss the role of the occupational therapy provider

in the following:

a. Early childhood education of a boy with autism

b. Transitioning-age (21) female with cerebral palsy

leaving the education system

c. Thirty-year-old returning war veteran with a trau-

matic brain injury

d. Elderly couple both of whom are Holocaust sur-

vivors, where husband is the care provider and

the wife requires standby to moderate assistance

to complete activities of daily living

◗ Research Questions

1. How do perceptions of family quality of life change

over time?

2. What perspectives of quality of life does each fam-

ily member identify, and how does the perspective

of one family member compare to the perspectives

of other family members?

3. What is the relationship between perceived family

quality of life and perceived health?

4. What components of family quality of life impact

health of the individual with a medical condition or

disability?

5. What aspects of family professional relationships

are perceived as enhancing family quality of life?
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Health Promotion for Individuals 
and Families Who Are Homeless
Georgiana Herzberg and Theresa M. Petrenchik

Give me your tired, your poor,

Your huddled masses yearning to breathe free,

The wretched refuse of your teeming shore.

Send these, the homeless, tempest-tost to me, 

I lift my lamp beside the golden door!

—Emma Lazarus (November 2, 1883; on the Statue of Liberty, New York City Harbor)

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss the impact of poverty on health and
occupation.

• Define and contextualize the problem of home-
lessness.

• Analyze environmental and personal factors that
predispose persons to homelessness.

• Describe the roles of occupational therapists with
the homeless population.

• Discuss the importance of building partnerships
when providing services to homeless populations.

• Describe needs assessment strategies that can
be used to measure the perceived needs of 
service recipients and service providers.

• Develop client-centered, occupation-based 
interventions for persons and families who 
are homeless.

Key Terms

Client-centered practice
Community-based 

practice
Community-built practice

Empowerment
Environmental press
Homeless

Mainstream 
intervention
resources

Occupation-based 
practice

Proprietary consultant
role 

Pro bono 
Service learning

Introduction

Homelessness is a nationwide problem. It is estimated

that at least 2.3 million individuals experience home-

lessness at some time during an average year, and 6% to

8% of U.S. adults are likely to experience homelessness

at some point in their lives (Burt, Aron, Lee, and

Valente, 2001; Toro & Warren, 1999). On any given

night in the United States, an estimated 842,000 people

sleep homeless (or approximately 1% of the U.S. popu-

lation over a 1-year period); of these, 39% are children

(National Coalition for the Homeless, 2006a, 2006b;

Urban Institute, 2000). Currently, between 900,000 and

1.4 million children are homeless each year, with more

than half of these children being under 6 years of age

(Burt, 2001b). Putting these figures into larger perspec-

tive, the estimated number of U.S. residents who expe-

rience homelessness in any given year currently exceeds

the combined annual incidence of new and recurrent

cases of coronary attack and stroke (U.S. Centers for

Disease Control and Prevention [CDC], 2005a, 2005b).

The need for occupational therapy interventions

with the homeless population and the agencies that pro-

vide services to them is great. Within the trap of

poverty and homelessness, one finds virtually every

imaginable human difficulty. Rates of disability, dis-

ease, substance abuse, mental illness, trauma and

abuse, and serious head injury are disproportionately

high in the homeless population when compared with

the general population (Broward Coalition to End
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Homelessness, Inc., 2002; Health Care for the Home-

less (HCH), 2003; Petrenchik & Herzberg, 2002). In

addition, the personal histories of women and children

who are homeless overflow with accounts of abuse,

trauma, housing insecurity, and social isolation. 

Because occupational therapy practitioners grasp

the health-related significance of participation and

occupation, they can make a valuable contribution to

the health and wellbeing of men, women, and children

who are homeless. Occupational therapists and occupa-

tional therapy assistants understand the meaning and

consequences of being without the security of a home.

They are aware of the damage that stigma, discrimina-

tion, and stereotyping can do to a person’s quality of

life and general wellbeing. As health promoters and

advocates, occupational therapists recognize the funda-

mental importance of social and community participa-

tion to a person’s overall health and development. 

In this chapter, the importance of client-centered,

occupation-based interventions that help to provide per-

sons who are homeless with greater resources and

opportunities for social and community participation is

discussed. The problem of homelessness is defined and

contextualized, and environmental factors and personal

vulnerabilities known to influence the occurrence of

homelessness are reviewed. The remainder of the chap-

ter elaborates on several of the many roles, program

development processes, and intervention strategies used

by occupational therapists working with this population.

In the intervention section, programs to empower and

build the personal skills and capacities of individuals and

families in homeless shelters are described, and strate-

gies for building the skills and capacities of agencies

serving this population are discussed. Recent research

and the community-based experiences of the authors are

presented in order to provide insights that guide inter-

ventions that are occupation-based and client-centered.

Homelessness: Definition, 
Context, and Characteristics

The enactment of the Stewart B. McKinney Homeless

Assistance Act in 1987, a predecessor of the current

McKinney-Vento Act (P.L. 100-77), gave the nation the

first federal definition of homelessness. In addition, the

McKinney Act mandated 15 programs to provide a

range of services to people who are homeless, includ-

ing the Continuum of Care Programs: the Supportive

Housing Program, the Shelter Plus Care Program, the

Single Room Occupancy Program, and the Emergency

Shelter Grant Program. 

According to federal legislation, a person or family

is homeless if they

• lack a fixed, regular, and adequate nighttime 

residence; 

• share the housing of other persons due to loss of

housing, economic hardship, or a similar reason; 

• live in emergency or transitional shelters; or 

• have a primary nighttime residence that is a pub-

lic or private place not ordinarily used as a regu-

lar sleeping accommodation for human beings.

Families and individuals who meet the federal defini-

tion of homelessness qualify for services legislated

under the McKinney-Vento Act (P.L. 100-77). A com-

plete definition and related laws are available at http://

www.hud.gov/offices/cpd/homeless/rulesandregs/laws/

index.cfm.

In 1988, the Health Care for the Homeless (HCH)

program was created under Title IV of the Stewart B.

McKinney Homeless Assistance Act. HCH is a feder-

ally administered, competitive grant program for the

provision of health care to homeless individuals. The

goal of HCH is to improve the health status of individ-

uals and families by improving access to primary

health care, mental health services, and substance

abuse treatment. These programs increase health-care

access and decrease service fragmentation through a

combination of outreach, case management, and link-

ages to services such as housing, benefits, and other

critical supports. In 2004, HCH grantees served more

than 600,000 men, women, and children who were

homeless. In 2005, federal appropriations for HCH

were $145 million, an all-time high (Bureau of Primary

Health Care, 2006). 

The McKinney-Vento Homeless Education Assis-

tance Act defines children and youth who are homeless

and ensures that they can attend school and preschool.

This act gives them rights to enroll in school, stay in

school, and get transportation to school, and it encour-

ages success in school. In accordance with this legisla-

tion, local school districts are responsible for organizing

services for homeless children and youth. Occupational

therapy practitioners working within school systems

may provide services to these children.

Poverty: The Defining Context 
of Homelessness
Although income poverty and homelessness are not

synonymous, the two problems are interrelated. For

most, the experience of becoming homeless is rooted in

economic disadvantage. Poverty status dramatically

increases the likelihood of experiencing at least one

episode of homelessness (Burt, 2001a). Once a person

becomes homeless, income poverty and the social prob-

lems that coalesce in an environment of poverty

increase the probability of experiencing repeat episodes
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of homelessness, particularly among female-headed

single-parent families (Burt, 2001a). 

In a large national study of homelessness, income

levels for surveyed single adults and families were well

below the federal poverty line (Burt et al., 2001). The

federal poverty measure was developed in the 1960s as

a method for tracking poverty in America. It is a thresh-

old used to distinguish those who are poor from those

who are able to meet the basic necessities of life (Insti-

tute for Research on Poverty [IRP], 1998). Each year,

the poverty line is adjusted for inflation. The 2006

poverty guidelines appear in Table 22-1. 

Demographic Characteristics 
Because the majority of people who are homeless are

also poor, their demographic characteristics are most

similar to those living in poverty and differ signifi-

cantly from the overall population (Burt et al., 2001).

Data from the 1996 National Survey of Homeless

Assistance Providers and Clients (Burt, 2001a) show

that homeless people are more likely to be African

American than white or Hispanic. Historically, minori-

ties are overrepresented in the homeless population

(Burt, 1999). When compared with housed peers, peo-

ple who are homeless are more likely to live in an

urban central city and be middle aged and single. Edu-

cational attainment among the two groups is similar,

with the majority of both groups having at least a high

school degree or an equivalent. 

Although regional differences in the composition of

the homeless population are commonplace, single men

comprise the largest proportion of the homeless popu-

lation nationwide (Burt, 2001a). However, during the

past 10 years, family homelessness has become

increasingly more common, and nearly 43% of the

homeless population is now comprised of families with

children. While the numbers and characteristics of

homeless persons vary by community and change over

time (Fosburg & Dennis, 1999), the defining character-

istics of people who are homeless are that they are

poor, lack adequate housing, and lack sufficient income

to meet their needs (NCH, 2006b).

Health Disparities and Barriers to Care
Homelessness is strongly associated with poor physi-

cal, mental, and behavioral health. People who are

homeless experience health problems at more than

twice the rate of persons in stable housing (Gelberg &

Arangua, 2001). Forty-two percent report activity lim-

itations, and 46% have chronic health conditions such

as arthritis, diabetes, high blood pressure, or cancer

(National Rehabilitation Hospital Center for Health &

Disability Research, 2002; Urban Institute, 2000). The

prevalence of communicable diseases, such as tubercu-

losis (32% to 43%) and HIV infection (6% to 9%),

among those who are homeless is higher than in the

housed population. 

In terms of mental and behavioral health, one person

in four or five who is homeless will have a diagnosable

mental illness (Federal Task Force on Homelessness

and Mental Illness, 1992). One person in every two

(50%) will have a history of alcohol abuse or depen-

dence, and one person in three (33%) will have a 

history of drug abuse or dependence (Rosencheck, 

Bassuk, & Salomo, 1999). As many as 7 out of 10 peo-

ple in this population struggle with substance abuse or
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Table 22–1 2006 Poverty Guidelines (by Income) 

Persons in Family or Household 48 Contiguous States and D.C. Alaska Hawaii

1 $ 9,800 $12,250 $11,270

2 13,200 16,500 15,180

3 16,600 20,750 19,090

4 20,000 25,000 23,000

5 23,400 29,250 26,910

6 26,800 33,500 30,820

7 30,200 37,750 34,730

8 33,600 42,000 38,640

For each additional person, add 3,400 4,250 3,910

From Federal Register Part V: Department of Health and Human Services: Annual update of the HHS poverty guidelines, U.S.

Department of Health and Human Services, 2006, Washington, DC: National Archives and Records Administration.
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dependence (Toro et al., 1997), and one in five will

struggle with both mental illness and substance abuse

(Toro & Warren, 1999).

Although exposure to violence often precipitates and

accompanies homelessness, the systematic study of

head injury among the homeless population has

received little attention in the literature. Two recent

cross-sectional survey studies of homelessness found an

unusually high incidence of head injury among adults

surveyed. Self-reports of serious head injury were 24%

in a large regional sample of adults in a southeastern

metropolitan area (Broward Coalition to End Homeless-

ness, 2002) and ranged between 33% and 45% in two

probability samples of adults in two northern metropol-

itan areas (HCH, 2003). Comparatively, head injury

occurs in approximately 1% of the general population

(National Center for Injury Prevention and Control,

2007). When compared with their homeless peers,

adults in the southeast who reported a head injury

showed significantly higher rates of self-reported dis-

ability, drug and mental health problems, prolonged

unemployment, and chronic and repeat episodes of

homelessness (Petrenchik & Herzberg, 2002).

Women who are homeless experience poorer physical

health than women in the general population, and more

than 87% have a history of severe physical violence or

sexual assault (Bassuk et al., 1996). Given this level of

violence, the high rates of depression and posttraumatic

stress disorder reported by homeless women are not sur-

prising. Women who are homeless report poorer overall

health and greater lung and stomach problems, anemia,

arthritis, and physical limitations than their housed peers

(Bassuk et al., 1996; Rog, McCombs-Thornton, Gilbert-

Mongelli, Brito, & Holupka, 1995). 

Children who are homeless share many of the same

risks as children growing up in poverty, including

increased risk for adverse health and developmental

outcomes. Although controlled studies of the social,

emotional, and cognitive development of children in

homeless shelters are relatively few in number, studies

indicate these children have disproportionately higher

rates of developmental delay, learning disabilities,

social and emotional problems, cognitive impairments,

and behavioral problems than children in the general

population (Fosburg & Dennis, 1999; United States

Department of Health and Human Services [USDHHS],

1998). Infants in families who are homeless have higher

rates of low birth weight and need special care more

often than other children (Better Homes Fund, 1999;

Shinn & Weitzman, 1996). Nearly one-third of these

children lack essential immunizations (Better Homes

Fund, 1999). As a result of poor living conditions, these

children are at greater risk for chronic respiratory prob-

lems and lead poisoning. Children who are homeless

often lack proper nutrition and go hungry twice as often

as low-income housed children (National Center on

Family Homelessness [NCFH], n.d.). 

Studies of preschoolers, school-age children, and ado-

lescents who are homeless indicate these children have

delays in cognitive, social, and language development,

with language delays most prominent (Rosencheck et al.,

1999; USDHHS, 1998). These children are more often

diagnosed with learning delays, need more special educa-

tion services, and have repeated a grade more often than

other children (Better Homes Fund, 1999; Masten, 1992;

Rosencheck et al., 1999; USDHHS, 1998). Likewise,

homeless children have more stress exposure and signif-

icantly more behavioral and emotional problems than

children in the general population (Masten, 1992;

Rosencheck et al., 1999; Weinreb, Goldberg, Bassuk, &

Perloff, 1998).

Unfortunately, existing services do not match the

needs reported by homeless individuals and families

(Herman, Struening, & Barrow, 1994). People who are

homeless experience barriers to mainstream services,

including insensitive service providers (e.g., lack of

respect, workers’ negative attitudes); negative policies

and procedures (e.g., age discrimination, dehumanizing

rules and regulations); and problems with inaccessibil-

ity, inadequate services, and a generally discouraging

social services system (Applewaite, 1997). This indi-

cates the need to be client-centered when considering

developing new programs and services for this popula-

tion (Finlayson, Baker, Rodman, & Herzberg, 2002).

People who are homeless need health promotion ser-

vices and preventative health care, and their physical

and mental disabilities may benefit from the skills 

and knowledge of occupational therapists (Heubner 

& Tryssenaar, 1996; Tryssenaar & Clarke, 1996;

Tryssenaar, Jones, & Lee, 1999). 

Person-Environment Factors Affecting 
the Occurrence of Homelessness
Over the past two decades, researchers have come to rec-

ognize that the risk factors for becoming homeless are a

complex interaction of structural factors and personal

vulnerabilities (Petrenchik, 2006). Structural factors are

the social/environmental infrastructure in which people

conduct their lives. As shown in Content Box 22-1, fac-

tors that comprise this infrastructure are the quantity,

quality, and price of housing; prevalence of jobs across a

range of education and training levels; health and diver-

sity of the local economy; stability of that economy; and

average pay compared with federal minimum wage. Few

people would be homeless without the structural systems

factors that set the stage for becoming homeless. Within

the context of these social-environmental conditions, the

vulnerabilities and characteristics of individuals affect
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their ability to effectively manage their environment.

When social conditions worsen, even those who are most

able or least vulnerable become susceptible to crises that

may precipitate a homeless episode (Burt et al., 2001). 

Occupational Therapy Roles

Like U.S. society, the population of citizens who are

homeless is composed of culturally and ethnically

diverse groups of men, women, and children. Each of

these groups—including veterans, the elderly, single

adults (male and female), families, and youth—

has unique needs and faces distinct challenges

(Rosencheck et al., 1999). Recognizing this diversity,

a report of the 1998 National Symposium on Home-

lessness Research (Fosburg & Dennis, 1999) recom-

mends that each community collect its own data on

the needs of its homeless population and use this

information to develop interventions uniquely appro-

priate to their situation. Occupational therapists in

these communities must tailor their roles and inter-

ventions accordingly.

The occupational therapist’s roles in serving people

who are homeless are also based upon how the client is

defined. In working with the homeless population,

clients are typically identified as

• individual direct service recipients, 

• intervention groups, and 

• service provider agencies and public/private 

organizations. 

Individual direct service recipients and intervention

groups may include families with and without children,

single adults, veterans, runaway and homeless youth,

persons with mental health or substance abuse problems,

people whose resources have been depleted by medical

costs, and persons who have lost their employment—and

ultimately their homes—due to economic downturns or

natural disasters. Systems-level clients may include pri-

vate and public service agencies, their staff, their govern-

ing boards, multiagency service centers, or their boards

of directors. An ecological, empowerment approach to

practice informs and guides both levels of practice,

direct service, and systems change. The core dimensions

of this empowerment approach to person-environment

practice appear in Table 22-2. 

In the next section, occupational therapy roles are

discussed from the perspectives of persons or families

who are homeless and from that of a systems or sec-

ondary services provider.

Direct Services Roles
Characteristics of the identified population or popula-

tion subgroup and the environment in which services

are provided influence the occupational therapist’s

choice of direct service role(s). In addition, the organi-

zational culture and mission of the service provider

agency in which the occupational therapist works will

influence role identification and implementation. The

physical setting of the agency, staffing patterns, and

available resources will also influence occupational

therapist roles. As shown in Content Box 22-2, indi-

vidualized direct services may be delivered in a vari-

ety of programs. 

Within program settings, the special strengths and

complex characteristics and needs of the direct services

recipient must be identified, respected, and addressed.

Some people who are homeless will require limited assis-

tance, while others will require extensive, and possibly

long-term, support. Each person’s needs, skills, and abili-

ties will change over time in response to the interventions

provided and the occupational performance demands of

the environments in which they must function.

Direct services roles of the occupational therapist are

• intervention specialist with a focus on occupa-

tional analysis, skill building, and environmental

adaptation;

• life skills program group leader or coordinator; 

• vocational evaluator; 

• job developer or vocational coach; 
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Content Box 22-1 

Personal and Structural Factors 
Associated With the Occurrence 
of Homelessness

Personal Factors
Poverty in combination with 

• limited education 
• poor skills 
• mental illness
• physical disability
• lack of social support
• alcohol or drug abuse
• domestic violence

Structural Factors
• Lack of affordable housing
• Fewer employment opportunities for people with

a high school education or less 
• Unlivable minimum wage 
• Removal of institutional supports for people with

severe mental illness 
• Decline in public assistance

Adapted from “Homelessness in America: Perspectives, characteriza-

tions, and considerations for occupational therapy” by T. Petrenchik,

2006, Occupational Therapy in Health Care, 20(3/4), 9–30.
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• advocate; and 

• case manager.

The emphasis of these roles is to foster occupational

performance that enables meaningful participation in

everyday occupations and in occupations that assist the

client in community reintegration. Occupational thera-

pists are skilled in providing direct services designed to

capitalize on client strengths and minimize deficits. 

Systems Roles
Occupational therapists may also choose roles that

indirectly impact the person or family who is homeless.

Roles that provide a secondary service impact and

focus on systems change are advocate, program consul-

tant, community educator, staff training facilitator,

researcher, and community board member. These roles

address the recommendations of the 1998 National

Symposium on Homelessness Research (Fosburg &

Dennis, 1999) for the collection of local data on needs
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Table 22–2 Core Dimensions of an Ecological Empowerment Approach to Practice 
With Persons Who Are Homeless and the Agencies That Serve Them

Core Dimensions Characteristics

Participation • Client-therapist partnerships: Collaborative, nonhierarchical roles; active client
participation in goal identification, program planning, and service delivery

• Client-client partnerships: Development of mutual and reciprocal alliances
between and among clients and consumers

Education • Education is a central feature of empowerment practice 

• An emphasis on client and family education, participatory action research, and
capacity building

Critical Reflection • Provide clients with opportunities for “reflection on action” in the context of
occupational performance and participation 

• Occurs most powerfully through action in combination with dialogue with others

Transformation • To act differently in the environment requires the belief that this is possible

• Key elements: Self-efficacy, assertiveness, realistic appraisal of self and
environment

• Anchoring interventions in meaningful tasks and occupations gives clients
ownership of the process

Competence-Building  • Ecological competence: Skills required for effective action in one’s environ-
in Clients and Communities ment or life space

• Participatory competence: Three interconnected dimensions of personal com-
petence, critical understanding of the sociopolitical environment, and develop-
ment of personal and collective resources for action

Social/Environmental Action • Efforts at the local level must be linked with larger efforts to increase social
equity and access 

Adapted from Person-environment practice: The social ecology of interpersonal helping by S. P. Kemp, J. K. Whittaker, & 

E. M. Tracy, 1997, New York: Aldine de Gruyter.

of Perspectives

Content Box 22-2 

Program Settings for Direct Service
Roles 
• Emergency shelters
• Transitional housing
• Permanent housing 
• Single residency occupancy units
• Food pantries 
• Mobile food programs 
• Soup kitchens/meal-distribution programs
• Physical health-care programs and clinics
• Mental health programs
• Alcohol and drug programs
• HIV/AIDS programs
• Outreach programs
• Drop-in centers
• Jails and detention centers

Adapted from Helping America’s homeless: Emergency shelter or
affordable housing? by M. Burt, L. Aron, E. Lee, & J. Valente, 2001,

Washington, DC: Urban Institute Press. With permission.
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and the development of interventions that are uniquely

appropriate to the local situation. 

Occupational therapists select and implement these

roles to empower clients by acting on the local system(s)

that administrate, guide, or fund direct services. In the

public health literature, empowerment is defined as “a

social action process by which individuals, communi-

ties, and organizations gain mastery over their lives in

the context of changing their social and political envi-

ronment to improve equity and quality of life” (Minkler,

1997, p. 7). It is important to recognize and implement

roles that define the client at a macro level of interven-

tion as does the public health sector. As McColl (1998)

notes, “it seems essential that we prepare occupational

therapy students to work with communities and with

organizations of persons with disabilities and not simply

with individuals” (p. 17). Baum and Law (1998) support

her sentiments, stating, “Occupational therapy practi-

tioners can contribute to those challenges [of the Healthy

Communities Movement, sponsored by the World

Health Organization (1990)] and help to change the

environment and social policy in communities rather

than changing the individual” (p. 8).

Occupational therapists are encouraged to seek out

private and public service agencies serving people

who are homeless. Clients in these system settings

include administrators, staff, governing boards, over-

sight centers or groups, and educational institutions

that collaborate in providing direct services. In these

venues, assessing organizational culture, resource

availability, and the agency’s mission and philosophy

helps the occupational therapist to understand what

programming is likely to be implemented and sus-

tained. Systems level assessment of the characteristics,

service usage, and service needs of the local homeless

population helps to ensure that proposed interventions

have meaning and impact. 

At the direct service level, assessment of environ-

mental stresses experienced by people who are home-

less, as well as their individual strengths and challenges,

helps the occupational therapy professional to develop

client-centered interventions. In contrast, needs assess-

ments that include the perspectives of multiple stake-

holders are the key to developing systems-valued

interventions. Occupational therapy interventions that

facilitate or implement such systems changes are dis-

cussed in the following section. 

Partnership Building 

Partnership building is a first step in establishing col-

laborations to promote the health and wellbeing of

individuals and families who are homeless. Estab-

lishing open communication and a shared culture of

client-centeredness among partners is essential for

the survival and growth of such partnerships. Within

this process, the occupational therapist considers

client-identified service needs and preferences, the

philosophical compatibility between the occupational

therapist and the environmental press of the agency/

organization, and the culture and context where ser-

vices will be provided. Environmental press can be

defined as the impact and demands of the combined

social, emotional, cultural, and physical factors in the

individual’s perceived immediate environment. Each

environment provides certain expectations for behav-

ior and occupational performance, and this is referred

to as press (Kielhofner, 1985). An understanding of

an agency’s mission, philosophy, and culture is

essential to developing occupational therapy pro-

grams that meet the needs of both service recipients

and agencies. 

The choice of a community partner is an important

one because an agency’s culture and service delivery

model establishes which types of occupational therapy

interventions are most likely to be congruent with the

agency’s standard operating procedures. For example, it

may be challenging for occupational therapists to

develop a client-centered health education and advocacy

program in an agency that typically delivers intensive

behavior modification and rehabilitation services. 

In working with underserved populations in com-

munity settings, occupational therapists use client-

centered, process-oriented models of intervention.

Current thinking and best practice approaches for

community interventions recommend the use of 

this type of approach over that of an expert or a 

community-based model (Minkler, 1997). However, in

practice, community interventions include a contin-

uum of community-based to community-built mod-

els (see definitions in Content Box 22-3). 

Community-built programs and community-based

programs meet different community needs, serve dif-

ferent functions, and use different formats for interven-

tions. Some community agencies demonstrate a clear

preference for community-based programs, while oth-

ers use a community-built approach. Both types of pro-

grams are needed to address the diverse needs of

people who are homeless. Both types of programs

appropriately offer occupational therapy interventions.

However, in a community-practice paradigm, the client

is the expert on his or her situation and makes the final

decisions on services (Scaffa, 2001). 

The client, or recipient of services, may be an individ-

ual, family, group, or agency/organization that is the pri-

mary stakeholder in the identified occupational therapy

intervention. Client-centered practice refers to inter-

ventions negotiated between the occupational therapist
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and the client that maximize the potential of the client

for occupational performance now and in the future.

Partnership agencies may or may not share the occupa-

tional therapist’s beliefs about the value and necessity of

client-centered practice. Therefore, establishing and

maintaining open communication and a shared culture

of client-centeredness among partners is essential to the

long-term success of occupational therapy collabora-

tions to promote the health and wellbeing of persons

who are homeless. 

Once partnerships are formed, working relationships

with agency administrators and staff must be developed

and maintained. In the initial phases of program devel-

opment, when an occupational therapist is working to

establish their intra-agency roles and services, commu-

nication and collaboration with agency staff is essential

to promoting a client-centered context for service pro-

vision. For example, an agency partner required that all

residents of the shelter obtain some form of paid

employment within 8 days of acceptance into the shel-

ter, regardless of skills or local economy considera-

tions. This condition of work in exchange for housing

at the shelter reflected staff beliefs that residents must

demonstrate their commitment to helping themselves

in breaking the cycle of homelessness. Those who did

not earn wages within an 8-day period were evicted. 

Another agency mandated that its residents work

only in shelter-related jobs/tasks for a 3-month period

while living at the shelter. One can argue that all work

provides useful learning experiences, both positive and

negative, that can be used in building future job suc-

cess. It can also be argued that people become unable

to envision themselves moving beyond these experi-

ences when they become dependent on minimum wage

or sheltered job situations. The disadvantage to both of

these well-intentioned but paternalistic and coercive

approaches is that the strengths and job skills of the

individual client are not necessarily maximized. 

At one agency, occupational therapists facilitated

the institution of team meetings; the development of

policies regarding the participation of clients in team

meetings; the education of staff about the value of

client-centered service delivery; and the fashioning of

graded programs of interventions to build on individual

client strengths, skills, and needs. For example, one

client who had extensive waitstaff experience but a

poor record of work stability for more than 6 months

indicated to a staff member other than his case manager

that his dream job was to become a chef. An analysis of

the job activity, client strengths, and occupational per-

formance issues was conducted and the shelter’s chef

was convinced to collaborate on a graded internship

plan to build the mandatory skills and work history for

this client to become employed as a line chef. 

The success of this collaboration served as an exam-

ple of the value of client-centered, occupation-based

interventions that could lead to career choices rather

than meaningless, dead-end jobs. Staff and clients prof-

ited from this demonstration of the effectiveness of

client-staff collaboration in setting and achieving goals

that served both the purposes of the individual who was

homeless and the agency attempting to break the cycle

of homelessness.

Other examples of the importance of communica-

tion and compatible philosophy of intervention are the

importance of spirituality or religious traditions in

times of stress and the use of psychotropic medications

among shelter residents. In times of personal challenge,

clients often put additional emphasis on spirituality or

religious traditions to help overcome adversity. Spiritu-

ality is an appropriate area of assessment and interven-

tion for the occupational therapist (McColl, 2003).

However, the occupational therapist must be aware of

the mandated and cultural expectations within the ser-

vice agency regarding spirituality and religion. In some

faith-based agencies, client access to housing, clothing,

food, and employment skills training requires partici-

pation in religious services. In one setting, agency 

staff assumed/expected that the occupational therapist

would help to maintain this policy. Governmental agen-

cies, on the other hand, may expressly forbid religion

or spiritually oriented groups, even when shelter resi-

dents request and act to organize them. 
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Content Box 22-3 

Definitions of Community-Based 
and Community-Built Practice

Community-Based Practice
Skilled services delivered by a health practitioner(s)
using an interactive model with clients. This model
emphasizes the strengths of a specific profession in
eliminating or remediating the problems of the client.
Typically this type of practice is medical system initi-
ated, relies on referrals from other professionals, and
is ongoing over time.

Community-Built Practice
Skilled services delivered by a health practitioner(s)
using a collaborative and interactive model with
clients. This model emphasizes the strengths of the
client and is wellbeing oriented. Typically such a prac-
tice eliminates or resolves client issues by providing
expert knowledge that is not otherwise available to
the client, is issue based, and ends when the client-
defined community has effectively built the capacity
for empowerment.

From Stedman’s Medical Dictionary (27th ed.). Philadelphia: Lippincott,

Williams & Wilkins.
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In these instances, active negotiation for mutually

acceptable compromises that respect the values of all

stakeholders is warranted. Some programs are directed

toward the development of routines and rituals that

support people in their faith. However, discussions of

spirituality and spiritual practices are always client-

directed and nonsectarian. The occupational therapist’s

role as mediator between a shelter resident’s personal

beliefs on the one hand and agency expectations on the

other can be rewarding and helpful. 

Programs that provide services to homeless persons

with substance abuse problems or mental illness are not

uncommon. Twelve-step programs such as Alcoholics

Anonymous or Narcotics Anonymous can be an effective

but highly structured intervention for people with sub-

stance abuse problems. Twelve-step programming may

be specifically offered as an intervention or may underlie

interventions in some shelters. Some shelter programs

interpret the 12-step prohibition on mind-altering drugs

to also include prescribed psychotropic medications.

People with mental illnesses utilize psychotropic drugs

for symptom control and management. When not taking

medications, they may have symptoms or cognitive

deficits that interfere with their ability to accurately

assess reality. 

Research with people with mental disorders indicates

that they are more apt to benefit from programs that

support medication compliance and offer flexible and

supportive approaches that shape behavior more gradu-

ally than classic behavior-modification approaches.

Although well intentioned, the program policies that

prohibit the on-site use of prescription medications for

symptom control and management may be counterpro-

ductive and potentially harmful. In such instances,

occupational therapists assume the role of educator,

consultant, advocate, and possibly mediator, facilitating

the use of evidence-based and best-practice approaches

in community settings. These roles are especially

important in community agencies, particularly those

that are poorly funded, understaffed, and heavily reliant

upon the services of volunteers. 

Establishing and maintaining a client-centered inter-

vention philosophy in community agencies can be

challenging. While all communal living facilities have

rules and policies, homeless shelters tend to be fairly

restrictive environments. The rules governing shelter

life serve two primary functions: (1) maintaining order

and control within the shelter and (2) superimposing

structure and organization onto the lives of residents

(DeOllos, 1997). While rules and procedures are neces-

sary for maintaining order and safety in shelters, gross

power imbalances can aggravate the tension between

staff and residents. Purposeful resistance to staff

demands or inadvertent violations of facility rules can

lead to the sanctioning of privileges and restricting a

resident’s social and community participation. 

Staff responses to rule infractions may include spon-

taneous reactions to a perceived offense and can result

in the immediate removal of privileges. Sometimes

these decisions do not include an appeal process. To

address this problem, one intervention was to establish

an orientation group for residents to provide discussion

of agency expectations and policies. Orientation hand-

outs included simple strategies and suggestions to help

new residents adjust to life in this specific shelter. The

handouts were a useful educational tool because they

could be reviewed when new residents were less

stressed and better able to concentrate. Handouts

helped to increase communication and cooperation

among residents and to decrease the novelty of the

shelter environment. 

Establishing a resident advisory board achieved the

same goals of enhanced communication and consis-

tency by focusing on current client needs and identify-

ing resources to meet these needs. For example, in one

shelter, staff traditionally offered residents the option

of requesting a shelter-prepared lunch to take when

they are out on a job. Through participation in the advi-

sory board, residents were able to share that they rou-

tinely missed breakfast at the shelter, because local

transportation issues forced them to leave for work

before breakfast was served. As a result, residents were

eating their lunches for breakfast. With this knowledge,

takeaway breakfasts and lunches were provided.

Another effective intervention was the development of

a client-run peer center where residents share their

knowledge of computer skills, job search techniques,

safe housing areas, and public transportation routes, in

addition to encouraging others through stories of per-

sonal achievements while living at the shelter.

In summary, collaborations to promote the health

and wellbeing of individuals and families who are

homeless begin with partnership building. Open com-

munication among partners influences the development

and success of interventions. Occupational therapists

can bring people together and facilitate an open dia-

logue among all partners to ensure that everyone’s con-

cerns are addressed even if they cannot be immediately

met. Successful community collaboration programs

benefit all participants—people who are homeless, the

agencies that provide services, the agency staff, and the

occupational therapist. By promoting a shared culture

of client-centeredness and open communication, occu-

pational therapists can establish effective interventions

that meet the needs of multiple stakeholders. Careful

analysis of the culture and environmental press within

an agency helps an occupational therapist to identify

valued and effective roles within the partnership and to
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implement programs responsive to client-identified

needs and preferences. The next section discusses the

process of analyzing cultural/environmental press and

determining occupational therapy roles. 

Needs Assessment

An initial step in formulating community intervention

programs is information gathering and analysis of con-

text (Fazio, 2001). One place to begin is to determine

the community needs where services are being con-

sidered. Identifying the specific needs of the target

population includes the perceived needs of service

recipients and service providers and the objective

needs of clients. Determining discrepancies between

objective and felt concerns helps the occupational

therapist to identify unmet needs. Existing community

resources and programs must be identified to deter-

mine services currently available and whether these

services are accessible and effective. Conceptualizing

occupational therapy interventions within a continuum

of care or network of services is essential to identify-

ing and implementing useful and effective occupa-

tional therapy roles. 

Identifying Direct Service Needs
In the spring of 1999, the authors conducted a needs

assessment to facilitate development of an occupation-

based program at a homeless shelter in Florida 

(Finlayson, Baker, Rodman, & Herzberg, 2002).

Occupation-based practice provides goal-directed

interventions focused on the meaningful and purpose-

ful everyday activities of a client. Research supported

the notion that interventions are most effective when

both direct services and systems needs are considered.

This qualitative study used participant observation,

focus groups, and reflective journals from direct ser-

vices recipients, agency staff, and occupational ther-

apy students. Three primary themes emerged from the

data: the “hunt for meaning and focus,” “get a job,”

and “uncommon ground.” The “hunt for meaning and

focus” theme predominated for the shelter residents,

while “get a job” predominated for the staff. Herzberg

and Finlayson (2001) provide a detailed history of the

process and outcomes of this study. Finding meaning

and focus in their lives was the main concern of the

shelter residents. These people expressed the desire to

get more out of life while recognizing that identified

basic needs must be met in order for this to happen. A

significant part of this theme was the clients’ readiness

to change their own situation, to seek assistance, and

to accept assistance to get where they wanted to be.

While the “hunt for meaning and focus” was strong in

helping clients set direction for their lives, it was

apparent that this drive was also very fragile. Clients

talked about how difficult it was to maintain hope and

courage when they were not seeing rapid progress

toward their goals.

The ups and downs inherent in breaking any cycle led

to a narrow focus of intervention by both clients and

staff—that of getting a job. The overriding theme emerg-

ing from the staff focus group was the message that the

primary focus for people living at the shelter should be

to get a job. Embedded within this message was a sec-

ondary theme that having a job, regardless of type, was

going to end a person’s experience with homelessness.

The occupational therapy students’ journals, on the

other hand, reflected concerns that getting a job is a

complex process that involves many aspects of the 

person—their skills and abilities, their hopes and

dreams, and the realities of the environment. Journal

entries reflected the students’ discomfort and confusion

with the focus on getting a job rather than on building 

skills that would serve the client in the longer term

(Finlayson et al., 2002). The students recognized that

people under stress have increased difficulty in priori-

tizing tasks and following through. In addition, verbal

and behavioral skill sets that facilitate survival on the

streets by keeping others away (to ensure personal

safety) are not necessarily compatible with the skill

sets needed for success on a job. 

It is not uncommon for clients and staff to assume

that if clients had a job and were earning money, they

would not be homeless. Individualized services are

needed because physical or mental disability may limit

the ability to engage in the quantity or quality of work

necessary to secure or maintain gainful employment.

That said, systems factors completely out of the control

of the homeless person may make quick reentry into

the job market impossible even if the person were to

surmount personal barriers. One consideration is that

the available jobs may not provide a living wage in that

locale. Jobs that are available may not offer health ben-

efits adequate for the current and future needs of peo-

ple who are homeless and more likely to be living with

chronic disability or disease. For these reasons, occu-

pational therapists must recognize the need for client

advocacy and staff education roles that support direct

services interventions. Anecdotal practice experience

and health promotion research (Smedley & Syme,

2000) indicate that direct service interventions alone

are insufficient. 

Like the findings of previous studies (Toro et al., 1997;

Toro & Warren, 1999), the needs assessment found that

both residents and staff were aware of the added chal-

lenges presented by substance abuse and dependence

within the cycle of homelessness. Occupational therapists

have a history of providing direct services interventions
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to people with substance abuse and substance depen-

dence problems, although typically these services are

provided at inpatient units that control patient interac-

tions with the outside world. Working with people who

are homeless and have addictions requires assessment of

systems demands and of the individual’s personal

strengths and vulnerabilities. 

In many shelters, residents must be out of the shelter

during the day but remain substance free. This creates

added stress for those residents who must deal with the

physical and psychological assaults of substance with-

drawal. These residents must implement new, substance-

free ways of coping with the frustrations that are a part of

normal daily life, adjust to the dependence and rules of

living in a shelter, and find a job. Interactions between

people who are homeless and agency staff are further

complicated by the fact that shelter staff members must

enforce abstinence rules for the safety and wellbeing of

others living in the shelter environment. In most shelter

settings, clients under the influence of a substance are

automatically denied entry. An individual who is free of

overt symptoms of drug use when they enter the shelter

environment may still be excluded from staying at the

shelter on the basis of results of random drug tests. There

are few, if any, concessions made that allow shaping of

behavior. Occupational therapists can adopt advocacy

and education roles to mediate this discordance and to

support direct services interventions. 

Building the personal and employment-related skills

of persons who are homeless is not the only means to

promoting health and wellbeing in this population.

While the needs and challenges of these persons are

great, much work is needed in addressing the societal

factors that create the conditions for homelessness to

occur. Without such efforts, homelessness and its 

concomitant health problems are likely to persist. An

Institute of Medicine review of social and behavioral

health promotion research (Smedley & Syme, 2000)

concluded that 

while some behavioral interventions have succeeded in

improving health behaviors, many narrow, individually

focused models of behavior change have proven insuf-

ficient in helping people to change high-risk behavior.

. . . It is unreasonable to expect that people will change

their behavior easily when so many forces in the

social, cultural, and physical environment conspire

against such change. If successful programs are to be

developed to prevent disease and improve health,

attention must be given not only to the behavior of

individuals, but also to the environmental context

within which people live. (p. 4) 

As professionals concerned with optimizing health

and wellbeing through occupation and participation, it

is vital to understand that addressing the needs of peo-

ple who are homeless is far more complex than simply

evaluating education and technical skill levels or hav-

ing the ability to communicate appropriately with

supervisors and peers, to sustain work quantity or qual-

ity, or to comprehend and solve problems. Direct ser-

vices interventions must help the individual to find

meaning and focus and to satisfactorily meet current

and anticipated environmental demands for occupa-

tional performance, and the interventions must support

and nurture fragile hopes, dreams, and successes. How-

ever, the components of occupational performance

must be examined against a contextual backdrop of 

service agency culture and the local economy. Occupa-

tional therapists must be aware of the need for advo-

cacy and education to mediate and improve direct

services environments and to impact policy. 

Systems Level Analysis
Occupational therapists can collaborate with municipal

agencies, community organizations, service providers,

and consumers in planning and evaluating the delivery

of health and human services for individuals and fami-

lies experiencing homelessness. Collecting and analyz-

ing local data for the purpose of service planning and

delivery for persons who are homeless is considered a

best-practice approach in communities nationwide

(Fosburg & Dennis, 1999). Technical and research

assistance in conducting and analyzing biennial coun-

tywide census survey and needs assessment for the

Broward Coalition to End Homelessness, Inc., is a 

systems level occupational therapy approach. In this

intervention, the client is defined as a 50-member,

countywide, umbrella coalition of private- and public-

sector agencies serving people who are homeless.

Occupational therapists facilitated the occupational

performance of this coalition in a systems level inter-

vention. Some of the data resulting from this interven-

tion are presented here to lay the groundwork for the

direct service interventions discussed next. 

Every other year, using current U.S. Housing and

Urban Development (HUD) guidelines for determining

homelessness, the Broward Coalition to End Homeless-

ness, Inc., collects survey data to identify characteris-

tics, service usage, and service needs of their local

homeless population. In 2002 and 2004, the survey data

were analyzed to identify the unique needs of our local

population. In 2004, they found that 54% of the popula-

tion had been homeless for less than 6 months. Twenty-

two percent reported being homeless for less than 

30 days with an additional 32% reporting homelessness

of 1 to 6 months’ duration. Eleven percent of our popu-

lation reported homelessness of 5 or more years’ dura-

tion (Broward Coalition to End Homelessness, Inc.,
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Table 22–3 2002 Broward Coalition to End Homelessness Census Survey: Selected Services
Used and Needed but Not Currently Perceived Accessible by Sheltered and
Unsheltered Individuals

SHELTERED (N = 540) UNSHELTERED (N = 1001)

Services % Used % Needed % Used % Needed

Meals 59 6 53 20

Mental health outpatient 27 4 11 9

Substance abuse outpatient 26 1 9 7

Life skills training 29 6 5 10

Job training 11 14 6 22

General medical care 35 9 11 18

2002). The stresses for each of these groups, and their

intervention needs, are different. Table 22-3 shows

responses of individuals and Table 22-4 shows the

responses of families regarding services used and

needed but not currently perceived to be accessible.

This information is of particular interest to occupational

therapists.

A subanalysis of the data found that services used

and needed by survey respondents differed by sheltered

versus unsheltered status, as well as by individuals and

families with minor children. A finding of importance

to occupational therapists was that approximately 24%

of all respondents reported they had sustained a severe

head injury in the past. This finding is clearly different

from the incidence of acquired brain injury in the gen-

eral population of approximately 1%. Further analyses

of this finding are currently being conducted to learn

how respondents defined a severe head injury and how

they acquired it. Possible causes that have ramifications

for the direction of occupational therapy direct services

interventions are domestic violence, substance abuse,

aggressive interpersonal behaviors, susceptibility to

street violence, and inadequate problem-solving skills

that create a hazard to personal safety. Service providers

need to know if there is a need for adapted case man-

agement and educational or skills programming for

some or all of these individuals who may have cogni-

tive deficits. 

The report was distributed to all member agencies to

assist in the coordination and planning of intervention

services. Even though occupational therapists are not

involved in direct services with the majority of these
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Table 22–4 2002 Broward Coalition to End Homelessness Census Survey: Selected Services
Used and Needed but Not Currently Perceived Accessible by Sheltered and
Unsheltered Families

SHELTERED (N = 81) UNSHELTERED (N = 207)

Services % Used % Needed % Used % Needed

Meals 23 0 22 17

Mental health outpatient 10 4 7 8

Substance abuse outpatient 10 4 6 9

Life skills training 15 2 4 11

Job training 9 9 7 18

General medical care 15 9 8 17
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agencies, this systems level needs analysis allows occu-

pational therapy input. These analyses are valuable to

the coalition-member client in planning meaningful

and purposeful direct service interventions. 

In summary, occupational therapists facilitate occu-

pational performance and participation based on needs

assessment at the systems level and at that of the indi-

vidual recipient of services. Assessing environmental

context, resources, and intervention philosophy helps

to understand what programming is likely to be imple-

mented and sustained. Systems level assessment of the

characteristics, service usage, and service needs of the

local homeless population helps to ensure proposed

interventions have meaning and impact. At the direct

service level, assessment of environmental stresses

experienced by people who are homeless, in addition to

assessment of individual strengths and challenges,

helps to develop client-centered interventions. Needs

assessments that include the perspectives of multiple

stakeholders are the key to developing systems-valued

interventions. The next section provides specific exam-

ples of interventions that are based on needs assess-

ments and are guided by an empowerment approach

and the Canadian Model of Occupational Performance

(Townsend, 1997). 

Sample Occupational Therapy
Interventions

Since 1998, Nova Southeastern University Department

of Occupational Therapy faculty, students, and gradu-

ates have filled various volunteer and paid roles at a

local emergency homeless shelter. Direct service roles

include intervention specialist focusing on occupa-

tional analysis, skill building, or environmental adapta-

tion; life skills program group leader or coordinator;

vocational evaluator; job developer or vocational

coach; advocate; and case manager. Systems change

roles are those of advocate, program consultant, com-

munity educator, staff training facilitator, researcher,

and coalition board member. 

Occupational therapists are known for client-

centered interventions that help people to move from

“where they are” to where they would like to be in

terms of meaningful engagement and participation in

all aspects of life. Occupational therapy theories and

frameworks help to guide goal-directed interventions,

and theory facilitates the ability to articulate the 

benefits and the uniqueness of occupational therapy

interventions to both service recipients and agency

staff. Adherence to the Canadian Model of Occupa-

tional Performance (CMOP) as a theoretical perspec-

tive ensures greater coherence in interventions and

helps maintain the focus of full participation by

clients (Herzberg & Finlayson, 2001). 

The CMOP was chosen for use at the shelter

because of its emphasis on the dynamic interaction

between person/environment/occupation and client-

centered occupational performance. The CMOP

emphasis on spirituality at the core of the physical,

cognitive, and affective performance components was

culturally relevant for both the direct services clientele

and the service agency. The emphases of the CMOP

facilitate communication that allows people to make a

cost-benefit analysis regarding their participation in

interventions. In this section, information is provided

on the kinds of direct service group programming and

developmental screenings that were conducted. In

addition the substance and importance of systems level

interventions are discussed.

Interventions With Adults
Maslow’s hierarchy states that basic needs for food,

shelter, and safety must be resolved successfully before

attention can be directed to other tasks (Maslow, 1971).

Uncertainty regarding one’s ability to meet basic needs,

the physical dislocation from where one was living,

and the psychological effects of loss of home and per-

sonal expectations of one’s success and competency

can result in nonclinical and clinical depressive states.

Consequently, direct service occupational therapy inter-

ventions must carefully consider the individual’s stabi-

lization, the client’s expressed needs and goals, and the

individual’s current ability to engage in tasks or learn-

ing that go beyond the demands of basic survival. 

The first step is to identify purposeful and meaning-

ful occupations in which the client chooses or is

expected to engage. One of the key areas of discor-

dance between shelter residents and staff was percep-

tions of the residents’ productivity needs and how these

needs were best addressed (Finlayson et al., 2002).

Residents identified that they needed better skills 

to find a job and needed confidence for job interviews.

They talked about not knowing how to deal with a

criminal background when filling out job applications.

Residents also expressed a desire to learn more about

computers and to gain computer skills that would help

them find a job. Staff members also raised the same

issues of knowledge and confidence. Throughout the

data, it was apparent that both clients and staff recog-

nized the small steps that needed to be addressed

before clients could get and keep a job. Nevertheless,

the here-and-now focus of the shelter’s clients and staff

was on “get a job.” 

Many group interventions are themed around “get a

job” but also address the underlying prevocational

skills of effective communication; the ability to work
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with consistency, care, and attention to quality of

effort; coping skills; and the appropriate exercise of

judgment and problem-solving skills. Discussions and

activity groups themed around issues of self-disclosure

of problems with substance abuse or dependence, men-

tal illness, current living situation (i.e., the shelter),

self-concept, legal issues, or dysfunctional relation-

ships or activities are conducted after assessment of

resident interest and abilities. 

Some groups are gender specific and address sexual-

ity, relationships, parenting issues, self-esteem, and

assertiveness. Other groups build specific skills, such as

filling out job applications, interviewing, dressing for

job success, clarifying supervisor communication, deal-

ing with conflict, managing anger, and improving cop-

ing skills. Some groups address time management, use

of energy and resource management, money manage-

ment and budgeting, productive and satisfying use of

leisure time, goal setting, building friendships and

effective personal support systems, and giving back/

making a meaningful contribution to the lives of others.

See Content Box 22-4 for an overview of themes of

groups conducted by the occupational therapists. 

For persons with disabilities who live at the shelter,

occupational therapists provide screening, individual-

ized consultation for activity, and environmental adap-

tation with agency staff regarding disability limitations

and needed accommodations. They also provide educa-

tional information on disease processes and manage-

ment for staff and residents when appropriate. 

All groups include an activity component in which

the participants are called upon to demonstrate the

principles or themes of the session. Because of the

identified incidence of head injury, student group lead-

ers prepare modifications to planned activities to

ensure successful inclusion of people with varying lev-

els of ability. Typically, a theme is emphasized during

a 1- to 2-hour session with a series of activities. These

activities move from simple to complex, from low

interpersonal demand to higher interpersonal demand,

and from concrete to abstract thinking. To reinforce the

session theme, each session ends with verbal reflection

from participants. The group members reflect on

• what each participant liked or disliked and why, 

• what each participant learned from the session,

and 

• what he or she will take from the session to help

him or her in the future. 

While topics differ from session to session, the format

remains consistent. The session topics and format sup-

port an empowerment approach and are consistent with

the theoretical base of the Canadian Model of Occupa-

tional Performance.

Session participants report high levels of satisfaction

with these client-centered, occupation-based interven-

tions. They report feeling that their input and participa-

tion are respected and valued. This in turn facilitates

the educational aspects of the session. Residents value

the opportunity to practice skills, work collaboratively

with health-care professionals, and share communica-

tion and successes in a supportive environment. 

Interventions to Empower Parents
A direct service that is provided for families living at the

shelter is developmental screening of their children.

Poverty and homelessness increase risk factors for

developmental delays. In addition, the physical and psy-

chological stressors associated with experiencing home-

lessness may negatively impact a parent’s ability to

meet the parenting and developmental needs of their

children. The purpose of these screenings is to provide

parents with a baseline measure of their child’s develop-

ment that educates and empowers. Through these devel-

opmental screenings, the occupational therapy faculty

and students disseminate knowledge about normal

developmental milestones, teach skills, support parental

efforts to facilitate normal development, alert parents to

developmental delays, and generate documentation that

allows parents to access mainstream intervention

resources. Mainstream intervention resources are
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Content Box 22-4

Themes of Group Interventions 
With Adults
• Stress management (leisure skills, time 

management, coping skills)
• Self-care training (nutrition/cooking, health and

safety, medication management, hygiene, 
grooming, dressing)

• Community living skills training (clothing care,
money management, shopping, public 
transportation, landlord and roommate issues,
room maintenance, community resources)

• Prevocational services (task skills, aptitude 
testing, job structuring, interviewing and 
application activities, job coaching)

• Social and interpersonal skills (assertiveness, 
self-expression, conflict resolution, basic 
conversational skills, friendships)

• Home and neighborhood familiarization for those
individuals transitioning into permanent housing to
increase knowledge of local resources and 
transportation

• Individualized assistance to secure needed home
items (furniture, bedding, kitchen items, etc.) 
and create a pleasant, livable, and personalized 
environment
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those that accommodate or mediate identified cate-

gories of disabilities or disabling circumstances and are

widely known to the general population (i.e., special-

ized school programs or intervention services). 

Another purpose of the screenings is to provide a

faculty-supervised service learning experience for first-

year, graduate-level occupational therapy students who

are studying assessment and evaluation. Service learn-
ing refers to educational experiences meeting the learn-

ing requirements of the student while providing needed

services to another individual or agency. Second-year

students also volunteer to participate to gain more

experience with testing, interviewing, and interacting

with parents and to demonstrate leadership and role

modeling for first-year students. The students practice

the professional skills that will help them to empower

their future clients and these families. 

Parents request evaluation via a consent form that

identifies basic demographic information on the child

and allows identification of any specific parent con-

cerns. The supervising therapist returns a copy of this

form to the parent with type of screening conducted,

screening results, recommendations for follow-up if

needed, and directions on how to arrange follow-up. 

The Denver II (Frankenburg, Dodds, Archer,

Shapiro, & Bresnick, 1992) screening tool has been

used for children from birth to 6 years of age, and the

FirstStep Screening Test for Evaluating Preschoolers

(Miller, 1999) has been used to screen children from

2.9 to 6.2 years of age. Both tests were selected for

their ease of administration and their visual representa-

tion of results. The selection of an assessment is based

on the child’s age and the occupational therapy super-

visor’s clinical judgment. In part, this choice is influ-

enced by the therapist’s judgment of its usefulness as a

teaching tool for the parent. Some parents are better

able to understand normal development using the age

and behavior cues on the Denver II, with its contextual

reference of the expected behaviors of children within

the age range it covers. 

Children 6.2 years and older are screened with an

observational tool that the authors developed, which

allows assessment of gross and fine motor skills,

visual-perceptual skills, ability to conceptualize and

execute an idea, and psychosocial issues. The children

respond positively to it, often asking when they can

return to “play some more games” with the occupa-

tional therapy students. It allows the observation and

discussion of child behavior with the parent as it

occurs, in addition to educating the parent on normal

developmental behavior. 

Screenings are conducted at the shelter between

6:30 and 8:30 p.m. twice per month. Since residents are

expected to leave the shelter by 7:00 a.m. and may not

return to the shelter until after 5:00 p.m., families may

have already had a very long day prior to the scheduled

screening. Children who are obviously tired are

rescheduled for another time. 

After completion of the appropriate screen, the

supervising therapist signs the dual purpose consent/

recommendations form and provides the parent with a

copy. Handouts to educate and enrich parent-child

interactions and directions for individualized follow-

up, if needed, concludes the screening session.

Systems Level Interventions 
Public funding for services for people who are homeless

is usually very limited, and programs rely heavily on

faith-based interventions and volunteer staff. Agencies

often utilize less well-trained staff to provide direct ser-

vices. Community-university partnerships are one solu-

tion to improving the quality of services to homeless

people by improving the knowledge level of agency

staff. Contractually or as a part of the university service

mission, Nova Southeastern University faculty consult

on specific clients or topics and provide evaluation ser-

vices or educational experiences tailored to the needs of

agency staff. In the local area, on both a pro bono and a

consultant basis, occupational therapists associated with

the university provide staff education on

• how to respond therapeutically to anxious indi-

viduals and those experiencing posttraumatic

stress disorders, cognitive deficits, major mental

illnesses, or substance abuse problems;

• techniques for helping clients engage in goal-

directed activities;

• how to maintain therapeutic roles and personal

equilibrium; 

• principles of needs assessment; and

• documentation skills. 

The community-university partnership began with

proprietary and pro bono occupational therapy consul-

tant roles. In the proprietary consultant role, services

are provided on a fee-for-service basis with the intent

of producing a profit. Pro bono refers to services pro-

vided without cost to the client. 

The community-university partnership evolved to

include master’s level occupational therapy students as

part of a 4-year training grant (1-D37-HP-00755-01)

funded by the U.S. Department of Health and Human

Services, Health Resources and Services Administ-

ration (HRSA). The grant provided interdisciplinary 

training experiences for students to build team- and 

discipline-specific technical skills; to develop applied

research skills via data gathering, analysis, and dissem-

ination; and to make an important contribution to the

health and wellbeing of this population. It provided
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required and volunteer experiences for students from

occupational therapy, communications disorders (speech-

language pathology and audiology), optometry, and

conflict analysis and resolution. Faculty-supervised

professional services are provided via this “wraparound

partnership” that applies state-of-the-art theory and

techniques to services for people who would otherwise

have had little or no access to them. 

Outcomes research on student perceptions of this

program’s impact is very positive. Students reported

that while they may not seek initial employment with

agencies specifically serving underserved or minority

populations, the learning experiences at the homeless

shelter were valuable to them. Students report that this

experience helped them to become more knowledge-

able, empathetic, and client-centered. They report it

changed how they perceived their professional role and

how interventions should be selected and implemented. 

Because homelessness is a growing social concern,

states have developed oversight or coordinating boards

from city, county, and state-level coalitions of public and

private services agencies. These boards benefit from

interactions with occupational therapists who choose to

implement advocacy, educational, or consultant roles at

this level. In the community consultant role, the occupa-

tional therapists note effectiveness in serving the infor-

mation and research needs of the local coalition of

homeless service provider agencies. Identification of the

patterns of needs and services provided and desired now

influences service planning and funding in the county. 

This evidence helps coalitions and individual agen-

cies to negotiate outside services and funding. It also

helps local agencies to evaluate changing use and need

patterns. The analyses of client-reported challenges to

successful occupational performance are also used to

define local need for state and federal funding opportu-

nities. As a result of these efforts, an occupational ther-

apy faculty member was invited to join the board of

directors of the local county coalition of providers. This

is a direct result of the value accorded the community-

university partnership and, specifically, the occupa-

tional therapy component of this partnership. 

Conclusion

In this chapter, the federal definition of homelessness
and the characteristics and context of homelessness

were discussed. Person-environment factors that influ-

ence the occurrence of homelessness in the United

States were introduced, and the direct services and sys-

tems roles that occupational therapists fill in working

with this population were outlined. 

In the needs analysis and interventions sections, envi-

ronmental factors were described that influenced pro-

gram design and implementation. Client-centered and

occupation-based programs to empower and build the

skills and capacities of clients were discussed. Those

clients may be individuals; families; organizations; or

local, regional, state, or national groups or boards. 

People who are homeless benefit from direct service

interventions and systems change interventions designed

by occupational therapists. Research in the field was pre-

sented along with experiences and interventions for

underserved shelter residents who previously had little,

if any, contact with an occupational therapist. The

authors hope other therapists will benefit from the

knowledge gained and will be encouraged to develop

additional programs to optimize health and wellbeing

through occupation and participation for persons who

are homeless. 
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Case Study 22-1

John, a 24-year-old male, received an honorable discharge
from the U.S. Army 1 year ago following 4 active years of
service. While in the military, John spent a 15-month tour
in Fallujah and Baghdad, Iraq. While there he lost three pla-
toon members and was forced to shoot and kill several
suspected terrorists. He has been transferred to the Indi-
vidual Ready Reserve (IRR) for the remainder of his mili-
tary service obligation. This means he can be recalled to
active duty during a time of war or natural emergency until
the 8 years have expired. 

Over the past year, John has been staying on his sin-
gle mother’s couch of her cramped one-bedroom apart-
ment. Beth, John’s mother, has noticed him displaying

some odd behaviors ever since he returned home from
active duty. She often cries herself to sleep because she
misses the sweet boy who left her straight out of high
school 5 years ago to pursue his dreams of becoming an
infantry soldier and one day attending college. John has
not been able to hold a steady job over the past year; he
has a hard time concentrating and sleeping and often
wakes up in the middle of the night making noise around
the apartment. He has not displayed any positive or lov-
ing feelings toward his mom since his return. John’s
mother, thinking some tough love will bring him to real-
ity, forces John to find his own place to live and to get a
steady job. 

Continued
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John started off doing well on his own and was able to
keep a job for 2 months. One day, while John was walk-
ing into work, a car on the nearby street loudly backfired,
and John dropped down on his hands and knees in the
middle of the busy sidewalk seeking refuge. This was not
the first time something like this has happened, so John
decided to seek help for his problem. John does not have
medical coverage through his current job and sought
treatment at a local Veterans Administration (VA) clinic.
There he was misdiagnosed with adjustment disorder
and a preexisting mental condition, neither of which
allows him to collect disability. He did not receive appro-
priate psychiatric treatment, and his mental condition
worsened. He simply cannot hold down a job any longer,
he cannot collect disability, and he has been unable to
find a place where he can afford to live. Having already

overstayed his welcome at his mother’s apartment, he
has no place to go. John shows up at a local VA homeless
shelter looking for help. 

Questions

1. As an occupational therapist at a Health Care for
Homeless Veterans (HCHV) program that offers case
management services; mental health services such as
the integrated mental illness, addictions, posttraumatic
stress disorder program; and vocational rehabilitation,
what type of intervention would you provide for John?

2. List which of the areas of occupation you would
address in John’s intervention plan and briefly describe
to what extent you would address each occupation. 

3. What types of community resources could you 
suggest to John? 

Case Study 22-2

Margaret is a 38-year-old female who has been homeless
for the past 2 years. Her husband passed away 5 years ago
due to a motor vehicle crash. Margaret is the mother of two
children: Joshua, age 11, and Madison, age 9. Both children
are enrolled in a local elementary school and participate in
after-school activities. Before her husband’s death, Margaret
was enrolled in college part-time to become an interior dec-
orator. She spent the remainder of her time taking care of
household duties and caring for her children. 

After her husband’s death, she had difficulty coping
with the loss and depended on alcohol to cope with her
feelings of abandonment and grief. She reported that she
has been dependent on alcohol for a couple of years, and
“she can’t live without it.” Her dependency on alcohol has
caused her to sever relationships with close family mem-
bers, including two brothers and a sister who live 2 hours
away. She is currently employed as a cashier at a local
grocery store but is on the verge of being fired. Cus-
tomers and coworkers have reported that Margaret fre-
quently shows up to work with a disheveled appearance
and impoverished hygiene. Her employer has warned her
on several occasions about her appearance and the effect
it has on customer service. 

Previously, she and her children stayed with friends
until they outstayed their welcome, which resulted in
her finding a new residence. They currently reside in Life
Hope homeless shelter located in an urban area within
her community. The program director reports that 
Margaret is a caring person and does whatever she can
to provide for her children. The homeless shelter has
just contracted an occupational therapist to assist 
residents with regaining independence and increasing
quality of life. 

Questions

1. What areas should the occupational therapist
address to assist Margaret in regaining indepen-
dence and establishing positive health behaviors?
Briefly describe interventions to address deficits
in each area.

2. What are some recommended services or strategies,
if any, the occupational therapist might suggest for
Margaret? 

3. Identify protective and risk factors for Margaret’s chil-
dren and interventions the occupational therapist can
implement.
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◗ For Discussion and Review

1. Visit a homeless shelter or soup kitchen in your

area. Conduct a stakeholder needs assessment by

respectfully asking the people using those services

about their plans for the future and the services or

interventions that they feel are needed to help them

achieve these plans. 

2. Calculate the cost and availability of fair market

rent housing in your area. Use this information to

plan a budget based on the monies earned from a

job that pays minimum wage. 

3. Find out what services are provided in your 

community for people who are homeless, the

amount of professional services provided in 

addition to those that meet basic needs for food

and shelter, and what local initiatives exist to end

homelessness. 

4. Discuss the needs of children who are homeless

and how occupational therapists working in the

school system might address these needs. 

5. Describe the application of the Canadian Occupa-

tional Performance Measure for persons who are

homeless. 

6. What other theoretical models might be useful for

planning interventions for the homeless population,

and how could they be applied? 

◗ Research Questions

1. What roles do occupational therapists perceive for

themselves in interventions that benefit people who

are homeless, and to what extent do they imple-

ment them? 

2. What adaptations improve the occupational perfor-

mance of people who are homeless and report hav-

ing had a severe head injury? 

3. What occupational therapy interventions are 

most effective in reducing psychological stress 

of people who are homeless after first episodes

of 1-month, 6-month, and 1-year duration? 

4. How do in vivo experiences with people who are

homeless affect later practice patterns of occupa-

tional therapy students?
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Promoting Successful Aging Through
Occupation 
Michael A. Pizzi and Theresa M. Smith

There is a fountain of youth: It is your mind, your talents, the creativity you bring to

your life and the lives of the people you love. When you learn to tap into this source,

you will truly have defeated age.

—Sophia Loren

Learning Object ives

This chapter is designed to enable the reader to:

• Describe the aging process and the development
of healthy and successful aging.

• Analyze theories of aging and their relevance to
successful aging.

• Discuss current models of successful aging.
• Identify the health risks and health behaviors of

older adults.
• Determine opportunities and barriers to occupa-

tional participation that support successful aging.
• Appraise methods used by occupational therapists

in promoting health and wellness with the elderly. 

• Apply the Transtheoretical Model (TTM) to health-
ful behavior changes for the elderly.

• Discuss the role of occupational therapy in current
health promotion programs that maintain healthy and
successful aging as supported by the Occupational
Therapy Practice Framework: Domain and Processes
(referred to as the Framework) developed by the
American Occupational Therapy Association (AOTA). 

• Explain the importance of health literacy as a
determinant of implementing successful aging
interventions. 

Key Terms

Aging in place 
Functional health 

literacy

Health literacy
Health mentor
Life review 

reminiscence

Lifestyle Redesign 
Optimal aging
Positive spirituality

Successful aging
Universal design

Introduction

The normal aging process, age-related factors, and

pathology may adversely affect older adults’ occupa-

tional performance. Occupational therapists and occupa-

tional therapy assistants are adept at promoting

engagement in occupation through remediation, modifi-

cation, or adaptation of mitigating factors. In this chapter

health promotion interventions that support engagement

in occupation and social participation to achieve success-

ful aging are examined.

Individuals in the United States are living longer

than ever before due to an improved standard of living,

better nutrition, prevention and treatment of disease,

and medical and technological advances. In the year

2000, persons over the age of 65 made up greater than

12% of the U.S. population, and by 2015 that number

is expected to grow to well over 14% (Kinsella &

Velkoff, 2001). Although this group comprises just

over 12% of the population, it accounts for one-third of

health-care dollars spent (U.S. Centers for Disease

Control and Prevention [CDC], 2003). Chronic disease

is common among this population and includes by rank

of prevalence the following conditions: arthritis, heart

disease, hearing impairment, high blood pressure,

orthopedic impairment, and cataracts (Fulmer, Wallace,

& Edelman, 2002). 

These physical problems may inhibit a person’s

ability to participate in everyday activities, as may psy-

chological disorders for which older adults are at risk

Chapter 23
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such as depression, schizophrenia, anxiety states, or

substance abuse. In addition, social stressors such as

changes in roles, difficulty negotiating the environ-

ment, and difficulties in performing daily activities

may lead to decreased life satisfaction for older adults

(Clark et al., 1997). Age-related changes vary from

individual to individual and may be influenced by

genetic factors and exposure to injury, illness, genetics,

stress, or other factors (Fulmer et al., 2002). However,

when older people are asked to self-rate levels of 

physical, emotional, and social aspects of health, a pos-

itive correlation exists between self-ratings of good to

excellent health and decreased mortality (Idler &

Benyamini, 1997). This means that people who rate

themselves positively in these areas tend to live more

successfully as they age.

Content Box 23-1 presents population-based statistics

to assist occupational therapy practitioners in the promo-

tion of successful aging and wellbeing. The profession

of occupational therapy must create strategies and help

support policies that enable older people to age success-

fully in order to promote their participation in daily life

and society. It is incumbent upon the profession of occu-

pational therapy to continue to become more sensitive to

diversity and diverse needs of a growing older popula-

tion in order to best serve them. It is also crucial that

occupational therapists and occupational therapy assis-

tants work diligently to provide up-to-date health educa-

tion and develop community-based health promotion

programs that help the elderly maintain and optimize

health, wellness, and quality of life (QOL). 

The profession of occupational therapy is commit-

ted to occupation and client-centered approaches to

help people achieve, restore, and maintain participation

in everyday activities. Occupation has been defined as

the “ordinary and familiar things that people do every

day” (Christiansen, Clark, Kielhofner, & Rogers, 1995,

p. 1015). Since its inception, occupational therapy has

relied on the principles of occupation and participation

to promote health and wellbeing (Baum, 2003), with

health being defined as a “complete state of physical,

mental, and social well-being, not just an absence of

disease or infirmity” (World Health Organization

[WHO], 1947, p. 29). It is the unique perspective of

occupational therapy that “engaging in occupations

structures everyday life and contributes to health and

well-being” (AOTA, 2008, p. 628).

Successful Aging

The CDC (2004) has proposed health promotion, pre-

vention, maintenance of ability, and enhancement of

QOL as the primary methods to support successful

aging. A CDC advisory committee identified five roles

for the CDC to promote health and prevent disease in

older adults: 

1. To provide high-quality health information 

and resources to public health professionals,

consumers, health-care providers, and aging

experts

2. To support health-care providers and health-care

organizations in prevention efforts

3. To integrate public health-prevention expertise

with the aging services network 

4. To identify and implement effective prevention

efforts  

5. To monitor changes in the health of older adults.

These roles will require new efforts to address the spe-

cial needs of older adults and to deliver programs in

communities in which older adults work, reside, and

congregate. Existing public health programs will be

required to examine whether they meet the needs of an

aging population. (CDC, 2003, pp. 104–05)

Vaillant (2002), director of the Harvard Study of

Adult Development, the longest longitudinal study 

of aging, synthesized data from the study for his

ground-breaking book Aging Well. The study exam-

ined three distinctly different groups: The Harvard

Cohort (i.e., male Harvard graduates studied from

1939 to present or until death), the Inner City Cohort

(i.e., 456 men from inner-city Boston), and the 

Terman Women Sample (i.e., a female cohort from

Stanford University that acted as a comparison group
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Content Box 23-1

Statistics on Aging
• “The older population in 2030 is projected to be

twice as large as their counterparts in 2000 . . .
representing nearly 20 percent of the U.S. Popula-
tion” (p. 2).

• “The population age 85 and older could grow from
4.2 million in 2000 to nearly 21 million by 2050”
(p. 2).

• “Older women were more than twice as likely as
older men to live alone (40% and 19%, respec-
tively)” (p. 8).

• “As the older population grows larger, it will also
grow more diverse. The older Hispanic population
is projected to grow the fastest (from 2 million to
15 million)” (p. 4).

• “The gender gap in completion of a college educa-
tion will narrow in the future because men and
women in younger cohorts are earning college
degrees at roughly the same rate” (p. 6).

From Older Americans 2004: Key indicators of well-being by Federal

Interagency Forum on Aging Related Statistics, 2004, Washington, 

DC: Author.
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to the Harvard men). Content Box 23-2 displays the

major findings of this study. Through these findings,

the reader can determine qualities a person may pos-

sess for successful aging.  

Successful aging from an occupational therapy per-

spective, is having the physical, emotional, social, and

spiritual resources, combined with an ability to adapt to

life changes, in order to engage in meaningful and

important self-selected occupations of life as one ages.

The following section describes a number of theories of

successful aging.

Aging and Successful 
Aging Theories

Older adults have reached the human development

stage of maturation. Theorists generally group aging

issues into categories such as physical, mental, or

social changes associated with aging. Despite the exis-

tence of over 300 theories of aging (Ashok & Ali,

1999), no single theory explains all aging phenomena.

Content Box 23-3 identifies notable theories of biolog-

ical aging and socioemotional aging, and theories from

health psychology that can be applied to older adults.

Biological aging theories conceptualize aging as “a

progressive physiological deterioration that results in

increased vulnerability to stress and an increased prob-

ability of death” (Cristofalo, Tresini, Francis, & Volker,

1999, p. 98). Socioemotional developmental theorists

hypothesize that humans have predetermined tasks at

different points of life. 

For occupational therapists to engage in theory and

evidence-based health promotion practice, they must

appreciate the necessity of being knowledgeable of 

and skilled at facilitating change in health behaviors.

Health promotion interventions not only encourage 

continuing and improving healthy behaviors, but also

entail changing unhealthy dominating habits and insti-

tuting new healthy habits. For example, this can include

cessation of some behaviors (e.g., smoking) or com-

mencing others (e.g., increasing physical activity).

According to Belmont and Harris, “The leading causes

of premature death and premature disability in industri-

alized countries are heart disease, cerebrovascular dis-

ease, cancer, and trauma—conditions largely influenced

by lifestyle factors such as stress, diet, exercise, and

smoking” (2002, p. 195). 

One of the most current theories of successful aging

was developed by Rowe and Kahn (1997). In their 

theory of successful aging, maintaining interpersonal

relations and skills and actively engaging in produc-

tive activities that are meaningful (paid or unpaid), in

456 SECTION IV Health Promotion and Prevention From an Occupational Therapy Perspective

Content Box 23-2 

Major Findings of the Harvard Study
of Adult Development
• It is bad not the things that happen to us that

doom us; it is the good people who happen to us
at any age that facilitate enjoyable old age.

• Healing relationships are facilitated by a capacity
for gratitude, for forgiveness, and for taking peo-
ple inside (becoming eternally enriched by loving a
particular person).

• A good marriage at age 50 predicted positive
aging at 80. Surprisingly, low cholesterol levels at
age 50 did not. 

• Alcohol abuse—unrelated to unhappy childhood—
consistently predicted unsuccessful aging, in part
because alcoholism damaged future social supports.

• Learning to play and create after retirement and
learning to gain younger friends as we lose older
ones add more to life’s enjoyment than retirement
income.

• Objective good physical health was less important
to successful aging than subjective good health.

Content Box 23-3 

Select Theories on Aging

Biological Aging Theories
• Rate of living theory (Pearl, 1928)
• Caloric restriction (Carlson & Riley, 1998)
• Free-radical theory (Harman, 1956)
• Cross-linkage theory (Bjorksten, 1976)
• Somatic mutation theory (Curtis, 1961)
• Error catastrophe theory (Orgel, 1963)
• Hormonal theory (Walford, 1974)

Socioemotional Aging Theories
• Erikson’s theory of eight stages of the human life

span (Erikson, 1982)
• Peck’s reworking of Erikson’s final stage (Peck, 1968)
• Disengagement theory (Cummings & Henry, 1961)
• Activity theory (Neugarten, Havighurst, & Tobin,

1968)
• Socioemotional selectivity theory (Carstensen, 1991)

Health Psychology Theories
• Transtheoretical Model (Prochaska, 1979)
• Transformational Learning (Mezirow, 1991)
• Social Cognitive Theory (Bandura, 1997)
• Ecologic Well-Being Model (Ruffing-Rahal, 1991)

From Aging well (p.13), by G. E. Vaillant, 2002, New York: Little

Brown and Company. Copyright © 2002 by George E. Vaillant, MD.

By permission of Little Brown & Company.
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combination with lack of disease and good function

(cognitive and physical), are integral to successful

aging. The model is hierarchical, with Rowe and Kahn

stating that

the absence of disease and disability makes it easier to

maintain mental and physical function. And mainte-

nance of mental and physical function in turn enables

(but does not guarantee) active engagement with life.

It is the combination of all three—avoidance of disease

and disability, maintenance of cognitive and physical

function, and sustained engagement with life—that

represents the concept of successful aging most fully.

(1997, p. 39)

Their theory demonstrates successful aging as an out-

come if the conditions set forth are met. Rowe and

Kahn acknowledge that disease and disability are not

wholly under one’s control but emphasize that individ-

ual choice and effort throughout a life can determine

successful aging (Rowe & Kahn, 1997). 

Crowther, Parker, Achenbaum, Larimore, and

Koeni (2002) assert that Rowe and Kahn’s successful

aging model is useful in helping to develop interven-

tions to support successful aging. However, they add

a positive spirituality dimension to expand the model.

Positive spirituality is defined as involving “a devel-

oping and internalized personal relation with the

sacred or transcendent that is not bound by race,

ethnicity, economics, or class and promotes wellness

and welfare of self and others” (Crowther et al., 

p. 614). 

There are also those who view successful aging as

including (and adapting to) disease and disability.

Chapter 19 emphasizes that health and wellbeing can

be achieved despite living with a disability. For the

older adult, many of whom cope with some type of dis-

ease and disability, successful aging can still be

achieved. 

Other models and definitions of successful aging

need further exploration. Inui (2003) indicates suc-

cessful aging as “not adequately understood as mere

longevity, but implies sufficient well-being in a num-

ber of spheres (mental, physical, social, spiritual,

economic) to sustain a capacity to function success-

fully in the changing circumstances of one’s life”

(p. 391). 

The determinants of such well-being and functional

status are manifold and include the genetic endowment,

physical environment, social environment, population

and individual responses to challenges, the occurrence

of disease, availability and effectiveness of health care,

and personal prosperity. (Inui, 2003, p. 391) 

He further elaborates that successful aging can include

disease and disability, and emphasis should be placed

on preserving capacity to perform meaningful activity. 

Kane (2003) stated that the potential to success-

fully age with a disability is more likely if health care

shifts focus from an emphasis on cure to an emphasis

on care, which “implies placing greater emphasis on

preventing the transition from disease to dysfunction”

(p. 461). Minkler and Fadem (2002) examined the

Rowe and Kahn (1997) model with a disability per-

spective. They concluded that the model can lead to

stigmatization and marginalization of the under-

served, the disabled, and those who live in impover-

ished environments. They argued for broadening the

model to include an “ecological approach, one that

stresses environmental accommodations and policy

change and acknowledges that gains as well as losses

are a critical part of the aging process” (Minkler &

Fadem, 2002, p. 229). 

Baltes (1997), a life-span theorist, developed a

model of successful aging called the selection-
optimization-compensation (SOC) theory. Selection is

related to the types of activities people choose, or

select, while optimization makes the most of one’s

resources in creating opportunities for oneself. Com-

pensation is related to adaptation and focuses on how

one may choose a new strategy for goal attainment if

a formerly successful strategy fails to work. Baltes

and Baltes (1990) used the term optimal aging
instead of successful aging and defined it as “a kind of

utopia, namely aging under development-enhancing

and age-friendly environmental conditions” (Baltes &

Baltes, 1990, p. 8). This environmental perspective

closely aligns with the thinking in occupational ther-

apy relative to active and ongoing participation in

society. When social and physical environments can

be adapted to accommodate disability, then active

engagement with life, also emphasized by Rowe and

Kahn, can be maintained. Unlike the Rowe and Kahn

(1997) model, however, Baltes theorized that one can

still successfully age with a disability. More research

is needed with both models in order to build an inclu-

sive model that fosters and promotes active and ongo-

ing participation in society and engagement with life.

Occupational therapists should be major contributors

to theory in successful aging, given their expansive

knowledge base in health, wellness, QOL, and partic-

ipation.

Menec (2003) viewed activity as integral to suc-

cessful aging and studied successful aging indicators

such as wellbeing, function, and mortality and their

relationship to everyday activities. The study con-

cluded that
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• overall activity was positively related to 

happiness;

• activity level corresponded to improved function

and reduced mortality;

• prevention of functional decline was positively

correlated to engagement in social and productive

activity; and

• although activity levels declined with age, older age

was not related to a diminution in happiness levels.

Menec also studied the importance of solitary versus

social activities and their impact on wellbeing, function,

and mortality. She concluded that solitary activity is

important to successful aging in the psychosocial

domain of happiness. “It makes intuitive sense that

reading the newspaper, writing letters, or listening to

music would be related to a more specific measure that

captures, in part, interest in life” (Menec, 2003, p. S79). 

The gerontology theory base in occupational ther-

apy is growing rapidly, integrating theories from health

education, health psychology, and other disciplines.

Emerging theories of successful aging contribute enor-

mously to existing theory and practice in occupational

therapy. The understanding and integration of such is

crucial to better understanding the aging process and

occupational participation.

Health promotion appears to be the key to unlocking

the mystery of how people age successfully. Occupa-

tional therapists and occupational therapy assistants

work with the elderly in a variety of settings, including

nursing and rehabilitation centers, acute care hospitals,

assisted-living facilities, day-care centers, in-home

care, and community-based programs. In all of these

contexts, the need to understand and appreciate the cur-

rent and potential health risks and behaviors of the

elderly can support occupational therapy evaluation

and interventions. It can also assist in helping other dis-

ciplines and society understand the impact of occupa-

tion in promoting health and preventing disability. In

addition, it can assist the profession to be contributors

to interdisciplinary efforts to promote continued partic-

ipation in society.

Health Risks and Behaviors 
in Aging

In order to promote successful aging, occupational

therapists and occupational therapy assistants need to

be aware of the health risks that can impede successful

aging and the health behaviors that can be fostered

through occupation-centered interventions. The follow-

ing section discusses some of these health risks and

behaviors and how they impact occupational and social

participation.

Social interactions enable older people to maintain

physical and mental health and help prevent the need

for health services (Federal Interagency Forum on

Aging Related Statistics [FIFARS], 2004). Social

activity includes activity that encompasses interactions

with significant others, including family and friends. 

Physical activity has also been noted to help people

successfully age (Menec, 2003; Tabbarah, Crimmins,

& Seeman, 2002; Vaillant, 2002). However, there are

certain populations that experience numerous barriers

of time, money, accessibility, or interest that limit

engaging in physical activity of any kind. Content Box

23-4 identifies populations in the United States with

low rates of physical activity. Occupational therapists

can do much to increase the physical health of the

elderly within the context of their living situation.

Research has shown that physical activity improves

mobility and overall functioning in even the frailest 

of individuals (Albert, 2004; Fiatarone et al., 1990,

1994; U.S. Department of Health and Human Services

[USDHHS], 1996, 2000). It can prevent depression,

reduce risk of some chronic conditions, and improve

independent living and overall QOL (Butler, Davis,

Lewis, Nelson, & Strauss, 1998). Introducing the

elderly to the concept of engaging in physical meaning-

ful occupations as health maintenance and prevention

strategies can be the beginning of an occupational ther-

apy prevention program regardless of the context in

which therapy occurs.

Mental health of the elderly population is severely

compromised by several losses experienced through-

out the aging process. These can include loss of
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Content Box 23-4 

Populations in the United States 
With Low Rates of Physical Activity
• Women generally are less active than men at all

ages.  
• People with lower incomes and less education are

typically not as physically active as those with
higher incomes and higher education.

• African Americans and Hispanics are generally
less physically active than whites.

• Adults in northeastern and southern states tend to
be less active than adults in north central and
western states. 

• People with disabilities are less physically active
than people without disabilities. 

From Healthy People 2010: Understanding and improving health
(2d ed., Populations with low rates of physical activity, ¶ 1), USDHHS,

2000, Washington, DC: U.S. Government Printing Office.
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social support, occupational roles, meaningful occu-

pational performance, and familiar environments.

Depression can be a major psychosocial issue and is

the most frequently occurring mental illness for the

older adult. Depression in this population “may be

due to changes such as: the loss of a spouse, the loss

of peers, social isolation, stress of concurrent ill-

nesses, retirement, the loss of one’s home, and drug

interactions” (Lewis, 2003, p. 75). The presence of

depressive disorders and syndromes is as high as

20% to 25% for community-dwelling older adults

and at least 25% for nursing home residents older

than 65 (Riley, 2001). Depression is one of the most

common negative outcomes of the caregiving process

(Pruchno & Resch, 1989). Other factors can also lead

to compromised mental health, especially depression,

in older adults:

Adults and older adults have the highest rates of

depression. Major depression affects approximately

twice as many women as men. Women who are poor,

on welfare, less educated, unemployed, and from cer-

tain racial or ethnic populations are more likely to

experience depression. In addition, depression rates

are higher among older adults with coexisting medical

conditions. For example, 12 percent of older persons

hospitalized for problems such as hip fracture or heart

disease are diagnosed with depression. Rates of

depression for older persons in nursing homes range

from 15 to 25 percent. (USDHHS, 2000, Populations

with high rates of depression, ¶ 2)

Older adults are also at higher risk for viral infec-

tions. “In 1998, influenza immunization rates were

64 percent in adults 65 and older—almost double 

the 1989 immunization rate of 33 percent. In 1998,

46 percent of persons aged 65 years and older had

never received a pneumococcal vaccine” (USDHHS,

2000, ¶ 3). 

People with lower SES tend to have poorer eating

habits, with some not being able to afford nutritious

foods (Federal Interagency Forum on Aging Related

Statistics, 2000). 

Nutrition is a key factor in growth, development, 

the maintenance of health, the recovery from acute 

illness, and the management of chronic disease.

Throughout the life cycle, nutrition is essential to

vitality and health. Building muscle strength, develop-

ing antibodies to potential invading microorganisms,

maintaining immune function, preserving cellular

integrity, healing wounds, and experiencing a general

sense of well-being and an active lifestyle are 

all dependent on maintaining nutritional health.

(Chernoff, 2001, p. 43) 

The implications for occupational therapists and occu-

pational therapy assistants include interventions that

incorporate health information to help prevent health

problems. In home management, interventions can be

adapted based on knowledge of the client’s SES, afford-

ability of nutritious food items, and the impact of such on

occupational habits, roles, and overall performance. 

Factors Inhibiting Access to 
and Participation in Occupation

A selection of personal and environmental factors that

are potential barriers to participation has been listed

above. This is not an exhaustive list but illustrates fac-

tors that must be addressed in occupational therapy

evaluation and interventions to promote health, wellbe-

ing, and QOL for elderly individuals and the communi-

ties in which they reside. Other potential barriers that

inhibit access to and participation in occupation are

identified below.

Personal Factors
Personal factors can include but are not limited to

client factors, roles, socioeconomic factors, disabil-

ity, and psychosocial functioning. Client factors such

as sensory functions of seeing and hearing, neuro-

musculoskeletal and movement-related functions,

and cardiovascular function can affect functional 

performance (AOTA, 2008). Near vision declines

starting around age 40, and the prevalence of eye dis-

eases (e.g., diabetic retinopathy, age-related macular

degeneration, glaucoma, cataracts) increases with

age. In the United States, over 1 million persons aged

40 and over are currently blind, and approximately 2.4

million are visually impaired (National Eye Institute,

2002). In addition, the prevalence of general hearing

loss increases from 25% for those aged 65 to 74 years

to 40% for those older than 75 years (Hooper, 1994).

Neuromusculoskeletal and movement-related func-

tions affected by aging include functions of joints

and bones, muscles, and movement. There is a slow

progressive decline in muscle mass and strength 

with age. By age 75, muscle mass has decreased by

half with associated declines in muscle strength

(Evans, 1995). Muscle weakness can lead to impaired

mobility and balance, thereby increasing the chance

of falls. 

Cardiovascular changes include the age-related

anatomical and physiological changes of the heart and

blood vessels. These changes result in reduced capacity

for oxygen transport at rest, and during the movement

needed to perform activities of daily living (ADLs),

there is a greater need for oxygen (Dean, 1994).
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Roles
Roles change throughout the life span and may be sig-

nificantly different for the older adult. At 50 to 64 years

of age, 80% of persons are in the workforce in the

United States. This number drops to 56.4% for those

aged 55 to 64 and then to 11.3% for those aged 65 to

74 (Sterns, Junkins, & Bayer, 2001). Losing the role 

of worker can contribute to financial decline and

decreased feelings of productivity. Older adults may

experience role reversal with children secondary to

declining health or financial constraints. Major roles

can be lost to the older adult due to death of loved ones.

The major role of husband, wife, or partner is lost with

the death of a significant other. Statistically, women

outlive men by 7 years (Bonder, 2001) and widows are

more likely to remain single for the rest of their lives.

Contemporaries die, too, and friendships formed years

ago are irreplaceable. In addition to role losses, role

changes may occur. For example, a spouse may have

assumed a caregiver role. Caregivers have been found

to suffer burnout from stress, and stress, physical ill-

ness, and psychological distress have all been linked to

the caregiver’s role (Riley, 2001). This makes caregiver

health and wellness an important concern for occupa-

tional therapists (see Chapter 20). Aged caregivers may

be in fragile health themselves and may have limited

resources to share their caregiving responsibilities.

They may also have had to forgo paid employment to

care for the spouse full-time, thereby adding to finan-

cial distress. 

Current State of Practice 
in Occupational Therapy

As stated earlier, occupational therapists are well

equipped to address adaptation, modification, and com-

pensation for environmental and personal factors

inhibiting the aging adult. The occupational therapy

profession is familiar with concepts such as aging in

place, universal design, Lifestyle Redesign, and life

review reminiscence, which are briefly reviewed here.

Aging in Place
Aging in place allows the older adult to remain in his

or her present residence as long as possible. In 1995,

the American Association of Retired Persons (AARP)

reported 28% of those over age 60 have lived in their

current residence for more than 30 years. Usually older

adults need to make modifications to their current resi-

dence to allow for age-related changes. Environmental

factors can facilitate occupational participation (Law,

2002), and home modifications that promote livability

or a good “person-environment” fit can help elders age

in place (Liebig, 1999). These modifications can

include handrails, grab bars, ramps, wide doorways,

and seating in showers or tubs. 

Universal Design
Unlike the aging-in-place concentration on the older

adult, universal design focuses on the needs and abili-

ties of all people throughout the life span (Rosto, 2003).

The Institution of the Americans with Disabilities Act in

1990 established universal design standards. Universal
design is a means of planning by “taking into consider-

ation the needs and abilities of all people throughout the

life span, regardless of age, stature, size or disability”

(Rosto, 2003, p. 59). Universal design generally encom-

passes abilities in broad contexts such as housing, pub-

lic buildings, and parks rather than on an individual

level (Ringaert, 2002). 

Lifestyle Redesign
Lifestyle Redesign is a preventive occupational therapy

process in which clients are guided through an “occupa-

tional self-analysis” (Jackson, Carlson, Mandel, Zemke,

& Clark, 1998, p. 330) in order to modify patterns of

occupational engagement to maximize quality of life

and health. Actual engagement in occupations is a criti-

cally important aspect of the process. The term Lifestyle
redesign was developed during a significant occupa-

tional therapy research investigation known as the Well

Elderly study, which will be discussed later in this chap-

ter. This and subsequent efforts have shown the tech-

nique to be an efficacious and cost-effective preventive

occupational therapy intervention with well, older

adults (Clark et al., 2001; Clark, Carlson, Jackson, &

Mandel, 2003). A practical manual is available that pro-

vides details about philosophical and theoretical foun-

dations of the process, as well as tools for developing

interventions to enhance independence and quality of

life in older adults (Mandel, Jackson, Zemke, Nelson, &

Clark, 1999).

Life Review Reminiscence
Life review reminiscence allows the older adult to

reexamine important events, role transitions, and cop-

ing strategies used in adjusting to life’s changes

(Stevens-Ratchford, 1996). Stevens-Ratchford (1993)

and Burnside (1994) indicate life review reminiscence

to be a positive and worthwhile experience for older

persons. Lewis (2003) suggests groups may be helpful

in promoting the life review process. Groups recom-

mended include

• collage group of an important positive 

experience;

• quilting group of life’s experiences;
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• development of life story photograph albums;

• “drawing or painting of an important moment in

one’s life” (Lewis, 2003, p. 178); and

• “writing or taping one’s life story” (Lewis, 2003,

p. 178).

Health Promotion 
and Participation

Bonder (2001) points out that the majority of factors that

promote good health, such as good nutrition, exercise,

and avoidance of harmful substances, are within the con-

trol of the individual. Other factors associated with good

health are a good social support system, a sense of spir-

itual fulfillment, positive coping mechanisms, and a 

satisfying array of occupations (Bonder, 2001).

Older adults often develop acute, then chronic, con-

ditions such as heart disease, arthritis, osteoporosis, and

weight problems. Over the years, they become habitu-

ated to living with a “few aches and pains” and may

have difficulty changing occupational routines, habits,

and patterns to accommodate preventive occupations.

Often, getting a person to recognize the health benefits

of preventive occupations is one of the most difficult

tasks of an occupational therapy practitioner.

Motivation for changing habits and unhealthy occu-

pational patterns include

1. perceived threats to health (having diabetes with

increasing complications may provoke a change

in behavior); 

2. perceived benefits (achieving the goal of not

becoming diabetic through weight loss); or 

3. beliefs about personal skills, the ability to

change, and the ability to overcome barriers

(Prochaska, 1979). 

These motivators are reflected in the Stages of Change

Theory, or Transtheoretical Model (TTM) developed

by Prochaska (1979). (See Chapter 3 for more details

on this model.) Tables 23-1 and 23-2 provide examples

of the TTM as related to behavior change in the elderly. 

Health Promotion 
Program Examples

There are numerous health promotion programs devel-

oped and implemented by occupational therapists,

occupational therapy assistants, and nonoccupational

therapists who are committed to promoting successful

aging. Several of them are described here. 

Most occupational therapists are now familiar with

the Well Elderly study. It was based on the premise that

the ability to experience meaning in the context of one’s

occupations is a key component of successful aging

(Clark et al., 1991; Jackson, 1996). Results from the

Well Elderly study suggested that preventative occupa-

tional therapy programs might moderate against the

health risks of independent-living older adults (Clark

et al., 1997). Elders in the study receiving lifestyle

redesign, a preventative occupational therapy technique,

demonstrated significant benefits in health, function,

and QOL. Whereas, in areas of significant benefits, 

control subjects who participated in a social activity

program or who received no treatment tended to decline

over the 9-month study period (Clark et al., 1997). 

The Senior Wellness Project (CDC, 2004) uses both

a client- and occupation-centered approach to enrich

the lives of the elderly. It is a low-cost behavioral

change program that includes exercise programs and

classes on self-management of chronic conditions. A

study undertaken by the Northshore Senior Center ini-

tiated the Lifetime Fitness Program, developed from

such positive results as decreased physical pain and

depression among participants.

The Health Enhancement Program was developed

from a University of Washington study. Participants

were referred from various local sources and were seen

by a registered nurse and social worker. Participants

were provided with a health self-evaluation, and the

nurse practitioner helped participants identify self-

determined health goals. Every 6 months there is a

health program update for the participant and the

physician. Available to participants is the nurse, social

worker, and a health mentor. The health mentor is “a

trained community-based volunteer who may accom-

pany the participant to exercise classes, provide weekly

calls and support, or engage in other activities support-

ing the participant in reaching health goals” (CDC,

2004, Phase 2, Senior Wellness Project, p. 1). The fee

is sliding scale donations, and the health department

pays for a nurse at five sites and interpreters as needed.

In addition, a “University of Washington geriatrician

assists in evaluating the program. Program outcome

data is analyzed separately at the University. The

results of the study found a 72 percent decrease in

length of hospital stay and a 38 percent reduction in

cases of hospitalization” (CDC, 2004, Phase 2, Senior

Wellness Project, p. 1). 

A chronic disease self-management program is

based on a research model of self-management for

chronic conditions (CDC, 2004). It is a 6-week course

taught by peers who are usually older adults with

chronic conditions. “The course helps participants

develop short-term goals; provides information on

nutrition, exercise and relaxation techniques; and acts

as an educational group. It is designed to enhance 
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Table 23–1 Stages of Behavior Change According to the Transtheoretical Model (TTM)

Description

Precontemplative Stage

The individual is not
thinking about 
change and may not 
even want to know 
about the health 
issue; defensive.

Contemplative Stage

The individual is 
thinking about 
change but is still 
ambivalent. Prob-
lem behavior is 
under examination.

Preparation Stage

The individual 
begins weighing the 
pros and the cons. 
As the pros become 
more compelling, 
the person begins 
to think about the 
advantages of 
behavior change. 
Plan of action unites 
with intent.

Action Stage

The individual 
begins to perform 
the behavior and 
feels in control. 
Individual frequently 
turns to others for 
assistance and 
support.

Motivational Issues

The individual may
be unaware of the
health issues,
demoralized over
past failures; nega-
tive aspects of the
change are more
evident than the
benefits. 

An individual may
not know how to
change the behavior
or how to begin the
change.

There may be fear
about ability to
enter the action
phase or there may
be grieving.

A need to specify
the terms for suc-
cess becomes
important to see
the advantages of
the behavior.
Develop specific
goals such as 20
minutes of exercise
3 times per week.

Techniques for 

Moving to Next Stage

Especially defensive
when presented
with action state-
ments such as “quit
smoking.” Family or
friends expressing
how this behavior
affects them may
effect change. Indi-
viduals may be emo-
tionally moved by
the death of a loved
one from a similar ill-
ness. Success in
changing one behav-
ior may influence
changing others. 

Reinforcement for
change from all sec-
tors.

Often coming to
classes and seeking
information sup-
ports the change.

At this point, mak-
ing environment as
encouraging as pos-
sible to reach suc-
cess is most
important.

Descriptive Phrases

I won’t. 

I may.

I will.

I am now.

Time

This stage may be
extended over
months and years.
People may leave
and return to this
stage. 

This stage may also
take a long time.
People may cycle in
and out many
times.

Action comes within
a month. Again, time
varies depending on
moving to another
stage and returning.

This stage lasts
approximately 6
months. The individ-
ual may cycle in
and out of it.
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Table 23–1 Stages of Behavior Change According to the Transtheoretical Model (TTM)—cont’d

Precontemplative Stage

Description

Maintenance Stage

Individual is pre-
venting relapse to
past habits.

Motivational Issues

Techniques for 

Moving to Next Stage

Providing rewards
and incentives and
sharing successes
help encourage
continuation of the
new healthy behav-
ior. Incentives can
include becoming a
teacher for this par-
ticular behavior
change or serving
as a role model.

Descriptive Phrases

I have.

Time

Doing the behavior
for more than 
6 months. Lapses
may occur, but
generally the indi-
vidual maintains a
health routine.

From “Chapter 1: Introduction, stages of behavior change” in Blue print for health promotion by the American Society on Aging,

n.d., U.S. Centers for Disease Control and Prevention. Copyright © 2002–2006, by the American Society on Aging. Available at

http://www.asaging.org/cdc/module1/home.cfm. Adapted with permission.

Table 23–2 Three Required Conditions Necessary for Change

Key Questions Sample Questions Resolution

Importance Why? How severe is the problem? If the following conditions

Why should I do it? Will it hurt me?

What are the benefits? What is the risk for me?

What are the costs? Is it likely that this will affect me?

What are the advantages to 
changing my behavior? 

Confidence in What? How? What are the barriers to changing?

Am I able to do this? What will make it difficult?

How can I do this? Am I able to make this change?

What will change? Will I be able to follow through?

Readiness When? At what time?

What are my present

are met, there is reason to
change:
1. The disease seems 

harmful.
2. The person’s susceptibil-

ity is high.
3. The benefits are worth-

while. 
4. The pros outweigh the

cons.

If a person believes that he
or she is capable of (1) mak-
ing the change and (2) cop-
ing with the difficult
aspects, it is likely that per-
son will change.

When are the changes
easiest and most difficult to make?

What makes this change
important now?

The older person must 
1. Feel prepared to make

the change. 
2. Decide when to change.
3. Give the change a priority.

of the Change

the Ability 

to Change

to Change

priorities?

From “Chapter 1: Introduction, Ripening the conditions for change” in Blue print for health promotion by the American society on

Aging, n.d., U.S. Centers for Disease Control and Prevention. Copyright © 2002–2006, by the American Society on Aging. Adapted

with permission.
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regular treatment and to educate older adults on tech-

niques for managing chronic conditions” (CDC, 2004,

Phase 2, Senior Wellness Project, p. 1).  

OASIS HealthStages is the health promotion strat-

egy for OASIS, a national program designed to enrich

the lives of older adults. HealthStages includes three

components: 

1. A state-of-the-art curriculum 

2. An implementation model that is tailored to meet

the needs and interests of the program’s 25 local

sites

3. A comprehensive evaluation model. Health-

Stages includes health curricula in seven areas:

physical activity, nutrition, mental wellness,

memory, sensory health, disease management,

and general health promotion

The program emphasizes healthy aging by helping 

participants set personal goals and develop self-

management skills through a combination of local

OASIS health classes and national HealthStages

courses. HealthStages provides a variety of learning

opportunities for people at different stages of readiness

to make health behavior changes. Course offerings are

categorized by goal: awareness, knowledge, skill build-

ing, or maintenance of behavior change (CDC, 2004).

Table 23-3 highlights topics in classes offered and the

stage of the TTM model to which it relates.

Social influences can impact transforming illness to

wellness through engaging in health-promoting behav-

iors. Other influences include personal exploration

(i.e., assessing one’s health values and priorities) and

the timing of interventions (e.g., low self-efficacy and

lack of  confidence that a certain behavior can be

changed might indicate decreasing the time spent on

that intervention until such time as the older person

indicates some readiness).

A pilot occupational therapy wellness program called

Designing a Life of Wellness was developed by

Matuska, Giles-Heinz, Flinn, Neighbor, and Bass-

Haugen (2003). The program had 65 older adults (aged

70 to 92), participants from three different senior apart-

ment complexes, and individuals living in the commu-

nity in the Midwest. The program lasted for 6 months

and consisted of weekly 1-hour educational classes

taught by occupational therapy faculty members with the 
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Table 23–3 OASIS HealthStages Course Topics Related to the TTM Model

STAGE

Awareness Knowledge Skill-Building/

(Precontemplation/ (Contemplation/ Behavior Change Maintenance

Class Level Contemplation) Preparation) (Action) (Maintenance)

General Health Taking Charge Healthy Body, 
Promotion of Your Health Healthy Mind 

Physical Staying on Building Bones
Activity/Fitness Your Feet Exerstart!

Improving Your Balance

Nutrition Personal Eating Food Fitness
Plan (PEP) 

Mental It’s the Thought Positive 
That Counts Attitudes, 

Positive Aging 

Disease Medication Exercising Control: 
Management Matters Managing Your Diabetes 

Memory Memory Dynamics 

Sensory Health Staying Active 

From “Chapter 1: Introduction, Example 2-OASIS HealthStages” in Blue print for health promotion by the American Society on

Aging, n.d., U.S. Centers for Disease Control and Prevention. Copyright © 2002–2006, by the American Society on Aging. Adapted

with permission.

Health/Wellness
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assistance of occupational therapy students on their

Level II fieldwork experience. The focus of the program

was on teaching the importance of engagement in mean-

ingful occupations to improve QOL and the removal of 

personal and environmental barriers to participation.

Results from this pilot study, using pretest and posttest

scores of the SF-36 Health Survey, demonstrated signif-

icantly increased QOL in vitality, social functioning, and

the mental health summary score. Overall, the mean

standard scores in all eight subscales of the SF-36

increased. In addition, the number of participants who

communicated with family, friends, or support persons

at least three times a week increased from 47% to 56%;

participation in social or community activities rose from

47% to 66%. Participants who were able to drive yet had

low attendance in the wellness program increased activ-

ities with family. Overall satisfaction with the program

was rated as good or excellent by 87% of respondents.

This study provides additional evidence of the benefits

of health-promotion programs provided by occupational

therapy students and faculty teams with the elderly.

Occupational therapists can work from an environ-

mental perspective and explore contextual factors that

may impede participation and that impact health-

promoting behaviors. An older person may limit going

out to shop or when using public transportation because

of the safety factors involved within a community. Social

support and context (i.e., social, physical, cultural, per-

sonal, spiritual, temporal, virtual) can contribute to a

positive self-image, a sense of purpose, and empower-

ment. This can support occupational engagement.

Health Literacy

Health literacy is important to consider in occupational

therapy health promotion assessment and interven-

tions, particularly when promoting successful aging.

Appropriate health literacy is essential to health promo-

tion, particularly as we address issues of primary pre-

vention. A health literate individual is more apt to know

how to answer the question “How do I keep myself

well?” Adequate health literacy may be of even greater

importance in secondary prevention, as ineffective

communication between health providers and patients

can result in medical errors due to misinformation

about medications and self-care instructions. (Selden,

Zorn, Ratzan, & Parker, 2000, Health Literacy, ¶ 4)

Healthy People 2010 defines health literacy as the

degree to which individuals have the capacity to obtain,

process, and understand basic health information and

services needed to make appropriate health decisions

(USDHHS, 2000, Chapter 11, Health Communication).

Specifically, functional health literacy is defined as

“the ability to read and comprehend prescription bot-

tles, appointment slips, and the other essential health

related materials required to successfully function as a

patient” (American Medical Association, 1999, p. 552). 

Health literacy is increasingly vital to help people nav-

igate a complex health system and better manage their

own health. Differences in the ability to read and

understand materials related to personal health as well

as navigate the health system appear to contribute to

health disparities. People with low health literacy are

more likely to report poor health, have an incomplete

understanding of their health problems and treatment,

and be at greater risk of hospitalization. (USDHHS,

2000, Chapter 11, Health Communication)

Occupational therapists are expert in developing and

transmitting health-promoting information. Elderly

people may benefit from both auditory and visual cues

to reinforce learning. Some strategies can include the

following:

• Supplement text with pictures 

• Tailor medication schedules or health promotion

activities to fit a person’s daily routine, using

daily events as reminders 

• Use clear captions, ample white space, and pic-

tures or diagrams to attract the reader’s attention

and reinforce the message 

• Limit a publication to one or two educational

objectives 

• What the reader will learn 

• What the reader will do after reading the publi-

cation (CDC, 2004)  

Conclusion

The future of occupational therapy in supporting suc-

cessful aging rests with educators to adequately train for

future practice with practitioners to open their hearts,

and minds to integrate health and wellness in practice

with older adults, and with researchers to explore rela-

tionships between meaningful occupational engage-

ment and successful aging. The time has come to shape

the profession’s future and powerfully support the

development of a healthier society in which older peo-

ple can thrive and flourish. Care needs to be taken to

be more creative and effective in developing intervention

programs to encourage successful aging . . . to develop

effective programs, . . . to train a whole new generation

of experts to be a different kind of expert—an expert

who not only provides people with information but also,

with humility, helps people achieve the goals they care

about most in their lives. (Syme, 2003, p. 402) 
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◗ For Discussion and Review

1. How is successful aging defined by various age

groups and ethnic communities?

2. What habits and occupational patterns have you

developed that can lead to your own successful

aging?

3. What habits and occupational patterns might you

wish to change and why? How do these affect your

emotional, physical, social, spiritual, and other

areas of health?

4. If you interviewed someone in your life that you

consider has successfully aged, what advice do you

believe they would provide?

The key points to remember about promoting healthy

and successful aging are the following: 

• Successful aging from an occupational therapy

perspective is having the physical, emotional,

social, and spiritual resources, combined with an

ability to adapt to life changes, in order to engage

in meaningful and important self-selected occupa-

tions of life as one ages.

• Maintaining interpersonal relations and skills and

actively engaging in productive activities that are

meaningful (paid or unpaid), in combination with

lack of disease and good function (cognitive and

physical), are integral to successful aging.

• Potential to successfully age with a disability is

likely if health care shifts focus from cure to care,

which implies placing greater emphasis on pre-

venting further dysfunction.

• Occupational therapy practitioners need to be

knowledgeable about health risks and behaviors

in order to best intervene with the elderly and

promote successful aging.

• Health literacy is increasingly vital to help people

navigate a complex health system and better man-

age their own health.

• It is crucial that occupational therapists and occu-

pational therapy assistants work diligently to

provide up-to-date health education and develop

community-based health promotion programs that

help the elderly maintain and optimize health,

wellness, and QOL.
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Case Study 23-1

Part I

Helen is a 79-year-old woman living in her own home that
she bought with her husband of 60 years. They live in an
urban area where all the conveniences needed for daily liv-
ing are within walking distance. There is a park three
blocks from their home. 

Helen is usually an optimistic person, one who has
always believed that when “life hands you lemons, you
make a lot of lemonade.” Recently, Helen chooses to
access a community-based occupational therapy office
that specializes in health and wellness. Her primary reason
for this is to “stay healthy as long as I can because I have
to care for my husband, who is ill.” 

Questions

1. What questions would you ask Helen in the initial
occupational history interview? Present a rationale for
each one.

2. What theoretical approach would you use to frame
your questions and potential interventions? Why?

Part II

You discover that Helen presents with a past history of
osteoarthritis and cardiomegaly and smokes 10 cigarettes
per day. She is short of breath climbing only 5 stairs (she

has 12 to the second floor of her home). Helen’s primary
interests have included gardening, boating, writing nonfic-
tion, and playing bridge. She used to go to Bingo three
times a week but has given up much of her leisure activ-
ity because “I don’t want to leave Henry alone for too
long,” even though he has a full-time aide. 

Questions

1. From this new information, what can you glean of
Helen’s background? Do you think it is important 
to ask questions of her early history? Why or 
why not?

2. What health and wellness interventions would you
discuss with Helen? Provide at least five with a 
rationale for each.

3. How would you communicate their importance to the
client? 

4. What are some psychosocial issues with which 
Helen is coping? How would you incorporate 
Helen’s own beliefs into the psychosocial 
interventions?

5. What theoretical model(s) might you use to support
your interventions? 

6. From the chapter, what are at least four principles 
of successful aging from which Helen can benefit?
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◗ Research Questions

1. How effective is an occupation-based program as

compared to a non-occupation-centered program in

the promotion of successful aging?

2. Is successful aging determined by personal choice,

beliefs, habits, context, or a combination of these

factors? Which factors exert the greatest influence?

3. What evidence exists for aging in place, Lifestyle

Redesign, and other occupation-based health

promotion programs?
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Preventing Falls Among 
Community-Dwelling Older Adults
Kimberly Mansfield Caldeira and S. Maggie Reitz

Globally, an estimated 391,000 people died due to falls in 2002, making it the 2nd lead-

ing cause of unintentional injury death globally after road traffic injuries.

In all regions of the world, adults over the age of 70 years, particularly females, have

significantly higher fall-related mortality rates than younger people.

—World Health Organization (WHO), 2006, ¶ 2

Learning Object ives

This chapter is designed to enable the reader to:

• Describe the epidemiology of falls and fall-related
injuries. 

• Discuss the costs of falls and fall-related injuries
among older adults at the individual, community,
and society levels.

• Identify the risk factors associated with falls
among community-dwelling older adults.

• Apply the evidence on fall risk factors to a com-
prehensive occupational therapy evaluation.

• Identify the elements of effective fall prevention
interventions.

• Apply the evidence on fall prevention interven-
tions to occupation-based interventions.

• Explain the role of occupational therapy in an
interdisciplinary, health promotion approach to 
fall prevention.

Key Terms

Behavioral risk factors
Environmental press
Extrinsic risk factors
Fall

Intrinsic risk factors
Multifactorial
Multifactorial 

intervention

Near-fall
Orthostatic hypotension
Polypharmacy
Situational factors

Slip
Targeted intervention 
Trip
Untargeted intervention

Introduction

In the United States, fall prevention has been identified

as a national priority for health promotion and preven-

tion. Recognizing that “falls are the most common

cause of injuries and hospital admissions for trauma

among elderly persons,” the U.S. Department of Health

and Human Services (USDHHS) calls for a reduction

in the rate of hip fractures for men and women aged 

65 years and older (USDHHS, 2000, p. 15–39). The

target is a 61% reduction for women (from 1056 to 416

per 100,000) and an 88% reduction for men (from 593

to 74 per 100,000). The foundation necessary for the

development of an occupation-based approach to fall

prevention for older adults living in the community is

provided in this chapter. The numerous and often inter-

related factors contributing to falls are explained, fol-

lowed by a review of evidence-based guidelines for

effective interventions and a discussion of the role of

occupational therapy in fall prevention.

Without disregarding the problem of falls among

older adults in hospitals, nursing homes, and other insti-

tutional settings, this chapter focuses on risk factors and

programmatic issues specific to community-dwelling

older adults, who reside in houses, apartments, or other

homes privately owned or rented by themselves, their

family, or their friends. Health promotion programs 

that incorporate fall prevention in community-based 

settings are a vital part of national public health efforts

to enable the growing population of older adults to
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maintain independent, active, healthy lifestyles while

remaining in their own homes as they age. Furthermore,

although the prevention of falls among other age groups

is a worthwhile pursuit as a component of general

injury-prevention programs, it is beyond the scope of

this chapter.

Background of the Problem

Each year an estimated 30% to 60% of community-

dwelling older adults experience a fall, and about half

of these experience multiple falls (Rubenstein &

Josephson, 2002). Although other populations such as

children and athletes have a higher incidence of nonin-

jurious falls, falls are a more serious concern among

older adults because of the high prevalence of chronic

illness and age-related changes that make even minor

falls potentially disastrous (Rubenstein & Josephson,

2002). In fact, the rate of fall-related deaths in the

United States is over three times higher for adults aged

65 to 84 and nearly 23 times greater for adults 85 years

and older, as compared to the overall population rate

(USDHHS, 2000).

Terminology
In general, a fall can be defined as a loss of balance

resulting in a person suddenly and unintentionally com-

ing to rest on the floor, ground, or other lower surface,

with or without ensuing injury. Often this definition

excludes falls that involve loss of consciousness, acute

medical conditions such as cerebrovascular accidents

(CVAs) or myocardial infarction, or traumatic environ-

mental events such as motor vehicle crashes. Syncope,

also known as fainting, loss of consciousness, or black-
ing out, occurs when there is decreased blood flow to

the brain and can be caused by a number of conditions

(Mathias, Deguchi, & Schatz, 2001). Falls resulting

from syncope are more difficult to document due to

memory lapses and poor recall. Some studies have sug-

gested that syncopal falls are more likely to result in

serious injuries than nonsyncopal falls (Rubenstein &

Josephson, 2002). Prevention of syncope requires spe-

cific medical interventions and therefore is not empha-

sized in this discussion of fall prevention.

Many falls result from slips and trips. A slip occurs

when the foot slides out from underneath the per-

son, while a trip occurs when the person stumbles 

over an object obstructing their pathway (Steinberg,

Cartwright, Peel, & Williams, 2000). Normally in a slip

or trip, the person regains balance before falling, so the

event is called a near-fall. A fall only results when bal-

ance cannot be regained. Note that falls and near-falls

can also be caused by a loss of balance associated with

other activities such as reaching, rushing, or other

imprudent maneuvering.

Economic Cost
Falls are a costly problem among older adults, in terms

of both personal costs to the individual and economic

costs to society. On the personal level, falls result in

injuries ranging from minor (e.g., bruises and lacera-

tions) to severe (e.g., fractures and head injuries), many

of which are costly in terms of losses in functional inde-

pendence and quality of life (QOL). While the majority

of falls do not result in injury requiring medical atten-

tion, approximately 20% to 30% of falls produce 

moderate to severe injuries (Englander, Hodson, & Ter-

regrossa, 1996; Tinetti, Speechley, & Ginter, 1988), and

5% to 10% produce serious injuries (Rubenstein &

Josephson, 2002). Falls are responsible for the majority

of fractures and a large proportion of the spinal cord

injuries and traumatic brain injuries that occur among

older adults (Desai, Zhang, & Hennessy, 1999). Falls

also frequently result in a loss of independence, with

50% of fall-related hospital admissions resulting in

nursing home placement (Sattin et al., 1990). Hip frac-

tures are one of the most frequent and devastating con-

sequences of falls among older adults. About half of

patients who sustain a hip fracture never regain their

former level of function (Desai et al., 1999), and 20% to

30% of them do not survive past the first year following

their hip fracture (Magaziner et al., 1990, cited in

Rubenstein & Josephson, 2002). Even noninjurious

falls can have serious consequences such as increased

fear of falling, which subsequently contributes to

decreased QOL and further illness and injury.

Substantial economic costs to society are another

consequence of fall-related injuries and deaths among

older adults. “In 2000, the total direct cost of all fall

injuries for people 65 and older exceeded $19 billion”

(Stevens, Corso, Finkelstein, & Miller cited by Centers

for Disease Control and Prevention, 2008, ¶ 1). As the

baby-boomer generation matures to retirement age, this

figure is projected to increase by 60% by the year 2020,

when it will exceed $32 billion (Englander et al., 1996).

Mortality Rates
The cost of falls to individuals and families is often

measured in terms of the number of lives lost. Uninten-

tional injuries are the fifth leading cause of death

among older adults, and falls account for two-thirds of

those unintentional injury deaths (Desai et al., 1999). In

2003, fall-related injuries accounted for 13,700 deaths

among older adults and 1.8 million visits to emergency

rooms (Stevens, Ryan, & Kresnow, 2006). The rate of

deaths due to falls increases with advancing age and is

higher for men than women, possibly because men are
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more likely than women to have other comorbid condi-

tions, although women have more nonfatal falls than

men. Fall-related deaths are also higher among whites

than African Americans (Stevens et al., 2006), due in

part to the lower bone densities that make whites more

likely to sustain hip fractures. Moreover, the rate of

deaths due to falls appears to be on the rise, in part

because medical advances have caused a reduction in

deaths due to chronic illnesses (Desai et al., 1999).

Risk Factors for Falls
The identification of risk factors is a critical first step in

preventing falls. A great many risk factors have been

associated with falls and are usually categorized as

either intrinsic or extrinsic. Intrinsic risk factors, also

known as personal or host factors, are the physical,

psychological, neurological, and sensory qualities that

make a person more likely to fall. In the language of the

Occupational Therapy Practice Framework (referred

to as Framework; American Occupational Therapy

Association [AOTA], 2008) and the International Clas-
sification of Function, Disability and Health (ICF)

developed by the WHO (2001), intrinsic factors are

known as client factors and include both body func-

tions and body structures. Intrinsic risk factors can be

related to medical disorders, drugs (Beers et al., 2005),

impaired mental status, incontinence, history of previ-

ous falls, seizure disorder (Texas Department of Aging

and Disability Services, 2003), and mental health 

disorders such as depression, dysthymia, dementia,

anxiety, and phobias (Kelley, 2003). 

Intrinsic risk factors are complex. For example,

impaired mental status could be the result of medica-

tion regimen changes; sleep disturbances; acute illness

(Cole, Ryan, Adrean, & Silver, 2001), such as an ear

infection, cold, or the flu; excessive alcohol use; or

mixing alcohol with over-the-counter or prescription

drugs. In addition, ear infection, cold, or the flu could

also lead to vestibular problems that affect balance and

equilibrium. There is some discrepancy as to whether

certain factors are identified as intrinsic, extrinsic, or

behavioral factors. For instance, use of an assistive

device could be considered an intrinsic risk factor

(device needed due to a disease process), extrinsic fac-

tor (device contributed to a trip), or a behavioral risk

factor (if the activity is completed too quickly due to

increased confidence as a result of having a mobility

aide). Content Box 24-1 provides a classification of

risk factors as either intrinsic, extrinsic or, both.

Extrinsic risk factors consist of the situations and

conditions outside the individual that increase one’s

opportunity for falls (Carter, Kannus, & Khan, 2001)

and correspond to contextual factors in the ICF and

Framework. Table 24-1 lists extrinsic factors and

actions to minimize risk from these factors. Behavioral
risk factors are sometimes recognized as a third cate-

gory of risk factors and represent specific interactions

between the individual and his or her environment

(Clemson, Cumming, & Heard, 2003; Connell, 1996).

In a national survey of approximately 2000 injurious

falls among older adults,

• 59% resulted from slipping, tripping, or stumbling;

• 22% resulted from loss of balance, dizziness, syn-

cope, or seizure; and

• 19% resulted from some other cause (Kochera,

2002).

Behavioral risk factors are key to an occupation-

centered understanding of falls. Some sources refer to

these risk factors as situational factors. Situational
factors have been defined as activities or decisions that 

may increase the risk of falls and fall-related injuries.

Examples are walking in stocking feet or in footwear

with high heels, rushing to the bathroom (especially at

night when not fully awake or when lighting may be

inadequate), and rushing to answer the telephone.

(Beers et al., 2005, ¶ 10)

Risk Factor Interaction
Many risk factors are reversible, in that they can be

modified through therapeutic interventions such as

strength training or assistive devices, while other risk

factors are irreversible and may require adaptive strate-

gies (Carter et al., 2001). Although irreversible risk 
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Content Box 24-1

Classification of Common Risk Factors
for Falls in Community-Dwelling
Elderly

Risk Factor Intrinsic vs. Extrinsic
• Muscle weakness • Intrinsic
• History of falls • Intrinsic
• Gait deficit • Intrinsic
• Use of assistive devices • Intrinsic and extrinsic
• Visual deficit • Intrinsic
• Arthritis • Intrinsic
• Impaired ADL • Intrinsic
• Depression • Intrinsic
• Cognitive impairment • Intrinsic
• Age >80 years • Intrinsic
• Medication use • Intrinsic and extrinsic
• Environmental hazards • Extrinsic
• Fear of falling • Extrinsic

Data from Table 1 in The effect of reducing falls on long-term care
expenses: Literature review (p. 8) prepared for the Office of Disability,

Aging, and Long-Term Care Policy, U.S. Department of Health and

Human Services, 2004, Contract #HHS-100—3-0008.
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Table 24–1 Extrinsic Risk Factors and Recommended Modifications

Location Hazard Correction Rationale

General household

Lighting Too dim Provide ample lighting in all areas Improves visual acuity and
contrast sensitivity

Too direct, Reduce glare with evenly Improves visual acuity and 
creating glare distributed light, indirect lighting, contrast sensitivity

or translucent shades 

Inaccessible Provide night-lights or touch- Reduces risk of tripping over  
light switches activated lights or bumping into unseen 

obstacles in a dark room

Install switches that are immediately 
accessible when entering room or 
motion sensors that activate lights

Carpets, Torn Repair or replace torn carpet Reduces risk of tripping and 
rugs, slipping, especially for people 
linoleum who have difficulty stepping

Slippery Provide rugs with nonskid backs Reduces risk of slipping

Curled edges Tack or tape down rugs or linoleum Reduces risk of tripping
to prevent curling

Replace rugs or linoleum

Chairs, tables, Unstable Provide furniture stable enough to Increases support for people
other support the weight of a person with impaired balance and  
furnishings leaning on table edges or chair arms helps with transferring

and backs

Do not use chairs that have wheels 
or that swivel

Repair legs that are loose

Chairs without Provide chairs with armrests that Helps people with proximal 
armrests extend forward enough to provide muscle weakness and helps

leverage when getting up or with transferring
sitting down

Obstructed Arrange furnishings so that Reduces risk of tripping over 
pathways pathways are not obstructed or bumping into obstacles, 

Remove clutter from hallways making movement in the
home easier and safer, espe-
cially for people with impaired
peripheral vision

Heating Too cool Maintain temperature at 22.2ºC Reduces risk of falls secondary 
in winter to hypothermia

Wires and Exposed in Tack cords above the floor or run Reduce risk of falls secondary 
cords pathways beneath floor coverings to tripping

Kitchen

Cabinets, Too high Keep frequently used items at Reduces risk of falls due to 
shelves waist level frequent reaching or standing

Install shelves and cupboards on unstable ladders or chairs

at an accessible height
Continued
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Table 24–1 Extrinsic Risk Factors and Recommended Modifications—cont’d

Location Hazard Correction Rationale

Floors Wet or waxed Place rubber mat on floor in sink Reduces risk of slipping, 
area especially for people with a 

Wear rubber-soled shoes in kitchen gait disorder

Use nonslip wax or buff paste 
wax thoroughly

Gas range Dial difficult Clearly mark “on” and “off” Reduces risk of gas asphyxia-
to see positions on dials tion, especially if sense of

smell is impaired

Table Wobbly, unstable Provide table with sturdy legs Increases support, especially 
of even length for people with a gait disorder

Do not use tripod or pedestal 
tables

Bathroom

Bathtub Slippery Install skid-resistant strips or Reduces risk of sliding on wet
tub floor rubber mat tub floor and risk of falls (eg, a

Need to use Use shower shoes or bath seat
the side of the Use a portable grab bar on the 
bathtub for side of the tub
support or transfer

Take grab bar on trips

Towel racks, Unstable for use Fasten grab rails to wall studs Helps with transferring to and
sink tops as support while next to the toilet from the toilet

transferring from 
the toilet

Toilet seat Too low Use elevated toilet seat Helps with transferring to and
from the toilet

Medicine Inadequate Install brighter lighting Helps avoid incorrect use of 
cabinet lighting drugs, especially for people

with visual impairment

Drugs Label all drugs according to Helps avoid incorrect use of
inadequately need for internal or external use drugs, especially for people
labeled Keep magnifying glass in or with visual impairment

near cabinet

Door Locks Remove locks from bathroom Enables other people to enter
doors or use locks that can be if a person falls
opened from both sides of door

Stairways

Height Height of steps Correct step height to <15 cm Reduces risk of tripping, espe-
too high cially for people who have 

difficulty stepping

Handrails Missing Install and anchor rails well on Provides support and enables 
both sides of stairway people to grasp rail with either

Use cylindrical rails placed hand

2.5–5 cm from wall

bath seat enables people with
impaired balance to sit while
showering)

Helps with transferring
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factors may not be treatable per se (e.g., history of pre-

vious falls), they may be useful in identifying “at-risk”

populations who are likely to have other risk factors

that are reversible (Tinetti et al., 1988). Therefore, irre-

versible risk factors should not be overlooked in the

screening process. The advantage of identifying multi-

ple risk factors for falls is that it increases the number

of opportunities for intervention. Intrinsic, extrinsic,

and behavioral risk factors should all be evaluated and

incorporated into a fall prevention program.

Most falls are multifactorial, originating from a

combination of multiple factors rather than one single

factor (Campbell, Borrie, & Spears, 1989; Tinetti et al.,

1988). There is evidence to suggest that risk factors

interact in a synergistic way, such that a person’s risk of

falling increases sharply with the accumulation of risk

factors (Rubenstein & Josephson, 2002).

Frequently, when asked about the cause of a recent

fall, an older adult will first implicate an obstacle or

other environmental condition. It is therefore incum-

bent upon the occupational therapist to probe more

deeply to identify the multifactorial nature of the fall.

For example, a fall resulting from a trip over an uneven

threshold may actually have been caused by a combi-

nation of several intrinsic and extrinsic factors, such as

a visual impairment that interfered with seeing the

threshold, behavioral issues such as being in a hurry,

confusion brought on by a new medication, lower

extremity weakness related to a sedentary lifestyle, and

poor lighting over the threshold.

Perhaps the most important risk factor for falling is

having a history of a previous fall. Older adults who

have fallen in the past are three times more likely than

nonfallers to experience future falls (Rubenstein &

Josephson, 2002), and half of those who fall in a given

year are repeat fallers (Moreland et al., 2003). Clearly,

an accurate falls history is critical in identifying high-

risk populations, yet underreporting of falls is a persis-

tent problem for several reasons. First, providers may

not include a falls history as part of their routine evalu-

ation, and many falls do not result in visible injuries,

such as bruises or scars that would trigger further

assessment. Also, noninjurious falls may not be per-

ceived as a cause for concern by the faller, or they may

be interpreted as an inevitable result of aging. On the

other hand, people who are troubled about their fall

may not disclose that information out of fear of losing

their independence, being institutionalized, or having

their activities restricted (Gallagher et al., 2001).

Risk Factor Research

Intrinsic Risk Factors
In a meta-analysis of 16 epidemiological case-control

studies, Rubenstein and Josephson (2002) analyzed the

importance of several of the most consistently reported

intrinsic risk factors for falling. They found that, on

average, falls are four times more likely among older

adults with lower extremity weakness, and three times

more likely among those with gait disorders, balance

problems, or a history of prior falls. Visual impairment,

arthritis, and use of an assistive device each carry a

two-and-a-half-fold increase in fall risk. Finally, older
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Table 24–1 Extrinsic Risk Factors and Recommended Modifications—cont’d

Location Hazard Correction Rationale

Too short and Extend beyond top and bottom Signals that top or bottom 
end of rail unclear step, and turn ends inward step has been reached

Configuration Too steep or Install landings on stairways Provides rest stop, especially 
too long for patients with heart or 

pulmonary disorders

Condition Slippery Place nonskid treads securely Prevents slipping
on all steps

Lighting Inadequate Install adequate lighting at Outlines location of steps,
both top and bottom of stairway especially for people with 

Provide night-lights or impaired vision or perception

bright-colored adhesive 
strips to clearly mark steps

From “Falls” by M. H. Beers & R. Berkow (Eds.), 2005, in Merck manual of geriatrics (3d ed.). Whitehouse Station, NJ: Merck & Co. Retrieved March

25, 2006, from http://www.merck.com/mrkshared/mmg/sec2/ch20/ch20a.jsp. Copyright © 2000 by Merck & Co., Inc. Reprinted with permission.
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adults were twice as likely to fall if they had depres-

sion, cognitive impairment, or difficulties with activi-

ties of daily living (ADLs). Other well-established risk

factors include chronic illness, polypharmacy, urinary

incontinence, sensory deficits, orthostatic hypotension,

social isolation, and others described below. While

some of these intrinsic risk factors may be irreversible,

such as arthritis or a prior history of falling, early iden-

tification of any risk factors provides the best opportu-

nity to design interventions to prevent falls.

Gait impairments and lower-extremity muscle weak-

ness are among the most well-established causes of falls.

Some gait changes and loss of strength are generally

associated with normal aging, but for many older adults

the changes are related to inactivity and disease

processes such as CVAs, Parkinson’s disease, and arthri-

tis (Rubenstein & Josephson, 2002). An estimated 49%

of community-dwelling older adults have grossly detec-

table weakness of the lower extremities (Campbell 

et al., 1989), and gait disorders affect between 20% and

50% of older adults (Rubenstein & Josephson, 2002).

The risk of falls is thought to increase along with

various age-related changes in the sensory mechanisms

that regulate postural control. The vestibular, visual,

and somatosensory systems all deteriorate to some

extent with age, causing decreases in peripheral vision,

proprioception, and the ability to detect changes in

head position and acceleration (Carter et al., 2001).

These changes can make it more difficult to recover

quickly from a trip, slip, or other loss of balance before

a fall occurs.

Sensory changes in vision and hearing present

additional problems. Age-related changes such as

reduced contrast sensitivity and heightened glare 

sensitivity make it more difficult to perceive the

edges of carpets, stairs, thresholds, curbs, and other

potentially hazardous footing. Approximately 18% 

of older adults report having a visual impairment,

24% report having cataracts, and 33% report having

a hearing impairment (Campbell, Crews, Moriarty,

Zack, & Blackman, 1999). Older adults with visual

or hearing impairments are more likely than others to

report difficulties performing a number of ADLs and

instrumental activities of daily living (IADLs), espe-

cially functional and community mobility (including

getting in and out of a chair or bed, walking, and get-

ting outside), medication management, and meal

preparation (Campbell, Crews, et al., 1999). There-

fore, visual and hearing impairments not only inter-

fere with the ability to avoid trip and slip hazards in

the environment, but can also increase the risks for

physical inactivity, adverse medication effects, and

inadequate nutrition, all of which contribute to falls.

Social isolation, another risk factor for falls, is also

slightly more likely among those with visual impair-

ments (Campbell, Crews, et al., 1999).

Chronic illness is a significant contributor to falls, and

the risk for falling increases with the number of illnesses

a person has (Campbell et al., 1989; Tinetti et al., 1988).

Conditions such as osteoarthritis, chronic obstructive

pulmonary disease (COPD), congestive heart failure,

and coronary artery disease are frequently implicated in

falls (Fortin, Yeaw, Campbell, & Jameson, 1998). Many

chronic illnesses can contribute to balance problems,

reduce strength and endurance, and diminish general

conditioning due to extended periods of inactivity. A 

history of CVAs is strongly associated with falling, 

especially if there are residual neurological deficits

affecting motor control and visual and sensory aware-

ness (Campbell et al., 1989).

Furthermore, the side effects associated with some

medications prescribed to treat chronic illnesses can also

contribute to falls. Unwanted or harmful side effects of

medications are also known as adverse drug reactions,
which may include fall risk factors such as dizziness,

confusion, orthostatic hypotension, and urinary fre-

quency. The ability to metabolize medications effectively

declines with age, especially if pathological conditions

such as cardiac, renal, and hepatic insufficiency are pre-

sent; older adults, therefore, are more susceptible than

others to adverse drug reactions (Rosedale, 2001;

Schmucker, 2001). Furthermore, older adults have been

severely underrepresented in the clinical trials of most

pharmaceuticals, so the age-specific effects of most 

medications are poorly understood (Schmucker, 2001).

Psychotropic medications are especially notorious in 

contributing to falls because of their detrimental effects on

balance, reaction time, and postural hypotension (Shaw,

2002). One survey estimated that 59% of community-

dwelling older women take medications likely to cause

postural hypotension, and 32% take at least one psy-

chotropic medication (Campbell et al., 1989).

Polypharmacy is the term for taking a regimen of

multiple medications simultaneously. Polypharmacy

entails an elevated risk for adverse effects from drug

interactions, and it is fairly common, with an estimated

26% of older adults taking more than three medications

(Campbell et al., 1989). Drug interactions can cause

cognitive impairment, hypotension, and other condi-

tions that may increase the risk of falling (Pollow,

Stoller, et al., 1994 as cited in Enevold & Courts,

2000). Polypharmacy appears to be a factor for the vast

majority of older adults who fall, with 48% taking three

or more medications (Cumming et al., 1991) and 26%

taking 8 to 14 medications (Fortin et al., 1998). Unfor-

tunately, it can be difficult for a prescribing physician

to be aware of all the medications a person is on, par-

ticularly if that patient is seeing several specialists or
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taking additional over-the-counter (OTC) medications,

which patients may forget to mention. Therefore,

“brown bag” medication checks, where older adults are

invited to bring in all their prescription and nonpre-

scription drugs to be checked for possible interactions

by a physician or pharmacist, are a frequently recom-

mended intervention (Pollow, Stoller et al., 1994 as

cited in Enevold & Courts, 2000).

Urinary incontinence is an intrinsic condition with

behavioral consequences that can contribute to falls—for

example, it may cause urgent situations in which the

individual has to rush to the bathroom (Mosley, Galindo-

Ciocon, Peak, & West, 1998; Rosedale, 2001). Despite

significant underreporting of this condition (only half of

those affected consult their physician), up to one-third of

community-dwelling older adults are believed to experi-

ence some level of urinary incontinence (Merkelj, 2001).

Older adults can reduce the risks associated with incon-

tinence by planning ahead for nighttime visits to the toi-

let. For example, proper footwear such as secure slippers

with nonskid soles (instead of socks or bare feet) can be

kept at the bedside, and a night-light can provide ade-

quate lighting (Mosley et al., 1998). Other strategies

include keeping the pathway to the bathroom unob-

structed and using a bedside commode.

Orthostatic hypotension affects between 5% and 25%

of healthy community-dwelling older adults (Alagiakr-

ishnan, Masaki, Schatz, Curb, & Blanchette, 2001;

Rubenstein & Josephson, 2002) and is implicated in

many instances of unexplained falls or syncope. Ortho-
static hypotension, also known as postural hypotension,
is defined by a drop of at least 20 mm Hg in systolic

blood pressure or 10 mm Hg in diastolic blood pressure

persisting for 3 minutes after moving from supine to an

upright posture (Alagiakrishnan et al., 2001), resulting in

dizziness, collapse, or even loss of consciousness (syn-

cope). The prevalence of this condition increases with

age and is even more common among older adults with

medical issues such as hypovolemia, parkinsonism, and

cardiovascular problems. Orthostatic hypotension is a

common side effect of many medications, especially

antihypertensives, vasodilators, antidepressants, psy-

chotropics, and sedatives (Rubenstein & Josephson,

2002). Behavioral strategies (e.g., learning to get up

slowly in the morning) can be adopted by some individ-

uals to minimize the effects of orthostatic hypotension,

but medical management of the underlying cause(s) of

the condition is recommended.

Psychosocial Factors

A variety of psychosocial and psychiatric issues consti-

tute important intrinsic factors related to falls, with fear

of falling among the most widespread. An estimated

40% to 73% of recent fallers and 20% to 46% of non-

fallers acknowledged they had a fear of falling (King &

Tinetti, 1995). Women are more likely than men to

report fear of falling, but the prevalence and extent of

fear of falling increases with age and level of frailty for

both genders (Arfken, Lack, Birge, & Miller, 1994).

Fear of falling often develops in response to a firsthand

experience of a fall or near-fall, or even from knowing

someone else who has fallen. While appropriate levels

of caution can be helpful in avoiding a fall, fear of

falling is actually an important contributor to falls,

because it results in self-imposed restrictions on physi-

cal activity. In this way, people who are afraid of falling

are at risk for loss of strength, flexibility, endurance,

and other necessary components of functional mobility.

In addition, reduced activity can result in social isola-

tion, diminished engagement in occupation, reduced

quality of life, anxiety, and depression, which then fur-

ther exacerbate the fear (Arfken et al., 1994; Walker &

Howland, 1991). Ultimately, this condition can escalate

over time and set the stage for future falls and illness

(Steinmetz & Hobson, 1994).

Mental health disorders such as depression, dys-

thymia, dementia, anxiety, phobias, and alcohol/sedative/

hypnotic abuse are increasingly prevalent among older

adults (Kelley, 2003) and can contribute to falls if left

untreated. These conditions are often marked by

lethargy, agitation, or reduced motivation, all of which

can increase the risk of falling. Yet providers may avoid

prescribing psychotropic medications to treat these

conditions in older adults because of the potential for

side effects, such as sedation, dizziness, and gait insta-

bility. While psychotropic medications are generally

considered a fall risk factor, many newer medications

have fewer side effects, so the association between falls

and psychotropic medications remains controversial

(Rosedale, 2001).

One of the more difficult risk factors to address in

fall prevention is cognitive impairment, which may or

may not constitute dementia. Persons with dementia

exhibit a progressive decline in cognitive functions

such as memory, problem-solving, language, math, and

sequencing (Kelley, 2003). Dementia and other forms

of cognitive impairment affect an estimated 25% of

older adults (Graham & Rockwood, 1997), and falls

may be as much as twice as frequent among this popu-

lation compared with cognitively normal older adults

(Shaw, 2002). Cognitive impairment is associated with

recurrent falling but not with one-time falls. One-time

falls may be the result of chance happenings, while

repeated falls may be indicative of an inability to map

a safe route through the environment (Fletcher &

Hirdes, 2002). Cognitively impaired older adults who

experience a fall are more likely than other fallers to

sustain a serious injury and subsequently have poorer
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prognosis for making a functional recovery (Shaw,

2002). They also are less likely than cognitively normal

older adults to benefit from fall prevention programs

(Shaw et al., 2003).

Cognitive impairment appears to increase the risk of

falls through both direct and indirect mechanisms. Intact

cognitive function underlies the capacity to see one’s

physical capacities and limitations, and the ability to rec-

ognize environmental hazards and identify and adopt

appropriate protective behaviors. Cognitive impairments

can make it difficult for a person to follow safety precau-

tions, while also interfering with the ability to process

and integrate the perceptual information necessary for

maintaining postural stability (Shaw, 2002) and orienting

oneself geographically (Rubenstein & Josephson, 2002).

As a result, cognitive impairment tends to increase sus-

ceptibility to environmental hazards that otherwise might

not cause a fall (Clemson, Cumming, & Roland, 1996).

More indirectly, cognitive impairment is associated with

changes in gait and balance that exceed those expected in

the normal aging process (Shaw, 2002), which further

increases the risk of falling. In general, both cognitive

impairments and mental health disorders can increase

disability and the risk for falling by eroding a person’s

ability to self-manage physical limitations or disease

processes as they arise over the life span (Kelley, 2003).

Behavioral Risk Factors 
Intrinsic and extrinsic risk factors can be better appre-

ciated by considering the behavioral factors associated

with them. Hurrying; carelessness; ineffective mobility

behaviors such as low stepping height, being distracted

by other elements of the environment, lack of confi-

dence, overexertion, and not scanning the path ahead

are frequently cited behavioral risk factors, especially

in falls that occur outside the home (Clemson, Manor,

& Fitzgerald, 2003). In one study of healthy older

adults living in the community (Reinsch, MacRae,

Lachenbruch, & Tobis, 1992), approximately one-third

of falls occurred during activities associated with inat-

tention (e.g., tripping over a large object or looking

somewhere else), while another third occurred during

imprudent activities (e.g., slipping on a wet surface,

rushing, or lifting heavy objects). 

Other behavioral factors include the use of mobility

devices and choice of footwear. Mobility devices such

as canes and walkers seem to have mixed results in fall

prevention. On the one hand, their proper use is meant

to improve functional mobility among people with

impairments in strength, balance, or other body struc-

tures and functions, most of which are also risk factors

for falling. Many older adults are aware of the benefits

of such devices in increasing stability and preventing

falls, yet they refuse to adopt their use because of

the symbolic and stigmatizing associations of those

devices with old age and disability (Aminzadeh &

Edwards, 1998). On the other hand, the use of a mobil-

ity device is associated with an increased risk of falling

(Rubenstein & Josephson, 2002). It is unclear how

often assistive devices actually contribute to falls. In

some cases, improper use of devices poses a direct fall

hazard (Fortin et al., 1998; Rosedale, 2001), but in

other cases, the increased fall risk may only be associ-

ated with the underlying impairments. Assistive

devices are known to cause a shift in one’s center of

gravity and bring about a change in posture. They also

are often used incorrectly and are frequently not

adjusted to the correct height. These factors require a

person using a new assistive device to make adjust-

ments in mobility and other habits and routines to

accommodate the device. 

The choice of footwear also can be seen as a behav-

ioral risk factor. Footwear that is slippery (such as

socks and stockings) or unstable (such as flip-flops or

high-heeled shoes) can contribute to a fall. Ideal

footwear should fit securely on the foot. This may

require a podiatric consult for therapeutic footwear if

bunions or other foot disorders interfere with a proper

shoe fit (Tideiksaar, 2002). The insole should provide

firm support without too much cushioning, which

could interfere with proprioceptive feedback regarding

changes in footing. It is important to promote proprio-

ceptive cues; shoes should not decrease this process

more than is necessary. A slip-resistant sole is impor-

tant, but it should not be so grippy as to catch on car-

pets and floors. The appropriate degree of grippiness

depends on the individual’s gait pattern and step height

as well as the type of floor surface; therefore, footwear

assessment and recommendations should be based on

individual observation (Tideiksaar, 2002). Clients may

benefit from situation-specific footwear recommenda-

tions, such as using nonskid slippers at night when

crossing a linoleum floor to reach the toilet, using

smooth-soled loafers in the daytime around the house

over carpeted surfaces, and using lightly cushioned

sneakers for outdoor use on surfaces that might be

uneven or slippery.

The development of assessments and continued

research will help determine risk factors that should be

addressed in prevention programs and fall prevention

program evaluations. An assessment specifically focus-

ing on behavioral risk factors has been jointly devel-

oped by Clemson, an occupational therapist and lecturer

in occupation and leisure sciences; Cumming, a profes-

sor in public health; and Heard, a lecturer in behavioral

sciences (Clemson, Cumming, et al., 2003). This instru-

ment, the Falls Behavioral (FaB) Scale for Older Peo-

ple, shows promise. The results of the initial study
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suggest that the scale will be a time-efficient, reliable,

and valid tool for behavioral fall interventions and for

research on the effectiveness of such interventions. 

Extrinsic Risk Factors
Between 25% and 45% of falls implicate environmental

hazards as a contributing factor (Rubenstein & Joseph-

son, 2002). Yet it is important to remember that most 

falls in this category actually result from the interaction

of the individual with the environment, such that the

intrinsic risk factors resulting from disease or normal

aging limit the individual’s capacity to adjust to and com-

pensate for any unexpected elements in the environment.

Any environmental element that creates an opportu-

nity for a fall is an extrinsic risk factor, such as electri-

cal cords or furniture crowding a walkway. Other

hazards are posed by the absence of a safety feature,

such as adequate lighting or grab bars in the bathroom.

Still other hazards are posed by faulty or inappropriate

items, such as furniture that is too soft or too low,

unstable footstools, stairs in disrepair, or loose rugs and

carpet edges. Many hazards contribute to slips and

trips, which are frequent precursors to falls in the

home. Content Box 24-2 identifies common household

hazards that may contribute to falls.

Few studies have investigated the connection between

environmental hazards and falls, and the findings are

mixed (Connell, 1996). Some studies have found that the

risk of falling is not increased by the presence of one or

more home hazards (Gill, Williams, & Tinetti, 2000),

while other studies have shown that environmental 

hazards in the home are a significant predictor of falls

(Connell, 1996) and differentiate one-time fallers from

repeat fallers (Fletcher & Hirdes, 2002). It is also impor-

tant to consider environmental hazards outside the home

and in transition areas around the home, such as patios,

entrances, and garages, which are often characterized 

by glare and rapid changes in illumination (Reinsch 

et al., 1992).

It is clear that environmental factors cannot be com-

pletely separated from intrinsic and behavioral factors,

which vary from person to person and over time for an

individual. The level of perceived risk, which is influ-

enced by the level of impairment, determines the level

of caution an individual will exercise in any situation,

which either reduces or increases the risk of falling.

Extrinsic risk factors seem to play a more important role

in falls among younger, healthier individuals, while

intrinsic factors become more important as frailty 

and age increase (Reinsch et al., 1992; Steinmetz &

Hobson, 1994). This association may be mediated by

certain behavioral choices; for example, having more

frail individuals (i.e., those with the greatest intrinsic

risks) deliberately avoid obvious hazards such as stairs

and activities that could cause a loss of balance. On the

other hand, vigorous adults take greater risks in their

activities and therefore encounter more environmental

hazards that could cause falls. This pattern may partially

explain Tinetti and colleagues’ finding (1988) that falls

among healthier, more vigorous individuals tended to

occur on stairs, away from home, and in activities that

challenge balance; whereas falls among frailer individ-

uals tended to occur in the home during routine, less-

demanding activities.

Furthermore, one must consider the familiarity of the

environment. A person living in a cluttered home full of

throw rugs, extension cords, and other trip and slip haz-

ards might be very successful negotiating those hazards

quite safely because they are so familiar. Yet those same

hazards in less familiar locations such as a store, church,

or friend’s home might pose a much greater threat.

While familiarity does not excuse the need to eliminate

obvious hazards whenever they are found, it does reveal

the importance of behavior as a mediating factor in the

relative risk posed by environmental hazards. Evaluation

of individuals by an occupational therapist within their

unique home environments may be more likely to result

in changes that actually prevent falls than a simple home

safety checklist used in isolation (Cumming et al., 1999).
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Content Box 24-2

Common Home Hazards
These environmental hazards are widely recognized
in most home evaluations:

• Absence of grab bars next to toilet and in tub
• Absence of nonskid strips or mat in tub
• Absence of sturdy footstool in places where

reaching is necessary
• Cabinet storage that requires frequent reaching to

low or high places
• Cluttered stairs and pathways, especially between

the bed and bathroom
• Inadequate lighting, especially over stairways and

thresholds and in hallways
• Exposed extension, telephone, or computer cords

in pathways
• Furniture for sitting too high, too low, too soft, or

lacking armrests for steady transfers
• Glare from shiny floors and surfaces or direct light

sources such as unshaded windows
• Stairs that are too steep, that lack sturdy railings,

or are in need of repair
• Toilet seat too low
• Uneven or unstable floor coverings, such as

• Slippery throw rugs
• Loose floorboards or tiles
• Torn, wrinkled, or puckered carpet

• Unstable furniture prone to tipping when used for
support
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The concept of environmental press is useful in

thinking about the role of home hazards in fall prev-

ention. Environmental press refers to the interaction

between a person’s competence to perform a given task

and the specific demands required by the environment to

carry out that task (Connell, 1996; Lawton, 1980). For

instance, a person may possess a certain level of com-

petence in descending a flight of stairs. But if the stairs

are in disrepair, unevenly spaced, or poorly lit, or if

there are other distractions in the environment, then the

environmental demands may be so high that they

exceed the person’s competence. The construct of envi-

ronmental press offers an explanation for why so many

falls occur at home, in an environment that is utterly

familiar to the individual, in which their competence is

usually adequate for successful occupational perfor-

mance. A person who has lived in a home for many

years without incident may not recognize age-related

changes in competence and continue interacting with

their home environment in the same accustomed ways.

Yet as that person’s competence begins to drop below

the demands of the environment, he or she may con-

tinue functioning without a fall but with increasing

dependence in one or more activities. At this marginal

level of functioning, the slightest distraction, disruption

in routine, or onset of a new impairment is likely to

result in an adverse outcome such as a fall (Connell,

1996). In assessing the person-environment fit, the

occupational therapist must recognize when environ-

mental press exceeds competence and must intervene

with strategies to reduce excessive environmental

demands and increase competence by modifying intrin-

sic and behavioral risk factors.

Guidelines for Evidence-Based
Evaluation

Moreland and colleagues (2003) present a set of 

evidence-based guidelines for management of commu-

nity-dwelling older adults with a history of falling. 

Elements that should be included in an occupational

therapy evaluation for fall prevention are mental status;

depression; postural hypotension; vision; hearing; psy-

chotropic medications; polypharmacy; balance; muscle

strength; transfers; activities of daily living; environ-

mental hazards, including medical equipment; gait; use

of mobility devices; urinary incontinence; dizziness;

lower extremity coordination; and social isolation. In

addition, the level of physical activity should be evalu-

ated to determine whether it is inadequate, excessive,

or optimal. Moderate levels of physical activity have

been shown to be protective against falling, while too

much or too little physical activity is associated with

increased fall risk (Moreland et al., 2003).

Guidelines for Evidence-Based
Interventions

Evidence suggests that the most effective approach to

fall prevention is a program of individualized, targeted,

multifactorial interventions, which may include exercise,

home modification, education, and other intervention

strategies. These and other guidelines for evidence-

based interventions are detailed below.

First, interventions must be tailored to meet the

needs of each client (Moreland et al., 2003; Rosedale,

2001; Steinmetz & Hobson, 1994), according to the

needs identified in the individualized evaluation. If uni-

versal components such as group education sessions or

exercise programs are to be used, they will be most

effective as part of an individually tailored intervention

plan (Gardner, Robertson, & Campbell, 2000).

Second, for the greatest impact, interventions should

target populations with one or more identified risk fac-

tors for falling. A targeted intervention is one that

screens for certain risk factors as criteria for program

enrollment and then addresses those specific impair-

ments in the intervention. This method ensures that the

program targets a high-risk population. Untargeted
interventions deliver a more generic package of inter-

ventions to a population without regard to their specific

risk factors for falling (Moreland et al., 2003). In com-

prehensive reviews, both Cumming (2002) and More-

land and colleagues (2003) found that most of the

successful trials have targeted a population with at least

one identified risk factor for falling, such as history of

previous falls, advanced age, lower extremity weakness,

or gait impairment. Untargeted interventions were

almost uniformly unsuccessful in reducing the risk of

falling. Therefore, programs that target high-risk popu-

lations are more likely to demonstrate measurable

reductions in the risk of falling, whether the interven-

tion is exercise, home modification, education, or a

multifactorial combination.

Third, interventions should be multifactorial (Brouwer,

Walker, Rydahl, & Culham, 2003; Cumming, 2002;

Desai et al., 1999; Moreland et al., 2003; Steinmetz &

Hobson, 1994). Although there are examples of single

intervention programs that have produced statistically

significant results, the preponderance of evidence sug-

gests that multifactorial interventions have a greater

impact because they can address more risk factors for

each client. It is worth noting that successful single inter-

vention programs have incorporated other key strategies

for success, such as targeting high-risk populations

(Cumming et al., 1999; Gardner, Robertson, McGee, &

Campbell, 2002; Wolf et al., 1996), individualizing 

the intervention (Cumming et al., 1999), or targeting 

self-selected populations that have an interest in reducing

their risk (Thompson, 1996).
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Multifactorial Interventions
The multifactorial approach to fall prevention has long

been regarded as the industry standard, although spe-

cific program components have varied considerably.

Because the risk of falling increases linearly with the

number of risk factors (Tinetti et al., 1988), multifacto-

rial interventions appear to hold the greatest potential

for reducing the risk of falling by modifying multiple

risk factors. Multifactoral interventions combine a

variety of strategies offered by an interdisciplinary

team, often with a portion of the program including

strategies directly targeted to individual needs. Care

must be taken in directly comparing research results

across studies, as operational definitions of multifac-
toral intervention can vary. For example, Davison,

Bond, Dawson, Steen, and Kenny (2005) included

three specific disciplines as the multifactoral interven-

tion (i.e., medicine, occupational therapy, and physical

therapy) in a randomized control study of frequent fall-

ers. In a review of this study, Lever (2005) noted that

Davison and colleagues did not include nursing,

whereas other previous similar studies did include

nursing as part of multifactoral interventions.

The first multifactorial intervention trial shown to

actually reduce the risk of falling was conducted by

Tinetti and others (1994). This trial targeted community-

dwelling older adults who had at least one of several

selected risk factors for falling (e.g., postural hypoten-

sion, polypharmacy, home hazards, gait impairments,

lower extremity weakness, etc.). Participants received

interventions such as home-based gait training, medica-

tion review, transfer training, and home modifications in

an individualized plan designed to target their individ-

ual risk factors. This multifactorial intervention pro-

duced a 31% reduction in falls. Close and colleagues

(1999) provided additional evidence in support of mul-

tifactorial interventions among high-risk older adults in

a trial that involved a comprehensive geriatric evalua-

tion and occupational therapy home visits. 

Brouwer and others (2003) demonstrated the value

of a multifactorial approach in addressing fear of

falling from a variety of perspectives simultaneously.

Overall, balance confidence was improved by both an

educational and an exercise intervention. Psychosocial

health was improved in the education group due to

opportunities to talk about fear of falling and to learn

strategies to reduce risk, and perceived health status

was improved in the exercise group.

Exercise Interventions 
Exercise is a common component of fall prevention pro-

grams and can address multiple goals. Exercise programs

can be designed to modify many of the intrinsic risk fac-

tors associated with falls, such as strength and flexibility

of the lower extremities, balance, coordination, gait, and

reaction time, and these programs may also affect self-

perceived health status, self-efficacy, and fear of falling.

Moreover, physical activity benefits participants’ overall

health and wellbeing, both physically and mentally.

However, despite numerous studies testing the outcomes

of a variety of exercise programs, no single type of exer-

cise or program format has clearly emerged as the opti-

mal approach for preventing falls (Carter et al., 2001;

Cumming, 2002). In fact, findings have been quite mixed

regarding the effectiveness of exercise in preventing falls.

Comprehensive literature reviews by Cumming (2002)

and by Gardner and colleagues (2000) have summarized

these findings, noting that while successful exercise pro-

grams have produced statistically significant reductions

in the risk of falling by up to 49%, many programs have

shown no effect at all. Since these reviews were con-

ducted, new research indicates that exercises promoting

ankle strength (Hong & Robinovitch, 2003) can improve

older persons’ ability to regain balance after being chal-

lenged. In addition, a 6-month randomized control trial

found that both intense strength training and agility train-

ing were successful in reducing falls among older adults

(Liu-Ambrose, Khan, Lord, & McKay, 2003).

In their guidelines for fall prevention, Moreland and

colleagues (2003) recommend a program of balance

exercises nearly universally, even when the only risk

factor is a history of falling. The exercise program

should include balance exercises involving tai chi

movements or equilibrium-control exercises on firm

and soft surfaces (Moreland et al., 2003). Additional

exercises for gait and strength training and flexibility,

provided as part of an individualized home-based inter-

vention plan, are also recommended for women over 80

years of age (Campbell et al., 1997; Moreland et al.,

2003). However, practitioners are cautioned against

making untargeted recommendations for older adults to

increase their level of physical activity, as unprepared

elders can increase their risk, especially if they take

that recommendation to the extreme (Moreland et al.,

2003). Furthermore, not all forms of exercise are effec-

tive in reducing falls, and therefore fall prevention pro-

grams should not simply recommend that older adults

increase their physical activity (Cumming, 2002).

Overall, research suggests that exercise has the greatest

impact on fall prevention among high-risk older adults

whose functional mobility is below a certain threshold

(Robertson, Campbell, Gardner, & Devlin, 2002) or on

the verge of serious decline (Buchner et al., 1997) 

and that the effect is mediated primarily by improve-

ments in balance (Cumming, 2002; Day et al., 2002;

Moreland et al., 2003).

The Cawthorne and Cooksey exercises were devel-

oped in the 1940s by a physician and a physical thera-

pist (Cawthorne, 1945; Cooksey, 1946; McGee, 2000).

Recent research has demonstrated that the use of
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Cawthorne and Cooksey exercises in 1-hour sessions,

three times a week, for a 3-month period enhanced 

balance in a group of healthy older women as measured

by the Berg Balance Scale (Ribeiro & Pereira, 2005).

The same technique, applied in a group format, was

also shown to be effective for elderly women with

benign paraoxysmal positional vertigo, as measured by

increased ADL performance and enhanced quality of

life (Resende, Taguchi, de Almeida, & Fujita, 2003).

Timely initiation of the exercises for unilateral periph-

eral vestibular disorders has been linked with higher

compliance and lower self-reported disability scores,

supporting the need for prompt vestibular rehabilitation

referral (Bamiou, Davies, McKee, & Luxon, 2000).

Corna and colleagues (2003) found both the Cawthorne

and Cooksey exercises and a course of rehabilitation

effective interventions for improving balance in indi-

viduals with unilateral vestibular deficit. However, the

rehabilitation approach (i.e., supervised balance activi-

ties on a moveable platform) appeared to be more

effective in improving balance control.

Additional exercises have been described in the lit-

erature. The efficacy of each varies with the type of

vestibular dysfunction, whether they were supervised

or unsupervised, and whether they had been cus-

tomized. Readers are encouraged to carefully study the

most recent evidence-based research literature, includ-

ing review articles (Cohen, 2006; Herdman, Blatt, &

Schubert, 2000), and to seek mentoring before engag-

ing in vestibular rehabilitation. While improving bal-

ance is an important aspect of fall prevention, for

individuals with or without a vestibular disorder, it is

only one of many factors that must be addressed.

Gardner and colleagues (2000) outlined additional

recommendations for exercise. First, exercises must be

intense enough to produce measurable modifications to

the factors associated with falls, such as strength, flex-

ibility, and balance. Second, whenever possible, partic-

ipants should be offered the choice of a group or

home-based format, to increase the program’s accept-

ability to people with different personal preferences

and functional capacities. While the group format

offers the added benefits of social interaction, the

home-based format may be more appropriate for par-

ticipants who are frailer or who have difficulty access-

ing transportation (Gardner et al., 2000).

Many lessons learned from unsuccessful exercise

programs have provided other helpful recommenda-

tions. Some programs have been ineffective because

other risk factors not affected by exercise were more

significant in those populations (Gardner et al., 2000).

For instance, balance deficits resulting from polyphar-

macy would not be reduced by physical activity. There-

fore, exercise as part of a multifactorial intervention

may have the best chance of success, because more risk

factors can be modified concurrently.

Poor compliance with exercise programs has also

frequently been implicated in unsuccessful exercise

programs (Gardner et al., 2000). As with any other pop-

ulation, successful exercise programs for older adults

must be appealing, motivating, enjoyable, and easy to

follow. One strategy to enhance compliance is to incor-

porate accountability elements into the program, such

as having participants log their exercise sessions on a

calendar and providing regular “checkup” phone calls

from program staff to monitor program compliance

(Gardner et al., 2002). Also, recognizing that illness is

a common reason for noncompliance, programs with

built-in flexibility and choice can optimize compliance

by allowing participants to easily stop and restart the

program around periods of short-term illness (Gardner

et al., 2002).

One form of exercise that is recommended for fall

prevention is tai chi. This Chinese martial art involves

a series of slow, fluid movements of every part of the

body (Wu, 2002), continuous shifting of the body

weight, and a coordination of breathing with movement

(Kessenich, 1998). Tai chi is popular for fall prevention

because it can improve balance, strength, posture, and

concentration, and it can be practiced alone or in

groups. In one large trial, participants in a tai chi pro-

gram demonstrated a 48% reduction in their risk of

falls and a significant reduction in the fear of falling

(Wolf et al., 1996). Yet, as with other kinds of exercise

programs, there are several important considerations in

designing a tai chi program for the purpose of prevent-

ing falls. For instance, balance improvements resulting

from this exercise may be more likely when it is 

practiced over a long period of time (i.e., at least 

40 sessions) and among populations with mild balance

problems (Wu, 2002). Furthermore, it is important to

choose the most appropriate style of tai chi, as some

styles are more challenging to strength and balance,

while other styles may be easier to learn and therefore

more attractive to beginners (Wu, 2002).

Home Modification Interventions 
Environmental modifications often play a central role 

in fall prevention programs (Steinmetz & Hobson,

1994), and this type of intervention offers several

advantages. First, most home modifications are rela-

tively easy, cost-effective, and feasible (Connell, 1996;

Plautz, Beck, Selmar, & Radetsky, 1996; Salkeld et al.,

2000), especially compared to interventions aimed at

modifying other risk factors. Second, home modifica-

tions may have a synergistic benefit when combined

with other interventions to reduce intrinsic risk factors

(Connell, 1996). Yet even as an isolated intervention,
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some home modifications serve as visual cues (e.g.,

grab bars) that reinforce safer behaviors and a height-

ened awareness of the risk of falling. Therefore, envi-

ronmental modifications may provide both direct and

indirect benefits by contributing to behavioral changes

while reducing environmental hazards (Thompson,

1996). Third, environmental modifications outside the

home can have a broader impact by reducing the risk of

falling for all people who use the space (Connell, 1996).

The nature of home modifications can vary widely,

depending on the needs of the individual and the finan-

cial resources available. The modifications mentioned

most frequently in the literature include removing

throw rugs, reducing clutter, adding slip-resistant bath

mats or adhesive strips, securing loose rugs, and

installing stair railings (Cumming et al., 1999; Plautz 

et al., 1996; Salkeld et al., 2000). Less common modi-

fications include installing grab bars near the toilet and

bath, moving electrical cords, adding night-lights,

making exterior repairs to pathways and stairs, making

interior repairs to flooring, and installing brighter light-

ing (Cumming et al., 1999; Salkeld et al., 2000).

Adding touch lighting (Beers et al., 2005) by the bed

for persons who awaken in the middle of the night to

use the bathroom is another easy modification to pre-

vent falls due to diminished visibility, although care

must be taken to ensure the light is neither too bright

nor too dim.

To date, only one randomized trial of home modifi-

cations for fall prevention has been published 

(Cumming et al., 1999). Home visits by an occupa-

tional therapist were associated with a 36% reduced

risk of falling among those who had a previous fall

(Cumming et al., 1999). The program was designed to

identify home hazards and recommend modifications,

yet unexpectedly, the program reduced falls both inside

and outside the home, suggesting that the occupational

therapist actually helped participants increase their per-

sonal awareness of fall risks and adopt behavioral

changes to live more safely in all available contexts.

This finding highlights the importance of therapeutic

interaction with a skilled practitioner, relative to the

value of a generic home-safety checklist administered

by the client or an unskilled volunteer. Interestingly, the

program had no effect among those who had no history

of a prior fall, which supports the notion that environ-

mental hazards pose the greatest danger when com-

bined with intrinsic risk factors. As a result of this

significant study, home evaluations by an occupational

therapist have been recommended in the medical liter-

ature for all older adults with a history of previous falls

(Moreland et al., 2003).

On the other hand, other, less rigorous research sug-

gests that home modifications administered by unskilled

paraprofessionals may also reduce falls, especially if 

the interventions are targeted to populations with a

strong interest in making changes for risk-reduction

(Thompson, 1996). Older adults who seek out a fall pre-

vention program advertised in the community already

have a heightened interest in fall prevention and thus a

greater willingness to follow recommendations and make

changes to their home and their behaviors. Therefore, a

presentation on fall prevention delivered in community

venues likely to attract interested older adults, such as

places of worship and senior centers, may be an effective

recruitment strategy for reaching elders with the highest

interest, if not the highest risk (Thompson, 1996).

Nevertheless, the body of literature on home modifi-

cations is mixed (Connell, 1996) and has several impli-

cations for practice. Home-safety checklists should be

used cautiously, because they may be incomplete.

Much of the literature on home hazards and falls

focuses on very obvious, major hazards that would be

dangerous for anyone, yet many falls involve environ-

mental elements that are less obvious because they

pose a threat only to certain individuals or in specific

situations (Connell, 1996). For example, a piece of fur-

niture might be placed in such a way that it helps a per-

son navigate the path from bed to bathroom at night.

Yet a slight alteration in personal or situational factors

one night (e.g., onset of illness causing dizziness, new

floor covering or footwear, thunderstorm causing emo-

tional distress) could transform that piece of furniture

from an effective adaptation into a fall hazard. A care-

ful evaluation of exactly how individuals interact with

and use the elements of their environment is essential

in identifying these less obvious home hazards and in

discerning whether a hazard is truly environmental

(e.g., furniture) or behavioral (e.g., inattention).

Occupational therapists who recommend home

modifications should be prepared to address a variety

of potential barriers to compliance. A holistic under-

standing of person-environment relationships helps to

overcome these barriers and maximizes the client’s

likelihood of success in following through on recom-

mendations. When making recommendations for home

modifications, remember that respect for the client’s

values and a collaborative, client-centered approach are

paramount. For many clients, options that they suggest

or choose for themselves carry a greater sense of own-

ership and therefore a greater likelihood of being

implemented (Clemson, Cusick, & Fozzard, 1999).

Sometimes a balance must be achieved between ideal

safety and personal taste, such as selecting nonskid

rugs to replace slippery throw rugs. Whenever possible,

the stigmatizing qualities of a modification should 

be minimized by choosing devices and equipment 

that are attractive and stylish rather than those with an

Chapter 24 Preventing Falls Among Community-Dwelling Older Adults 483

1193_Ch24_470-492.qxd  6/11/09  3:13 PM  Page 483



institutional appearance (Aminzadeh & Edwards,

1998; Connell, 1996). Stigmas associated with aging

and disability can also be combated by emphasizing a

universal design perspective on such devices—for

instance, understanding that grab bars make bathing

safer and more convenient for people of all ages 

(El-Faizy & Reinsch, 1994).

Risk-reduction education is also valuable in enhancing

compliance. The client’s knowledge, perceptions, and

beliefs about falls and fall risks will greatly influence

his or her motivation to follow through on recommen-

dations. Readiness for change is another important fac-

tor in this area. Research using the Transtheoretical

Model (described in Chapter 3 of this text) found that

community-dwelling older adults were more likely to

follow through with home modification recommenda-

tions if they were in either the action or maintenance

stages (McNulty, Johnson, Poole, & Winkle, 2004).

Education efforts may help move older adults to the

action stage, where they may be more likely to imple-

ment recommendations. In order to be convinced of the

need for certain modifications, the client may first

require precise education as to why a particular modi-

fication will reduce the risk of falls (Clemson et al.,

1999). Education and counseling may be less threaten-

ing and more readily accepted when delivered by a

“peer counselor,” someone close in age to the client

(Connell, 1996). Often, firsthand experience is the best

form of education, so be prepared to show clients how

much safer, more comfortable, and more convenient 

a certain modification can be. If possible, consider

arranging for the client to go on an “inspiration home

visit” to another home that has already been modified,

or have the individual view a Web-based virtual tour of

homes exhibiting universal design principles (go to

http://www.udll.com/ for one such example).

Financial and legal barriers may also contribute to

noncompliance. Take time to identify community res-

ources that provide free or reduced-cost home modifi-

cations. For clients living in rental properties, make

sure the client and the landlord are familiar with the

Fair Housing Amendments Act. Landlords are required

to make “reasonable accommodations” in procedures,

such as taking out the trash, and tenants are allowed to

make “reasonable modifications” at their own expense,

such as installing grab bars (Connell, 1996).

Finally, plan for adequate monitoring and follow-up

to ensure correct, safe, and continued compliance with

recommendations. A follow-up phone call or home

visit is an ideal opportunity to evaluate the immediate

impact of any modifications on the client’s day-to-day

performance, self-efficacy, and fear of falling. If indi-

viduals have not followed through on one or more rec-

ommendations, they may benefit from a discussion of

barriers to implementation, including their underlying

feelings and motivations. Additional education about

fall risks may also be indicated. Clients should be

engaged in the problem-solving process to identify

alternative modifications that would be more accept-

able and effective.

Educational Interventions
Effective fall prevention programs should include an

educational component to promote behavioral changes,

because most older adults live independently and must

assume responsibility for reducing their own risk of

falling (Desai et al., 1999). Education can raise aware-

ness about one’s risk of falling and appropriate risk-

reduction behaviors. Yet the intervention should strive

to create the “just right” level of awareness; insufficient

awareness will not instigate behavior changes to reduce

risk, but excessive awareness “results in a hypervigi-

lance that can paradoxically lead to increased risk of

falling” (Clemson, Manor, et al., 2003, p. 114). There-

fore, educational interventions must go beyond merely

naming the various risk factors for falling and must

provide constructive, empowering information that will

result in healthy behavior change.

Educational interventions taking a cognitive-

behavioral approach may be effective in addressing

many of the behavioral risk factors associated with

falls, especially among highly active older adults. For

instance, clients can be instructed in risk-reduction

behaviors such as actively looking for environmental

hazards in community settings (Reinsch et al., 1992)

and adopting time-management strategies to avoid

unnecessary rushing. Education and role-playing

about what to do when one falls may help increase

self-efficacy and reduce the fear of falling, especially

for clients who have experienced a long wait before

being assisted after a fall. Content Box 24-3 outlines

several steps for getting up after a fall. This type of

intervention has good potential for use but must be

tailored to individuals and their occupational profiles

and must also include information on personal alarms.

Older adults who compensate for their deficits with

inappropriate behavioral adaptations can benefit from

individualized education to refine those adaptations

(Clemson, Cumming, et al. 2003; Clemson, Manor, 

et al., 2003) in order to more effectively avoid falls. For

instance, persons who wear glasses may incorporate

them into an inappropriate adaptive behavior such as

tilting the head down to look at the ground, which

would result in reduced scanning of the path ahead.

The behavior is deliberate, because these individuals

mistakenly believe that looking down will decrease

their risk of falling and do not realize that looking

down prevents them from fully benefiting from the
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vision correction provided by the glasses. Individual-

ized education will reinforce the person’s appropriate

adaptive behaviors, such as wearing glasses, and will

raise awareness about the risks posed by the inappro-

priate adaptive behaviors, such as looking down.

Assertiveness training is a valuable educational inter-

vention for fall prevention. To implement some risk-

reduction strategies, older adults may need to request

help, such as asking a landlord or family member to

repair loose carpet or make other home modifications

(Walker & Howland, 1991). Occupational therapists can

incorporate assertiveness training into fall prevention

programs to ensure that clients have the self-advocacy

skills to obtain whatever assistance they need and thereby

improve compliance with recommendations.

Education also can affect clients’ perceived risk for

falling. The success of any intervention relies on the

client’s level of compliance, which is strongly influenced

by whether the recommendations make sense to the client

in light of his or her perceived risk (Clemson et al., 1999).

Therefore, the occupational therapist should carefully

assess the client’s perceived risk of falling and integrate

those findings throughout the educational components of

the intervention plan in order to ensure that any recom-

mendations are meaningful to the client. This approach is

critical to maximizing compliance with the recommenda-

tions and interventions. 

Many older adults are able to reduce their perceived

risk by adopting specific protective behaviors for risk

management, especially in environments they perceive

to be more hazardous or unfamiliar. Examples include

taking one’s time, scanning the path ahead, and con-

centrating on where one is going. Considering that

many of the physical changes related to aging and ill-

ness may be perceived as being beyond one’s control,

these protective strategies provide the important added

benefit of a greater sense of control over one’s risk of

falling (Clemson et al., 1999), which may then help to

decrease one’s fear of falling. Educational interven-

tions can tap into this natural desire for control by pro-

viding additional strategies that “engender . . . a sense

of personal control that will stimulate subsequent

learning and action” (Walker & Howland, 1991, p. 121)

and by providing a reality check as to the accuracy of

clients’ perceptions and the appropriateness (i.e.,

safety) of their chosen protective behaviors. A thor-

ough understanding of these psychological processes

for each individual is the key to designing successful,

personalized, client-centered interventions.

There are many resources available to customize

education interventions directed toward older adults,

their caregivers, or the broader community. These

include fact sheets and printed material produced by

the AOTA (2004) as well as a variety of governmental

and other organizations identified in the Web resources

listed at the end of this chapter. Newer technology, such

as podcasts (Morbidity and Mortality Weekly Report,

2008), may provide quick, cost-effective means to pro-

vide education, especially as “baby boomers” are fond

of “tech toys” (Iconoculture, 2008, ¶ 1–2) and need to

begin addressing fall prevention for their aging rela-

tives and themselves.

Other Intervention Strategies
Some clients who have recently experienced a fall may

benefit from an intellectual analysis of the fall through

a narrative process and reenactment of the event. This

type of exercise, guided by an occupational therapist,

facilitates reflection on the circumstances surrounding

the fall to improve self-awareness of risk factors and to

empower the client to prevent future falls. For individ-

uals who initially point to a single environmental factor

that caused the fall (e.g., “I fell on the stairs”), this

intervention facilitates an opportunity for the client to

identify multiple other factors that may have con-

tributed to the event (Clemson, Manor, et al., 2003).

This approach also may be useful to combat fear of

falling and enhance self-efficacy.

Many intervention trials use a falls diary or calen-

dar to document the circumstances surrounding each

fall (Woodland & Hobson, 2003). This is a simple,
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Content Box 24-3

Strategies for Recovering From a Fall
1. Remain calm. Assess yourself for injuries. Do not

attempt to get up if you have sustained a serious
injury. Stay calm, warm, and use your personal
alarm or phone if in reach to get help.

2. Look around for a way to help yourself up. Stable
furniture can be used for support to climb up off
the floor.

3. If you cannot help yourself up, find a way to call
for help.
a. Make a loud noise to alert a neighbor.
b. Crawl or slide to the front door or telephone.
c. If you have a personal alarm device, use it.

4. If you have to wait for help, make yourself com-
fortable and warm, and remain calm until help
arrives.

5. When you have recovered, talk to your health-care
provider about the fall. Try to recall as many details
as possible about what happened the day you fell
(writing them down may help). For example, how
you were feeling that day, any medications you
were taking, what you were doing when you fell,
whether you lost consciousness, any obstacles
that made you trip, and so on. Even if you weren’t
injured, you may be at risk for falling again in the
future. Ask what you can do to reduce your risk
for future falls.
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convenient, and low-cost technique that can be an

integral part of both evaluation and intervention. Evi-

dence suggests that the simple daily act of recording

the occurrence of falls and near-falls can in itself con-

tribute to a reduction in falls, probably by increasing

awareness of one’s risk for falling (Steinberg et al.,

2000). Additional documentation and interpretation 

of the circumstances surrounding the fall can also

become the basis for narrative occupation-based inter-

ventions aimed at raising awareness, combating fear

of falling, and increasing self-efficacy for fall preven-

tion (Clemson, Manor, et al., 2003).

Medication monitoring should be considered when-

ever possible to reduce the risk of falling. Interventions

aimed at minimizing the total number of prescription

medications have been shown to significantly reduce the

risk of falling (Moreland et al., 2003). Specifically, with-

drawal of psychotropic medications has been shown to be

effective, including benzodiazepines, hypnotics, antide-

pressants, and major tranquilizers (Campbell, Robertson,

et al., 1999). 

Pharmacists can also assist with interventions such

as participating in interdisciplinary falls teams and fall

prevention programs or offering individual client med-

ication management. These professionals can be very

helpful in providing and updating information needed

to monitor medication use. In addition, they can pro-

vide consultation regarding the positive and negative

attributes of drugs used to treat vertigo and other con-

ditions linked to falls. Some drugs that are effective for

treating motion sickness may also be prescribed for

vertigo. However, these drugs, such as meclizine

(Antivert), are often labeled “possibly effective” for

vertigo and share a common side effect of drowsiness

(MedicineNet, 1997; Thomson PDR, 2004), which can

be an intrinsic fall risk factor. Another issue is the

delayed referral to and use of potentially more effica-

cious interventions, such as vestibular rehabilitation,

resulting from the use of these medications. Vestibular

rehabilitation and numerous other intervention types

have been shown to be less effective when referral is

delayed (Bamiou et al., 2000). 

Finally, occupational therapists should consider rec-

ommending a mobility device such as a cane or walker

while acknowledging that to be convincing, this recom-

mendation may need to be reinforced by the client’s

physician. Although the association between use of

mobility devices and falls is not clearly understood,

evidence suggests that they do enhance functional

mobility by increasing the feeling of stability and

reducing the fear of falling. Yet, mobility devices may

be underutilized by those who need them, in part

because outside the context of a rehabilitation setting,

older adults are rarely evaluated for their need for these

devices (Aminzadeh & Edwards, 2000). Another rea-

son for the poor acceptance of assistive devices among

older adults is the stigma and symbolic meaning of

canes and walkers. A capable therapist, as part of a

comprehensive fall prevention plan, should include

mobility devices in the repertoire of possible interven-

tions. Proper fitting and training are essential to ensure

that the device is helpful rather than hazardous. If 

the device is to be used at home, the client should be

trained in how to maneuver it throughout the home.

Sensitivity and creativity are critical in fostering accep-

tance of the device. For example, provide peer testi-

mony; adopt a nonmedical, nondisability approach; and

look for attractive and convenient designs (Aminzadeh

& Edwards, 2000). Keep in mind that some older adults

are more open to equipment such as grab bars than to

mobility devices (Aminzadeh & Edwards, 1998).

The Occupational Therapy 
Practitioners’ Role in Fall 
Prevention

Occupational therapists and occupational therapy assis-

tants can be integral members of injury and prevention

teams (AOTA, 2004). In medical and rehabilitation set-

tings, occupational therapy interventions often empha-

size ADLs such as bathing and dressing. Interventions

usually include considerable time spent training the

patient and caregivers about safe transfer techniques

and the use of safety devices such as grab bars and

shower chairs. While falls in the bathroom are some-

times implicated in serious injuries in this population,

some studies have found that only a small proportion of

falls occur here (Gill et al., 2000; Mackenzie, Byles, &

Higginbotham, 2002; Reinsch et al., 1992). Further-

more, much of the literature on fall prevention among

older adults focuses on avoidance of hip fractures. To

be sure, hip fractures are a severe and costly outcome

in every way, but other less severe injuries are far more

frequent (Mackenzie et al., 2002; Reinsch et al., 1992)

and should not be ignored. For example, when a fall

results in minor bruising and cuts, the psychological

effects may be very significant, especially in light of

the ensuing lifestyle changes that may occur. Outcomes

of this nature are not traditionally emphasized in the

medical model, yet they represent critical opportunities

for health promotion interventions aimed at preventing

the downward spiral into reduced physical activity and

social participation, and the associated increases in risk

for future falls and injuries.

With a holistic understanding of human behavior and

function, occupational therapists can analyze the com-

plex interaction of factors involved in falls. In the medical
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and rehabilitation model, fall prevention interventions

emphasize physical activity to improve strength and bal-

ance, sometimes coupled with modifications to the home

environment. Both occupational therapists and occupa-

tional therapy assistants can be instrumental in the

enhancement of body structures and functions within

these practice contexts. Yet occupational therapists can

offer much more through a broader health promotion

approach. The evaluation process can go beyond the tra-

ditional checklists of mobility issues, medical history,

and environmental hazards by addressing subtler factors

such as attitudes about falling and the roles and habits

that influence behavioral risks. Interventions can also 

be comprehensive and personalized. With an eye for

facilitating adaptive behaviors, the occupational therapy

practitioner can support individuals in refining their

behaviors to optimize safety within the context of mean-

ingful occupations. 

The interdisciplinary nature of fall prevention requires

occupational therapists to define their roles within a coor-

dinated team effort. See Table 24-2 for contributions of

other disciplines to an interdisciplinary fall prevention

team. Occupational therapy expertise is valued for 

preventive interventions such as assertiveness training,

exercise programs, home evaluations and modifications,

functional assessments, assistive device training, and

risk-reduction education (Woodland & Hobson, 2003)

and for fear reduction and return to physical activity and

community participation (AOTA, 2004). 

Perhaps the most valuable contribution of the occupa-

tional therapist to fall prevention, as in other areas, is the

ability to provide occupation-based evaluation and inter-

vention, which has been largely ignored in the literature

on fall prevention (Woodland & Hobson, 2003). Part of

the occupational therapist’s expertise is an essentially

global view of the individual’s occupational performance

in terms of all the component assets, deficits, and contex-

tual features that affect the individual’s overall wellbeing.

This perspective allows the occupational therapist to

function as a pseudo “fall prevention case manager” by

identifying a wide range of risk factors and making

appropriate referrals to other disciplines as needed. For

example, a comprehensive occupational therapy evalua-

tion might detect potential risks such as gait abnormali-

ties, possible medication side effects, depression, fear of

falling, and visual impairments. Depending on severity

and etiology, further evaluation and intervention may be

required by physicians, physical therapists, ophthalmolo-

gists, social workers, psychologists, or others to ade-

quately address these various deficits. In consultation

with other disciplines, the occupational therapist can then

focus on an occupation-based approach to each problem.

For example, taking medications properly is an occupa-

tion that can influence medication side effects. Gait

abnormalities can be addressed in the context of occupa-

tions such as home maintenance and grocery shopping.

Analysis of occupational performance is an important

step in addressing depression. Many simple home modi-

fications can provide effective adaptations for visual

impairments.

Another benefit of the interdisciplinary approach

may be better compliance with recommendations. By

communicating with the physician and other health pro-

fessionals, the occupational therapist can draw attention

to the concerns raised in the falls risk assessment and

can enlist the support of those other professionals in

implementing specific fall prevention interventions. For

instance, a physician’s opinion is held in very high

regard by many older adults (Aminzadeh & Edwards,

1998, 2000) and can therefore be very influential in per-

suading a client to adopt certain home modifications

and other behavioral changes.
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Table 24–2 Interdisciplinary Contributions to the Fall Prevention Team

Discipline Role

Dietitians Diet review and instruction to promote strong bones and flexibility

Nursing Monitor hospital, nursing home, rehabilitation center for extrinsic risk factors and moni-
tor patients for intrinsic risk factors

Pharmacy Medication management

Respiratory therapy Teach breathing exercises to promote physical activity and body awareness

Occupational therapy Complete home and community fall assessments and occupational profiles with indi-
vidualized risk-reduction intervention

Physical therapy Teach exercises and stretching techniques to promote balance and flexibility

Physician Review risk factors and fall history with patients
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Conclusion

Preventing falls among older adults is an important goal,

especially in light of the high fall-related morbidity and

mortality and the growing population of older adults at

risk for falls. In order for occupational therapists and

occupational therapy assistants to contribute to discipline-

specific or interdisciplinary fall prevention program

development and interventions, they must actively review

current research on risk factors and evidence-based prac-

tice guidelines. For example, suggesting that the elderly

slow their walking pattern may seem at first an appropri-

ate suggestion. However, research results have indicated

that this may not be the best recommendation for healthy

older adults (van den Bogert, Pavol, & Grabiner, 2002).

With current knowledge, occupational therapy practition-

ers can effectively engage in primary prevention through

fall prevention based on evidence. 

Preventive health promotion activities can take

place at various levels. At the individual level, occu-

pational therapists and occupational therapy assis-

tants can help clients modify intrinsic, extrinsic, and

behavioral risk factors that can lead to falls. This

assistance can be provided by completing a thorough

occupational profile and then tailoring education 

and occupation-based interventions to individual

context, needs, and preferences. At the population

level, many falls can be prevented through the pro-

motion of overall health and wellbeing among older

adults. Many of the components of a multifactorial

approach to fall prevention (e.g., exercise, nutrition,

vision, medication monitoring, and psychosocial

wellbeing) are essential to any general health-

promotion program for older adults. The greatest

impact on fall prevention usually results from a

focused intervention targeting high-risk populations.

This type of program must integrate a variety of

familiar health promotion approaches with a specific

understanding of the complex interaction of factors

that contribute to falls. 
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Case Study 24-1

While aging in place is a popular choice, it may not always
be the best option to minimize falls and maximize occupa-
tional engagement in older adults. Mrs. Tea had been liv-
ing with a dog in a two-story split rambler since her
husband’s unexpected death at age 60. At age 70, she
started to sustain falls. The first two were caused by slip-
ping when retrieving mail in wintry conditions. The third
fall, also weather related, was due to dehydration from
warm weather, which resulted in her collapsing while on a
walking trip in Arizona. The fourth fall was also on a walk-
ing trip and occurred when she tripped on the ramparts of
an old castle during a visit to her homeland, the United
Kingdom. With this fall, she sustained her third concus-
sion and severe face injuries. Memory issues, which had
begun after the first fall, intensified. 

After her first fall, Mrs. Tea received a home evaluation
by one of her daughters, an occupational therapist. The
other daughter, who had a background in finance,
reviewed her financial assets. Subsequent safety modifi-
cations were made in her kitchen (e.g., removal of scatter
rugs, readjustment of dog’s water bowl). Mrs. Tea decided
to remain in her current home since the falls occurred out-
side her home, she had supportive younger neighbors,
she was concerned about the cost of a new home, and
she felt safe in her present home. 

However, after the fourth fall, her daughters became
increasingly concerned for her safety and wellbeing. The
two daughters and a son-in-law reentered into discussions
regarding the current house and its incompatibility 
with her present and future IADL performance. Mrs. Tea

admitted that she no longer wished to cope with wintry
weather and its impact on her ability to walk her dog (her
most important daily occupation) or drive to her daily
swim. The challenge for the older daughter was to find a
retirement community that permitted pets and included a
pool and covered walkways—within Mrs. Tea’s budget.
Even though Mrs. Tea and her daughters lived near two
large metropolitan areas, limited options were available.
One facility, however, seemed to be the perfect match. It
satisfied all three requirements, was located halfway
between the two daughters’ homes, and was close to her
granddaughters. In addition, the facility offered regular
shuttle rides to the grocery store and two different shop-
ping malls. These amenities allowed her to sell her car,
which was helpful in meeting the expenses of the move.

It has been almost 6 years since her move to the retire-
ment community. While the actual processes of selling the
house and moving were traumatic for all, the final outcome
has been successful. No additional falls have occurred, and
the memory issues that developed after the series of falls
have diminished and are currently being managed through
the use of lists, reminders, and other strategies. Mrs. Tea
adapted quickly to her new environment and increased her
occupational engagement. Her very social dog, Misty,
loved the change in location. The fact that Misty was a
social animal and attracted people to stop and talk facili-
tated Mrs. Tea’s ability to meet people and helped her over-
all adjustment to the new community. While she previously
relied on her family for the majority of her social occupa-
tions, she now also has a circle of close friends. She is an
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◗ For Discussion and Review

1. What partnerships could be fostered in your com-

munity to increase awareness about fall prevention?

2. How does fear of falling interact with locus of 

control, environmental press, perceived risk, and

self-efficacy?

3. Describe an occupation-based intervention address-

ing balance impairments in someone who has

recently experienced a fall.

◗ Research Questions

1. What percentage of older adults using mobility

devices (e.g., walkers, canes) use them incorrectly?

Can device-training interventions during natural

occupations increase correct device use? If so, can

correct device use be shown to reduce the risk of

falling among those who use devices? Among those

who have not used devices previously?

2. What forms of physical activity and exercise are

most appealing, motivating, and acceptable to older

adults? How do these preferences vary along socio-

cultural or gender lines?

3. What concrete standards can be developed to oper-

ationalize some of the more subjective risk factors?

For example, when is lighting considered inade-

quate? How much clutter constitutes a hazard?
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Promoting Wellness in End-of-Life Care
Michael A. Pizzi

Our failure to face our own fear of death is an important reason why we find it so diffi-

cult to help the dying and the bereaved . . . Our hectic style of life owes much to the 

suppressed fear of death and the unexamined notion that the faster we live, the more we

shall get out of this short life . . . [there are] places where we can experience and experi-

ment with a different way of healthy living and healthy dying . . . medical intervention is

subservient to exploring the potential in dying for health [with] health defined as the sus-

taining and development of a personal identity nourished by the resources and challenges

of the environment and, most importantly, our multidimensional relationships.

—Neuberger, 2003, p. 207

Learning Object ives

This chapter is designed to enable the reader to:

• Discuss the history of occupational therapy rela-
tive to end-of-life care (ELC) within the United
States, including occupational therapy palliative
care research.

• Distinguish between quality of life, quality of
care, and quality of dying.

• Describe the different contexts of care and 
identify the role of occupational therapy in each. 

• Apply principles of health, health promotion, and
wellbeing to palliative care.

• Describe the concept of a good death and iden-
tify strategies for facilitating a good death through
occupational engagement.

• Assess occupational needs for people at the end
of life and develop appropriate ELC occupational
therapy interventions.

Key Terms

Client-centered care
Dignified death
End-of-life care

Good death
Health-related quality 

of life

Hospice
Palliative care
Quality of care

Quality of dying
Therapeutic use of self 

Introduction

End-of-life care (ELC), also known as terminal care, is

care provided at the final stage of human development.

Occupational therapists and occupational therapy assis-

tants can effect change in a person’s wellbeing by

acknowledging the power of occupation in people’s

lives, even at the end of those lives. Occupation may

even be more potent when a person is keenly focused

on fully experiencing the life remaining, the quality of

that life, and the quality of the dying process. Meaning

and quality of life (QOL) can be optimized for people

at the end of life, thus positively affecting their state of

wellbeing. Wellbeing and wellness can be goals for

people with terminal illnesses. These goals can be

facilitated by occupational therapists and occupational

therapy assistants through a conscious change in think-

ing, or a reframing of practice regarding the dying tra-

jectory and the importance of occupational engagement

for enhancing meaning, spiritual connectedness, and

QOL (Bye, Llewellyn, & Christl, 2001; Pizzi & Briggs,

2004; Pizzi & Chromiak, 2001). 

The facilitation of meaning at the end of life can be

assisted by creating a positive philosophy of care. 

This philosophy, which supports the process of 

living, including being, doing, and becoming (Lyons,

Orozovic, Davis, & Newman, 2002; Wilcock, 1999),

and values dignity and self-respect, is the foundation of

occupational therapy in ELC and hospice care. Inter-

ventions based on this philosophy promote wellbeing
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for those with life-threatening illness through adapta-

tion and engagement in occupations of the person’s

interest and choice. In collaboration with the patient,

occupational therapists and occupational therapy assis-

tants investigate possibilities for life and living, being

and doing until death.

In this chapter the author will

1. provide an overview of occupational therapy in

hospice care within the United States; 

2. describe the contexts for palliative care occupa-

tional therapy; 

3. discuss the research in palliative care and 

occupational therapy; 

4. detail several assessments and principles to guide

interventions for dying persons and their 

families; and 

5. develop the construct of a good death through

occupational engagement. 

The main purpose of this chapter is to continue

development of theory and practice for occupational

therapy in ELC that integrates constructs and values of

health promotion with palliative care. Through the inte-

gration of these approaches, the outcome of the dying

process can be more positive and classified as healthy

dying or a good death, where QOL and wellbeing of

the patient and family is maximized through improved

care. The author uses the term patient interchangeably

with client, which is consistent with the 2008 version

of the American Occupational Therapy Association’s

(AOTA) Occupational Therapy Practice Framework:
Domain and Process (referred to as the Framework).

There is support for the use of both terms, depending

on the therapist’s work environment.

History of Occupational 
Therapy in ELC

Oelrich (1974) was the first to openly discuss death and

dying in the occupational therapy literature within the

United States and to examine the potential role for

occupational therapists in ELC. According to Oelrich, 

It is important to know the patient’s life style before

the illness, his role, and personal satisfactions in order

to assist the patient to cope with the disease. The

patient needs to continue to feel useful, worthwhile,

and to be as active as his condition permits. Self-care

and independence, if physically possible, contribute to

a feeling of worth. In planning the treatment program,

the physical limitations, psychological behavior, men-

tal attitude, family and social problems, the patient’s

interests, work role, and motivation are all important

factors. Goals to be achieved with the patient may

include the building of self-esteem, reduction of anxi-

ety and depression, and promotion of the feeling of
being useful [italics added]. An atmosphere in which

the patient can accept the illness and death, yet remain

as independent as possible, is part of the overall goal.

Activity that is consistent with the patient’s physical

potential serves to prevent undue regression and pro-

motes self-esteem. Generally suitable tasks or work

promotes a feeling of usefulness. As the disease pro-

gresses, the patient’s ability to assimilate unfamiliar

activities declines and the tasks become those which

are familiar and structured. (p. 431)

Oelrich (1974) presented a holistic and health-

promoting perspective for occupational therapy and 

palliative care. Others have reflected and built on this foun-

dation, which also included the promotion of health

through participation (Flanigan, 1982; Gammage, McMa-

hon & Shanahan, 1976; Holland & Tigges, 1981; Pizzi,

1984, 1992a, 1992d; Pizzi & Briggs, 2004; Tigges, 1993,

1998; Tigges & Marcil, 1988). Occupational engagement

of mind, body, and spirit has also been emphasized in a 

variety of activities and occupations, including arts and

crafts and play for children involved with palliative care

(Bewley, 1985; Dawson, 1982; Pizzi, 1992c, 1993).

Kubler-Ross, who is credited with breaking through soci-

etal anxiety regarding death and dying, stated that “occu-

pational therapists have helped many of our patients 

with arts and crafts projects as a means of showing them

that they can still function on some level” (1977, p. 225).

Despite many occupational therapy practitioners’s disen-

gagement from arts and crafts, the fundamental human

values of feeling useful, being productive, and participat-

ing in meaningful occupations, all of which are histori-

cally linked to the profession, are applicable in enhancing

the QOL of individuals at the end of life. Not until 

the 1980s did the literature reflect use of a frame of ref-

erence or theory base from which evaluation and inter-

vention were implemented. Tigges and Sherman (1983)

and Pizzi (1983, 1984, 1992a) began to emphasize the

need to utilize a theory, namely occupational behavior, to

begin framing palliative care in occupational therapy,

especially in hospice care. “Occupational behavior . . .

provides not only a holistic basis under which one may

practice, but also includes a humanistic perspective

which is vital to practice with the terminally ill” 

(Pizzi, 1983, p. 50). Theory continues to be crucial to

ground assessment and intervention in both palliative

care in general and specifically for the care of the person

with cancer or HIV/AIDS (Marcil & Tigges, 1992; Pizzi,

1990a, 1992a, 1993; Pizzi & Burkhardt, 2003; Pizzi &

Chromiak, 2001). 

In 1986, an AOTA position paper on occupational

therapy and hospice was approved by the Representative
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Assembly (Evans et al., 1986). That same year, the

AOTA created a task force to discuss ELC and develop

working guidelines on hospice care and the roles of

occupational therapy. This was a monumental project

that aligned with the Medicare Hospice Benefit, which

allows for occupational therapy services to be con-

tracted and utilized as needed. The guidelines covered

all aspects of occupational therapy and hospice care,

including history of occupational therapy in hospice

care, policy, assessment, interventions, and the need for

future research (AOTA, 1987). In the AOTA (2005)

official document on hospice, the authors make an

excellent case for the use of both adaptation and pre-

vention, citing the role of occupational therapy as

exploring the multidimensional aspects of living and

dying to facilitate wellbeing. Examples of adaptation

strategies identified in the document include adjusting

the physical environment to enable continued participa-

tion in social activities, employing assistive devices in

daily activities, and modifying daily routines based on

client’s activity tolerance. Prevention goals in ELC

may include preventing

• social isolation; 

• injury to client and caregiver;

• exacerbation of symptoms during activity; and

• complications from immobility (AOTA, 2005).

The promotion of wellbeing has been the focus of

some of the palliative care occupational therapy liter-

ature. It has been discussed as a focus for women with

HIV (Pizzi, 1992d), as a basis for occupational ther-

apy programming for adults with HIV and AIDS

(Galantino, Pizzi, & Lehmann, 1993; Gutterman,

1990; Pizzi & Burkhardt, 2003), in cancer care (Pizzi

& Burkhardt, 2003), and in community-based practice

(Pizzi & Chromiak, 2001). 

Utilizing the Ottawa Charter for Health Promotion,
sanctioned by the World Health Organization (WHO),

vanderPloeg (2001) makes a clear case for the integra-

tion of palliative care and health promotion. This guide

states that health promotion is

the process of enabling people to increase control over

and to improve health. To reach a state of complete

physical, mental and social wellbeing, an individual or

group must be able to identify and realize aspirations,

to satisfy needs, and to change and cope with the envi-

ronment. Health is therefore seen as a resource for

everyday living, not the object of living. Health is a

positive concept emphasizing social and personal

resources, as well as physical capabilities. Therefore

health promotion is not just the responsibility of the

health sector, but goes beyond healthy lifestyles to

wellbeing. (WHO, 1986, p. 5) 

To best define this natural integration of palliative care

and health promotion, vanderPloeg (2001) states that

the philosophies of both hold the following:

1. Health and illness are fluctuating conditions.

2. Individuals are integrated organisms in which the

elements of mind, body, spirit, emotions and envi-

ronment are interrelated.

3. Individuals are not only adaptive but also have the

potential to transcend difficulties and create new

patterns of behaviour enabling continuation of a

meaningful and satisfying existence.

4. A humanistic approach to health care is directed to

the quality and dignity of life, not necessarily its

prolongation. (p. 46)

These are also principles of practice and beliefs upon

which the profession of occupational therapy was

founded. These beliefs can guide and support practice

in occupational therapy palliative care.

It is evident that the role of occupational therapy in

palliative care continues to evolve. As more occupa-

tional therapists and occupational therapy assistants

engage in this work, the need for occupational therapy

services that promote a good death will become more

visible. The lack of current substantive evidence for the

integration of health promotion principles in palliative

care demonstrates a professional need for practice and

research. The transformation of the dying process can

be made evident by the application and integration of

these principles in order to facilitate wellness, QOL,

and participation in life until death.

Definitions and Meanings 
in ELC

The term end-of-life care has essentially replaced the

phrase terminal care. The use of ELC connotes a more

positive and developmental perspective than the word

terminal, although their meanings are the same. The

new term also symbolizes that humans have lives to live

until they die, and it is in that living that occupational

therapists and occupational therapy assistants can make

a difference in effecting purpose and meaning. 

Palliative care is the term being used to describe a

total program of care designed for people for whom

cure cannot be achieved. The Institute of Medicine

(IOM) report on ELC (Field & Cassel, 1997) was one

of the first documents to extensively discuss the sub-

ject. This report elucidated terms and constructs and

developed many recommendations for practitioners’

adoption of strategies for enabling a good death. 

The IOM report stated that hospice and palliative care

are responses to perceived inadequacies in the prevention

Chapter 25 Promoting Wellness in End-of-Life Care 495

1193_Ch25_493-511.qxd  6/11/09  3:15 PM  Page 495



and relief of symptoms and distress in people approach-

ing death. The term hospice has at least three somewhat

different uses. First, a hospice may be a freestanding

facility, inpatient hospital, or nursing home unit. In the

United States, the client’s home is the most common

location to provide care, usually by family caregivers.

Second, hospice may also be an organization that pro-

vides the necessary services to ensure a good death. This

use of the term hospice also implies insurance coverage

(there is a hospice benefit through Medicare) and an over-

all affiliation with a hospice program. Third, hospice
implies an approach to care based on holistic principles

of best practice that incorporate the clinical, social, meta-

physical, and spiritual arenas of care (Field & Cassel,

1997). There is an abundance of literature that discusses

the psychospiritual issues related to suffering (Byock,

1997; Field & Cassel, 1997; Kaut, 2002); some of which

is discussed later in this chapter.

This third meaning of hospice is generally regarded

as palliative care versus hospice programs or organiza-

tions. In a broad sense, palliative care seeks to prevent,

relieve, reduce, or soothe the symptoms of disease or

disorder without effecting a cure. Palliative care in this

broad sense is not restricted to those who are dying or

enrolled in hospice programs. Sometimes palliation is

used adjunctively to life-saving measures for purposes

of preserving the QOL of individuals and to help pre-

vent or relieve pain (MacDonald, 1991, as cited in

Field & Cassel, 1997). For people with chronic pain,

palliative care can help manage discomfort while it

holistically helps them meet their needs and goals and

those of their loved ones. 

Palliative care is also needed for children and ado-

lescents dealing with life-threatening illness. The

American Academy of Pediatrics (AAP) clearly illus-

trates this point by noting that QOL and relief of symp-

toms are the primary goals of palliative care so that

children may continue to experience and enjoy life to

its fullest despite a terminal diagnosis (AAP, 2000).

These goals underscore two important realities: 

(1) death is the end point to living while dying, and 

(2) helping people live well while dying requires

“strategies and tools for measuring and monitoring

symptoms, functional status, emotional well-being, and

burdens associated with terminal illness and treatment”

(Field & Cassel, 1997, ¶ 3). 

The concept of a dignified death implies skilled

caregiving and respect for the person who is dying. 

Even excellent patient care may not always prevent . . .

pain, incontinence, vomiting, delirium, or traumatic but

sometimes appropriate medical interventions. A worthy

and more achievable goal is death dignified by care that

honors, protects, and cherishes those who are dying.

The goal of a dignified death would be conveyed by

word and action that dignity resides in people, not

physical attributes, and that helps people to preserve

their integrity while coping with unavoidable physical

insults and losses. (Field & Cassel, 1997, p. 25)

A good death can be restored and promoted, enabling

people to experience dignity by providing control in

daily living, by promoting occupational choice for

occupational engagement, or by making the physical

environment more homelike (Pizzi, 1984; Pizzi &

Chromiak, 2001).

The construct of quality of dying focuses on “a per-

son’s experience of living while terminally ill or immi-

nently dying” (Field & Cassel, 1997, p. 25). The

outcomes are defined from the special world of the

dying patient; for example, some physical outcomes

become less realistic while other outcomes (e.g., spiri-

tual wellbeing or sense of peace) may become more

meaningful (Field & Cassel, 1997, p. 25). This con-

struct parallels that of experiencing a good death

through occupational engagement, which will be

explored in more depth.

Quality of care stresses the link between the struc-

ture and processes of health care and outcomes for

individuals and populations. High-quality care should

contribute to the quality of living and the quality of

dying but is not synonymous with them (Field & 

Cassel, 1997, p. 25). Yee (2003) discusses a framework

for measuring quality in health care. The framework

refers to dimensions of structure (i.e., where the care is

provided), process (i.e., how the care occurs), and out-

comes. Quality of life and death have many factors that

need to be attended to in order to facilitate a good

death. Promoting health through occupational engage-

ment until death can ensure quality is preserved on all

levels. Most people wish for a long, satisfying life—

that is, they value both how long they live and how well

they live. The construct of health-related quality of
life (HRQOL) emphasizes health that is self-perceived

and valued rather than as seen by experts (Cohen,

Mount, Strobel, & Bui, 1995; Gold, Franks, & Erick-

son, 1996). Health-related QOL outcomes include

physical, mental, social, and role functioning; a sense

of wellbeing; freedom from bodily pain; satisfaction

with health care; and an overall sense of general health

(Field & Cassel, 1997, p. 25). For occupational thera-

pists and occupational therapy assistants in ELC, this

construct is more fully explained by Pizzi (1992b): 

Quality of life is not simply about pain control and

keeping people comfortable—it is about enhancing the

ability to perform activity important to the person and

family system, helping those we serve develop compe-

tence, mastery, and control when life-threatening 
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illness takes control, creating opportunities to live

fully and productively until death. (p. 1) 

Client-Centered Care 
and Therapeutic Use 
of Self in ELC

Meaning is derived by a person’s life choices, experi-

ences and beliefs, and occupations. Meaningful occu-

pations that are client-centered and engage the mind,

body, and spirit can enhance the dying person’s and

their family’s QOL and spirituality. Client-centered
care is care that engages the person in helping to define

what is most relevant and meaningful to do and to be as

one approaches the end of life. As Peloquin (1997) 

so eloquently states, “Occupation . . . animates and

extends the human spirit; we participate in that anima-

tion. Gazing past the details of practice while led by

their design to the point beyond, we discern a deeper

aim. The discovery is awesome” (p. 168). 

The Sulmasy (2002) model, depicted in Figure 25-1,

appears to be an open systems model of care that is

client-centered and incorporates occupational engage-

ment. This open system examines the interrelationships

between the person’s spiritual state and biopsychosocial

state. Either state of being can influence the other, and

the composite state of how one is feeling physically,

psychologically, interpersonally, and spiritually is the

construct called QOL. In occupational therapy, if opti-

mizing QOL is a primary outcome in ELC, then prac-

tice must incorporate the principles of health promotion

that include spiritual wellbeing and client-centeredness.

An example of the Sulmasy model’s use and its

components is represented in the case of Maria, an

elderly Italian woman who could not participate in 

her favorite pastime of cooking due to end-stage

chronic obstructive pulmonary disease (COPD). This

occupation provided great meaning to her life, as she

enjoyed making others happy with her skills, particu-

larly her family. When the family would visit, Maria

withdrew from them, until the occupational therapist

explored interventions to enable her to cook from the

bedside (by giving instructions and watching others

engage in the occupation) and, finally, from a wheel-

chair, which she said she felt compelled to try because

“people just weren’t doing it right!” Her physical and

mental health improved, albeit for a short time, due to

the effects of participating once again in her favorite

occupation. 

Peloquin (1993) examined phenomenological narra-

tives and identified several themes regarding the client-

practitioner relationship. These themes included the

practitioner failing to see the personal consequences of

illness or disability, distance, harmful withholdings,

discouraging words, brusque behaviors, and the misuse

of power. 

The voices within these narratives send out a steady

plea. The central complaint is that when practitioners

depersonalize, they are not inclined to care, and their

behaviors sap a patient’s courage. Helpers rarely lis-

ten when patients ask them to attend; patients then

reason that practitioners lack the required sensitivity.

(Peloquin, 1993, p. 835)

For hospice work, it is imperative to utilize the

strength of presence and professionalism to enhance

dignity and wellbeing that promotes a healthy life until

death. “Practitioners must see that they can step into

their patients’ worlds with compassion. Any small part

of the pain that helpers share makes room in which

patients can then turn to their own courage” (Peloquin,

1993, p. 836). 

Therapeutic use of self refers to therapists’ ability

to perceive what actions and behaviors on their part

would be helpful or therapeutic to the client, as opposed
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Figure 25-1 Biopsychosocial-spiritual model for ELC.

Re-created from Figure 2 in “A biopsychosocial-spiritual model for the care of patients at the end of life,” by D. S. Sulmasy, 2002, Gerontologist, 42, 29. Copyright ©
2002 by the Gerontological Society of America. 
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to actions that would be insignificant, disruptive, or

even harmful to the client and the therapeutic relation-

ship (Fidler & Fidler, 1963). Pizzi (1996) developed

strategies that enhance therapeutic use of self to engage

the person in the therapy process so positive mental,

physical, social, and spiritual health can be revitalized.

These include recognizing the following:

• that the practitioner is the most important thera-

peutic modality; 

• the need to be authentic in the process of 

intervention and be present; 

• the need to be self-aware of judgments, biases,

prejudices, beliefs, values, and joys that con-

tribute to the therapy process and functional 

outcomes; and 

• the need to engage in therapeutic and effective

communications that can foster a higher level of

wellbeing for the dying and their loved ones.

Simply listening, as opposed to explaining, doing, or

fixing, can be an important support the occupational

therapy practitioner offers the dying. By being fully

present and listening without judgment, therapists bear

witness to the person’s struggle (Sharp, 1996). 

Research suggests that older patients receiving hos-

pice care may benefit from interventions directed to

issues related to family, spirituality, outlook on mortality,

and meaningful physical activity (Mackey & Sparling,

2000). Suffering is commonly experienced by people

with an incurable illness as they struggle with discom-

fort, disability, and inevitable death (Byock, 1997). A

large part of the unnecessary suffering of dying comes

from not feeling safe to acknowledge or express natural

fears and sadness, not feeling as if time is being provided

for them to communicate honestly, or not feeling appre-

ciated as a living person (Longaker, 1997). 

The quality of occupational living incorporates all

aspects of human functioning but also incorporates the

existential domains of life. The occupational therapy

process focuses on optimizing life quality and wellbeing

through occupational engagement. When occupational

therapists and occupational therapy assistants really

know those whom they serve, then the holistic needs of

the dying and their families can be more readily met,

thus preserving dignity and quality living while dying.

ELC and Health Promotion: 
A Natural Fit

Rehabilitation in palliative care is a paradox (Thorpe,

1993). Bye (1998) and Bye and colleagues (2001) dis-

cussed occupational therapists’ perceptions of pallia-

tive care practice and suggested strategies to reframe

practice. Pizzi (1983, 1984, 1990b, 1993), Pizzi and

Briggs (2004), and Pizzi and Chromiak (2001) provide

guidance through an innovative paradigm based on the

Framework (AOTA, 2008) for examining the occupa-

tional therapy evaluation process in ELC. This guid-

ance is both conceptual and pragmatic, and comes from

a health promotion perspective. Additional discussions

in the above works review open systems approaches

and environmental influences on care, the design of

occupation-based interventions following specific

intervention principles, and various assumptions of

occupational therapy and occupational science relevant

to work with the terminally ill. Pizzi (1993) also

emphasized the need for guiding principles for the

development and selection of appropriate assessments

in hospice that are unique for the terminally ill yet

incorporate basic constructs and principles from occu-

pational therapy. It is also essential that practitioners

examine the community culture from which a hospice

practice can be developed and understand that hospice

is not necessarily a physical place but a context and

attitude of care (Pizzi & Chromiak, 2001). 

Palliative care can be described as a reaffirmation

of living with dignity and hope (Doyle, Hanks, &

MacDonald, 1998). Practitioners must negotiate both

the goals of safe and comfortable dying with maxi-

mized living and QOL. Continuous reexamination of

goals and adapting the plan of care during the dying

process is a crucial element in the provision of 

hospice therapy services. In hospice and ELC, inter-

vention planning and goal-setting must be done col-

laboratively with the client and family with an

understanding of the limited time frame. Realistic

short- and long-term goals need to be individualized

(Fulton & Else, 1998; Pizzi 1984, 1993).

The approaches taken by occupational therapists

and occupational therapy assistants in palliative care,

ELC, and hospice can be viewed not only through the

lens of occupational therapy models but also through

health promotion models (examples of these models

are described in Chapter 3). With a foundation of health

promotion knowledge, occupational therapists can

adapt their skills and talents for the terminally ill and

can explore more deeply the concept of facilitating a

good death. 

Early discussions with patients and significant others

will allow for the opportunity to consider improvement,

maintenance, or decline in occupational participation in

a way that may be less threatening. The dying trajectory

is individual; thus, people can optimize function and

participation within the limits of the disease process.

This client-centered approach empowers the client and
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family system to reorganize and reprioritize life goals

(Pizzi & Chromiak, 2001). The changes do not reflect a

failure of the patient, family, or therapist but rather a

natural process at the end of life. This needs to be dis-

cussed openly with the patient and significant others.

Hope is discovered and renewed by the patient in the

living of each day (Pizzi & Briggs, 2004). Children and

youth coping with the harsh realities of a life cut short

are also entitled to having a goal of hope through devel-

opmentally appropriate assessments and interventions

that reflect their preferences and choices (AAP, 2000).

Engagement with the human, the vulnerable, is the cen-

tral source of meaning and healing at the end of life.

The awareness that ELC includes—in fact demands—

a human relationship between the health professional

and the dying person is an important step in providing

dignity to those who are dying. (Kaufman, 2002, p. 34) 

There is an apparent natural fit for occupational therapists

and occupational therapy assistants to work with people

experiencing life-threatening and terminal illness. 

The AAP strongly supports an integrated model of

both palliative and curative treatment. It is difficult to

determine which children may benefit from palliative

care. If palliative care is reserved for children who are

dying or have a terminal condition, other patients who

may benefit from these services may not receive them.

Time of death is often difficult to predict. If the near-

ness of death is used to determine if children receive

palliative care, some children may die without the ben-

efits of individualized family-centered palliative care.

With a broader definition that includes children living

with a life-threatening condition, all children who need

palliative care may benefit. In addition, aspects of an

integrated palliative care approach, including symp-

tom management and counseling, may prove benefi-

cial when provided early in the course of a child’s

illness. (AAP, 2000, p. 352)

The AAP is committed to client- and family-

centered care and the availability of occupational

choices of dying children and adolescents, which sup-

ports improved mental and emotional health of chil-

dren and their overall wellbeing. Developmentally

appropriate communication about death with children

and adolescents is an important aspect of this type 

of care. 

The training of occupational therapists and occupa-

tional therapy assistants who view health outcomes that

include wellbeing and QOL supports the appropriateness

of membership on the palliative care team. Content Box

25-1 displays the six elements that promote quality ELC,

which are all within the scope of occupational therapy

practice (Field & Cassel, 1997). The Framework provides

examples of some of the potential outcomes of occupa-

tional therapy interventions: occupational performance,

adaptation, role competence, self-advocacy, participation,

occupational justice, QOL, and prevention, as well as

health and wellness (AOTA, 2008  pp. 662–63). All of

these outcomes can be achieved through occupational

therapy practice in ELC.

Health professionals are viewed as experts who 

utilize clinical reasoning to select appropriate assess-

ments and interventions. Singer, Martin, and Kelner

(1999) outlined five aspects of ELC from the patients’

perspective: receiving adequate pain and symptom man-

agement, avoiding inappropriate prolongation of dying,

achieving a sense of control, relieving the burden on

loved ones, and strengthening relationships with loved

ones. Through surveys of dying patients, physicians, and

other health-care providers, Steinhauser, Christakis, and

colleagues (2000) further elaborated and elucidated the 

differences and similarities in the perspectives of each of

these groups. They concluded that the health-care

provider’s sensitivity to the varied and diverse percep-

tions and roles of patients and their families can result in

more positive experiences in ELC. This is important

over and above the usual goals of hospice care, which

include the control of pain and symptoms, the ability to

communicate with one’s physician, the emotional prepa-

ration for death, and the opportunity to achieve a sense

of completion (Steinhauser, Christakis, et al., 2000). 

The occupational therapy client-centered approach

is a natural fit for work in palliative care. Table 25-1

outlines the basic values of hospice and corresponding

occupational and physical therapy approaches. This

table describes many strategies for involvement with

terminally ill clients and their loved ones (Koff, 1980;

Pizzi & Briggs, 2004). 
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Content Box 25-1

Six Elements of Quality End-of-Life
Care
• Overall quality of life
• Physical wellbeing and functioning
• Psychosocial wellbeing and functioning
• Spiritual wellbeing
• Patient perceptions of care
• Family wellbeing and perceptions

Adapted from Table 5.3 in Approaching death: Improving care at the
end of life (p. 142), by M. J. Field & C. K. Cassel (Eds.), 1997, 

Washington, DC: Institute of Medicine. Copyright © 1997 by National

Academy of Sciences. 
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Contexts for ELC 
and Palliative Care

At the end of life, people die in diverse ways and in 

a variety of contexts. While the context may often dic-

tate the type of care provided, possibly secondary to

reimbursement issues, principles of health promotion

and palliative care that can promote a good death can

be applied in all contexts. The following provides an

overview of various contexts in which people at the end

of life receive care. 

Hospitals
Hospital culture often regards death as a failure. Modern

medicine has been very successful in rescuing, stabiliz-

ing, or curing people with serious medical problems,

possibly because a small percentage of people die before

the end of a normal life span. Every hospital’s goal

should be to optimize conditions for a good death to

occur. A continuing challenge is to find better ways to

maintain curative efforts while also preventing needless

emotional and physical harm for clients and their fami-

lies (Field & Cassel, 1997).

In acute care occupational therapy, life-and-death

issues are commonplace. Yet, there appears to be little to

no training in educational programs or in hospitals to

prepare for work with the dying. For example, in a study

of spirituality and its place in occupational therapy pal-

liative care, Rose (1999) investigated the attitudes of 

44 occupational therapists. Responses to a mailed ques-

tionnaire indicated that spirituality was an important

part of life for 35 respondents (80%), that it helped 33

respondents (75%) cope with daily job responsibilities,

and that it was viewed as an important dimension of

health and rehabilitation by 39 respondents (89%). Spir-

itual issues were considered to be within the scope of

occupational therapy by 33 respondents (75%). How-

ever, only 8 respondents (18%) stated that they consis-

tently addressed spirituality within assessment. The

respondents described several activities that addressed

clients’ spirituality, including open-ended discussion,

facilitation of activities of daily living (ADLs) that con-

tribute to maximizing quality of life, and creative activi-

ties. Thirty-two respondents (73%) considered that their

education had not prepared them to meet clients’ spiri-

tual needs, and 28 respondents (64%) wanted further

training in this area. Although this is only one study

with a small sample, the results do provide some

insights about the attitudes, values, and needs of some

occupational therapists working in ELC.
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Table 25–1 Hospice and Occupational Therapy Values and Approaches to Care

Hospice Values and Approaches (Koff, 1980) Occupational and Physical Therapy and Approaches

The basic regard for the recipient of care Client-centered 

Acceptance of death as a natural part of living Awareness of human development and temporal context

Consideration of the entire family as the Family dynamics and systems thinking
unit of care

Maintenance of the patient at home for Environments of care; environmental modifications and adapta-
as long as possible tions; caregiver training

Assistance for the patient attempting Psychosocial and psychospiritual enhancement via provision of 
to assume control over his or her own life improvements or adaptations in function

Reduction or removal of pain and other Pain management, strengthen when possible; energy conserva-
distressing symptoms tion; work simplification; complementary techniques

Comprehensive provision of services Team approach
by an interdisciplinary team

Total, not fragmented, care Holistic thinking and clinical reasoning

Continuity of services after death Grief, bereavement, and planning for more positive physical and
mental health for survivors; family/significant other–oriented
approaches

From “Occupational and physical therapy in hospice: The facilitation of meaning, quality of life and wellbeing,” by M. Pizzi & 

R. Briggs, 2004, Topics in Geriatric Rehabilitation, 20(2), p. 121. Copyright © 2004 by Lippincott, Williams & Wilkins. Adapted

with permission. 
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While working as a staff therapist in a major research

hospital with children with HIV and AIDS, the author

discovered that children who received clear communi-

cation about their diagnosis and comprehended it were

more likely to have higher levels of self-esteem and

self-confidence than those from whom the diagnosis

was hidden. The implication for caregivers was to

slowly introduce the construct of life-threatening illness

to the child based on their chronological and develop-

mental age. Occupational therapists can help families

develop a plan for this communication using verbal,

nonverbal, and play strategies.

The growth of hospice, combined with pressures to

minimize hospital use, is shifting care to other settings,

more often the home or sometimes a nursing home.

These other contexts for dying might afford a more sup-

portive arena for occupational therapy palliative care.

Nursing Homes
Nursing homes differ from hospitals in many respects,

including the lower level of physician involvement, rel-

atively low ratios of registered nurses to patients, and

the amount of care provided by nursing assistants or

aides (Feasley, 1996). Staff may not be trained in car-

ing for dying patients and may not provide adequate

palliative care. A home setting may have limited

resources to adequately manage the dying moments;

thus, people may be transferred to hospitals, and their

dying hours or days are spent in an unfamiliar place

with unfamiliar people. “The experience of nursing

home patients who die is not well documented” (Field

& Cassel, 1997, p. 100). Pain management in nursing

homes is often a major problem for residents, particu-

larly for those at the end of life (Ferrell, Ferrell, &

Osterwell, 1990; Morley, Kraenzle, Bible, & Bundren,

1995; Sengstaken & King, 1993). 

There is an increase in nursing home admissions due

to managed care plans minimizing hospital stays and

the “graying of America” phenomena. Nursing homes

are not well prepared to care for dying patients, despite

the fact that most residents are functionally impaired

(Field & Cassel, 1997; Mezey, Dubler, Mitty, & Brody,

2002). Most require attentive personal care. Some may

be anxious, depressed, or fearful. Most who enter a

nursing home for reasons other than rehabilitation and

stay for more than a few months will either die there or

transfer to a hospital. They will often not live at home

again (Mezey et al., 2002). 

Jones, Ackerud, and Boyle (1997) examined differ-

ences in rates of use of hospice services between nursing

homes owned by the same company. Percentages of hos-

pice use varied from 2% to 39% among 23 nursing

homes. Administrators most sympathetic to hospice care

had hospice utilization rates three times higher than in

homes with administrators who were least sympathetic.

Kitzes, Schmoll, and Dixon (2003) state that residential

and nursing home facilities are obligated to make adap-

tations to ensure ongoing quality care and appropriate

services when patients are involved with hospice care.

These adaptations are listed in Content Box 25-2.

Hospice at Home
The National Hospice and Palliative Care Organization

(NHPCO) standards state that home is a person’s place

of residence (NHPCO, 1997). Given this definition, a

residence can be a personal home, a group home, a shel-

ter, or a jail. The designation of someone as terminally

ill and likely to benefit from primarily palliative rather

than life-prolonging care is more difficult to determine

for some diseases than others (e.g., AIDS versus

metastatic lung cancer). The National Hospice Organi-

zation (NHO) developed guidelines for hospices (NHO,

1996) that can help with both prognosis and the context

in which a person may receive care. This kind of policy

guidance may contribute to improved care for the non-

terminal chronically ill. Hospices put palliative care

principles into practice. For example, hospices should

back up their commitment to “be there” for patients. 

Homecare Without Hospice Services
Homecare is important for people who do not qualify

for hospice programs. This group includes many peo-

ple with serious chronic illness (e.g., congestive heart

failure, COPD). These are persons who traditionally

may not be perceived as dying; however, they are 
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Content Box 25-2 

Adaptations in Nursing Homes 
for End-of-Life Care
• Ensure privacy and space for family gathering
• Allow 24-hour visiting and overnight stays
• Provide for religious activity and spiritual worship
• Provide flexibility in scheduling care, accommodat-

ing individual needs
• Permit family to prepare meals
• Allow patient choice in food and timing of meals
• Provide a comfortable, homelike atmosphere
• Ensure access to services required by plan of care
• Ensure safety, comfort, and patient satisfaction
• Maintain coordination of care by hospice team

member

Adapted From Table 4-3 of “Hospice/palliative care settings,” by J.

Kitzes, B. Schmoll, & C. Dixon, 2003, in Hospice and palliative care:
Concepts and practice (2d ed., p. 52), W. B. Forman, J. A. Kitzes, 

R. P. Anderson, & D. K. Sheehan (Eds.). Sudbury, MA: Jones

and Bartlett. 
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coping with a long-term illness that will likely end in

death. Another option for keeping people at home

involves the use of day-care services designed specifi-

cally for people who are able, with or without special

assistance, to leave their homes for supportive care.

Homecare services, though differing in quality and

availability, can reduce distress, provide respite, and

work extensively with families requiring psychosocial

care as they deal with instability during the dying

process (Thorpe, 1993). Often, in the case of occupa-

tional therapy, an attachment may form quickly with

the therapist; however, if functional progress is not

seen, a discontinuation of services occurs, leaving the

client and family feeling abandoned by the system. 

The Medicare hospice benefit is limited to those

with a prognosis of 6 months or less to live (AOTA,

1987). However, it is not applicable to many patients

with uncertain prognoses living with serious illnesses.

For these individuals, coverage for home health ser-

vices can help them secure important supportive ser-

vices, such as medical social services and home health

aide services. A major limitation of the home health

benefit is that beneficiaries must be homebound and

need part-time or intermittent skilled nursing care,

physical therapy, or speech therapy. Some dying

patients would be able to benefit significantly from

home palliative care before they become completely

homebound. (Note: At the time of this writing, occupa-

tional therapy was not considered a primary provider

under Medicare.)

In Great Britain, where the hospice movement began

and where a socialized medical system prevails, there are

numerous hospice day-care programs. There, hospice

day care is a program that provides “a day out and a day

off.” The person afflicted with a chronic or terminal ill-

ness has the opportunity for a day out while the relatives

or friends providing the care in the home get a day off. A

day out for those coping with a life-threatening illness or

other serious disability has two primary benefits: It is

both a health-care experience and—in many ways even

more important—a psychosocial or personal experience

(Holland, 1984).  Adult hospice day care makes available

medical, nursing, social work, spiritual guidance, and

therapy. It brings people together primarily for social sup-

port among those at the end of life, although that does not

preclude its offering ancillary services for caregivers and

other concerned individuals (Dawson, 1993).

Community Programming
Broader and more intensive community education may

help patients, families, and providers become more

aware of the range of health care and other resources

available to patients approaching death, including those

for whom hospital care is not appropriate and who do

not qualify for hospice care. These resources may be

valuable, especially if potential for integrating them

into the care processes and contextual transitions 

are identified. Thus, community groups, occupational 

therapists, and occupational therapy assistants can

develop inventories of resources available to dying

patients. These resources can include health-care insti-

tutions, religious institutions, other charitable organiza-

tions, support groups, and agencies serving special

populations, such as older individuals, children, or peo-

ple with disabilities. 

One very successful community program is ART Is

the HeART (Rollins & Riccio, 2002). This child and

youth community-based program matches artists expert

in a variety of media (e.g., drama, dance, music, art)

with children and youth coping with life-threatening ill-

ness and who are involved with hospice care. The over-

arching goal of the program is to have children learn to

use the arts as a healthy and effective coping strategy to

deal with illness, death, or dying—their own or that of

a family member. The program has three aims: 

1. To develop artists to be effective members of the

hospice and home health-care teams 

2. To help children cope more effectively with 

illness, disability, dying, and death in the home

or hospice care setting

3. To promote replication of ART Is the HeART in

communities throughout the United States and

abroad (Rollins & Riccio, 2002)

This type of community-based program can be

established by occupational therapists, occupational

therapy assistants, or occupational therapy or occupa-

tional science academic departments. Whether devel-

oping their own program or collaborating with a

community-based organization, occupational therapy

practitioners can be a tremendous asset to the success

of such a program. 

Summary of Contexts for ELC
The contexts in which people live while dying have been

described. Occupational therapists and occupational

therapy assistants can work in all of these contexts.

However, they are rarely called upon, as they are still

viewed as part of a rehabilitation team, with rehabilita-

tion rarely seen as compatible with care for the dying. In

hospitals, nursing homes, homecare, hospice care, and

the many contexts where children, adolescents, and

adults live and die, it is imperative that occupational

therapy practitioners begin to define themselves as

health professionals possessing knowledge and skills to

optimize a person’s health while dying to promote a

good death. Clients who are dying require an affirmation

of living until they die (Bye, 1998), despite the context
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in which they are receiving care. Occupational engage-

ment for persons who are dying can be facilitated in any

care setting. Health promotion principles of care can be

integrated through the reframing of service provision. 

Interventions Across Contexts

Bye and colleagues (2001) outlined therapy interven-

tions for advancing terminal illness that can be applied

across contexts. In the early stages of dying, therapy is

designed to maintain function or make small improve-

ments (e.g., decrease painful active range to reach 

into cupboards for meal preparation). The midstage

includes use of compensatory techniques to maintain

function and increase safety and safety awareness.

Efforts are made to maintain QOL despite declining

functional status. The final or end stage involves pallia-

tive care, including supportive care from the health

team and family system. 

Therapists work toward enhancing QOL throughout

the dying process. A person may fluctuate between the

above stages; thus, it is important for therapists to be

vigilant about constant reassessment of occupational

performance. These stages of the dying process can

occur in any context. Current and future occupational

needs can be addressed with the dying and their loved

ones in these contexts, from an acute care hospital 

setting to a hospice or home setting. Basic occupational

principles and knowledge of the dying process can be

applied across contexts and is supported by the Frame-
work (AOTA, 2008). 

A useful strategy for health professionals concerned

with making death “better” is to seek meaning in its

multiple end-of-life locations, which include the life

course and cultural world of the patient, the hopes and

moral understandings of the family, the convictions of

health professionals about comfort care, and the insti-

tutional pathways of treatment through which decision

making is conceived. (Kaufman, 2002, p. 39) 

Occupational Therapy 
Research in ELC 

A body of research exists in the area of hospice, termi-

nal care, and ELC related to occupational therapy. One

of the first research studies analyzing the role of the

occupational therapist in palliative care was undertaken

by Dawson (1982). This phenomenological study

explored the role of the occupational therapist through

interviews with three therapists and four terminally ill

clients. Although there was support for occupational

therapy in palliative care, the role was ill-defined and

unclear to both professionals and patients. Occupa-

tional therapy creates an environment in which occupa-

tional engagement is client-centered and easily facilitated

for people at the end of life (Dawson, 1982).

Rahman (2000) conducted an exploratory study of

the perspectives of occupational therapists with regard

to their role in hospice and whether they experienced a

conflict in the dual status of living and dying for indi-

viduals with terminal illness. The qualitative analysis

revealed themes of tuning in and comfort care, coping

with loss, working toward death, journeying with

patients, being a team player, using values and princi-

ples of occupational therapy, and experiencing a

dichotomous role. It was found that occupational ther-

apists used a holistic approach in their work and

addressed issues of care within the physical, social,

emotional, and spiritual domains. Hasselkuss (1993)

completed a qualitative single case study and reports

the view of caregiving for someone with a terminal ill-

ness. She notes that caring for someone with a terminal

illness presents a paradox between facilitating comfort

and QOL while simultaneously supporting approach-

ing death. This appears to be a dilemma hospice thera-

pists face daily. There is also research that indicates

that the more fully a therapy program is discussed with

the patient, the more effective the terminal care

received via rehabilitation approaches will be consid-

ered by the surviving family (Yoshioka, 1994). Bye

(1998) analyzed data gathered by 10 occupational ther-

apists working in hospice care. The core theme devel-

oped through the qualitative analysis was “affirming

life preparing for death.” Bye concluded that

the outcome is not about independence or permanent

rehabilitation to a normal life—hallmarks of tradi-

tional occupational therapy. It is about occupational

therapists helping clients to realize their goals to con-

nect with life, and people in their life, on a level

beyond illness and receipt of care. The achievement of

this outcome affirms clients’ lives. (1998, p. 19) 

Similarly, Prochnau, Liu, and Boman (2003) performed

a qualitative study that examined the experiences of pallia-

tive care occupational therapists. Engaging in a thematic

analysis, the authors discovered themes of satisfaction 

(i.e., feeling like one was making a difference), hardship

(i.e., dealing with grief when patients died), coping (i.e.,

developing self-nurturance and refining current coping

mechanisms), spirituality (i.e., developing a deeper appre-

ciation for meaningful interactions and changing percep-

tions about death and dying), and growth (i.e., feeling

enriched and inspired by the experience). 

Through qualitative analysis of 12 transcripts of

hospice professionals (i.e., nurses, social workers,

occupational and physical therapists) Pizzi (2004)

found that there are common threads of facilitating
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meaning and wellbeing among team members, although

the means by which meaning and wellness until death

is created differs in discipline-specific ways. The con-

tent thematic analysis revealed themes of 

• being holistic; 

• framing and reframing practice; 

• client- and family-centered care; 

• being with dying; and 

• interdisciplinary teaming. 

Lyons and colleagues (2002) engaged several partici-

pants in a qualitative study of dying persons’ occupa-

tional experiences. Recognized themes of doing, being,

and becoming were identified in a study grounded in the

work of Wilcock (1998, 1999). The theme of doing
refers to maintaining valued occupations and striving to

preserve physical and mental functioning. The theme of

being refers to social connectedness and self-exploration

that enhance feelings of self-worth. The theme of

becoming refers to engagement in new and altruistic

occupations that offer personal growth opportunities and

facilitate a sense of contributing to others.

Jacques and Hasselkuss (2004) described an ethno-

graphic approach used with caregivers (professional

and informal), clients, and staff at a small Midwestern

hospice. They studied the complexity of occupation in

ELC. Their findings were distilled into four types of

occupation: engaging in meaningful occupations which

continue life, putting things in order in preparation for

death, waiting for death, and the “gentle goodbye.”

While these were presented to demonstrate an under-

standing of occupation as the good death, Jacques and

Hasselkuss (2004) continued by stating,

The conclusions drawn from this study of occupation

at the end of life are that occupation is the good death

experience and that enabling occupation in an ELC

environment, such as a residential hospice, can help

bring about a good death experience for all involved in

the dying process. (pp. 52–53)

Outcomes such as quality of care; QOL, including

quality of death; and the best resolution of bereavement

are hard to measure, especially when patients are frail

and ill. Thus, many studies exclude QOL as an out-

come variable or include only patients who can com-

plete questionnaires. The challenge is to ensure that

those aspects of care that are harder to measure do not

become a lower priority than aspects such as survival or

function that are easier to measure (Higginson, 1999).

Research in ELC is vital to produce sufficient evi-

dence for occupational therapy practice.  Occupational

therapy studies with this population, most of which is

strongly based in practice, vary in terms of research

rigor. Ongoing qualitative and quantitative research in

occupational therapy ELC will assist future generations

of practitioners to develop a solid theoretical founda-

tion and strong evidence for the role of occupational

therapy in ELC. Research to identify best practices

should be continued to further validate the many con-

tributions made by occupational therapy to ELC. 

Occupational Therapy 
Evaluation 

Evaluation in ELC and palliative care is an ongoing

process due to the nature of the illness trajectory. The

process, which should include both an occupational

interview and data from observation, can uncover a

great many occupational needs, problems, and con-

cerns for both clients and their loved ones. Appropri-

ate client-centered evaluation in ELC includes an

occupational profile (AOTA, 2008) that assists in 

the discovery of factors that are essential and meaning-

ful in a person’s life. This then assists the occupational

therapist in developing a specific intervention plan that

can promote health and wellbeing for people at the end

of life.

From initial evaluation through to regular reevalua-

tion, the illness trajectory can be transformed into a

wellness trajectory until death. Facilitating an individ-

ual’s occupational engagement in meaningful activities

will enhance the QOL of the dying person and their

loved ones. This promotes a healthy or good death 

(Content Box 25-3). 

There are a variety of assessments that can be used

by occupational therapists working in ELC settings.

Some of these assessments are specific to hospice, oth-

ers are specific to occupational therapy, and some are

generic and appropriate for use with persons who are

dying and their families.

Assessments Specific to ELC
The Brief Hospice Inventory (Guo, Fine, Mendoza, &

Cleeland, 2001) was developed to cover four dimen-

sions that relate to the dying person in hospice: physi-

cal symptoms (i.e., pain, nausea, tiredness, loss of

appetite, and shortness of breath), psychological symp-

toms (i.e., depression, anxiety, and distress related to

changes in self-care ability), the dying person’s percep-

tion of hospice care (i.e., overall symptom manage-

ment, sense of being cared for, and helpfulness of

hospice care), and QOL (i.e., pertaining to comfort and

feelings of life as a gift). Occupational therapists could

utilize this measure to screen for information and use it

to develop appropriate occupation-based interventions

that address identified issues. The information could

also be helpful to other team members. This inventory
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can be adapted for all dying persons, even if they are

not in hospice care.

An occupational therapy assessment specific for use

with the dying is the Hospice Assessment of Occupa-

tional Function (HAOF), which can be obtained by 

e-mailing the author through his website at www

.michaelpizzi.com. This assessment was developed

using principles of open systems and occupational sci-

ence. It is a holistic assessment for therapists to gather

data on the physical, psychosocial, emotional, and spiri-

tual aspects of the client’s life. The resultant data are

synthesized using the practitioner’s clinical reasoning

skills, which then results in client-centered, collaborative

intervention and program planning.

There are also several QOL instruments designed

specifically for ELC and hospice (see Chapter 7).

Occupational therapists can utilize these instruments to

complement the HAOF or other holistic and relevant

assessments used for people with a terminal illness. No

assessments currently exist for children and adoles-

cents specific to ELC and occupational therapy. Devel-

opmental and play assessments for children and youth

already utilized in occupational therapy can be adapted

for this population relative to ELC. 

Generic Assessments Appropriate for ELC
There are many generic QOL assessments that can assist

therapists working in ELC (Cohen & Mount, 1992;

McMillan & Mahon, 1994; Spitzer, Dobson, & Hall,

1981). Notably, the McGill Quality of Life Questionnaire

(Cohen et al., 1995; Cohen, Mount, Bruera, Rowe, &

Tong, 1997), which measures QOL and wellbeing, sup-

ports health promotion in palliative care. This question-

naire is a brief interview that covers four domains:

physical, psychological, existential, and perceived sup-

port. The interview is semi-structured, thus allowing for

the therapy process to be more client-centered, beginning

with the initial assessment. Interventions can be adapted

based on the narrative evoked from the interview items.

The Occupational Loss Assessment (OLA) was

developed by Pizzi (1994) to assess the client’s subjec-

tive sense of loss and the extent of that loss in areas of

self-care, work, leisure, home management, connecting

with people, and mobility. (This can be obtained by 

e-mailing the author through his website at www

.michaelpizzi.com.) Interventions can be established

based on the perceived level of loss and clients’ need to

restore or adapt occupational abilities in specific areas.

If ability cannot be reestablished, then occupational

therapists can facilitate engagement in occupations that

help the client compensate for or work through the loss.

Another section of the assessment asks clients to

review other losses in their lives, the age at which the

loss occurred, and if the loss was positive or negative. 

In Western society, loss is often seen as negative; how-

ever, it can be a positive loss that enhances growth and

QOL (e.g., leaving an abusive relationship). Working

through occupational loss is often an important end-of-

life task for people. Reframing the losses for the dying,

using principles of health and wellbeing, along with spir-

itual and existential views of life, can assist dying clients

in re-creating and reframing themselves as occupational

beings engaged in moving on with their lives through to

their death. Loss, grief, and bereavement are health issues

that most occupational therapy practitioners are not well

prepared to address and that deserve much more attention

both in and outside of palliative care.

An occupational therapy assessment specifically

designed as a client-centered, health promotion tool is

the Pizzi Holistic Wellness Assessment (PHWA; Pizzi,

2001), described in Chapter 10 (also available at www

.michaelpizzi.com). The PHWA is a self-assessment

designed to assist individuals to become aware of the

most important health issues impacting their daily 
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Content Box 25-3 

Guiding Principles for Assessment 
and Intervention for End-of-Life Care
• Be client-centered. Assess the goals, dreams,

aspirations, occupational needs, and wishes of the
client and make those the priority.

• Utilize open systems thinking. Occupational 
reasoning skills need to focus on the patient NOT
living in a vacuum but as part of many systems,
including the family and significant others. All of
these systems interact with the client and need to
have their impact on the client considered in
assessment and intervention.

• Occupational adaptation in life to accommodate
new changes that occur in health contributes to
wellbeing and life satisfaction. 

• A person can transform their illness trajectory to a
wellness trajectory through engagement in self-
chosen meaningful and productive occupations. 

• Occupation must be of a person’s interest and
have meaning to the individual to promote 
wellness and a “good death.” 

• Life-affirming and self-affirming actions and words
promote positive healthful living and wellness until
death. 

• Quality of life is the ultimate outcome when one’s
body, mind, and spiritual needs are met, given the
occupational choices of the individual and that of
their loved ones being served. 

• Palliative care clinical reasoning incorporates the
philosophy and themes of occupational therapy in
hospice, knowledge of the dying process, and an
understanding of loss, grief, and bereavement
issues.
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occupational performance. The assessment also add-

resses self-responsibility for health by exploring self-

determined strategies to optimize health. Therapists do

not do things to or for people; rather, they suggest ways

to optimize healthy living and facilitate the process of

health and healing by increasing awareness to issues

(e.g., physical, psychosocial, and contextual) that need

to be addressed. Due to the qualitative nature of this

assessment, practitioners are encouraged to utilize it to

help dying clients identify meaningful occupations.

The holism inherent in the assessment is of vital impor-

tance, as clients are often more motivated in therapy

when intervention is initiated using at least one valued

occupation defined by the client. 

Other assessments described in Chapter 10 are

health promotion based; however, several can be

adapted for occupational therapy ELC. There are no

holistic, occupation-based assessments, except perhaps

for the HAOF, designed specifically for ELC. The

guiding principles (Content Box 25-5) will help occu-

pational therapists and occupational therapy assistants

assess people and facilitate their clients’ choices for

occupational engagement at the end of life.

Occupational Interventions 
to Promote a Good Death

The concept of a good death is primarily noted in 

the palliative care medicine and nursing literature.

Emmanuel and Emmanuel (1998) proposed a frame-

work for a good death that is supported in the litera-

ture. Dimensions of a good death that could be

addressed by health professionals included physical

symptoms, social relationships and support, hopes

and expectations, psychological and cognitive symp-

toms, economic demands, caregiving needs, and spir-

itual and existential beliefs. A good death is often

described as encompassing elements such as having

family or significant others present, being without

pain, being physically comfortable, and maintaining

dignity through privacy and caring (Thompson &

McClement, 2002). 

Steinhauser, Clipp, and colleagues (2000) studied

components of a good death from the perspective of

clients, families, and health-care providers, and they

identified six elements of a good death: effective pain

and symptom management, clear decision-making,

preparation for death, completion (e.g., life review,

time spent with loved ones), contributing to others, and

affirmation of the whole person. From an occupational

perspective, occupational therapy practitioners could

engage clients in any of these areas through occupa-

tion, thus promoting a good death. 

Although the concept of a dying child is difficult to

accept, a good death is possible for children and youth as

well. Beaune and Newman (2003) enumerated several

elements that can contribute to a good death for dying

children and their families (Content Box 25-4) while the

AAP developed some guidelines for communication

with children about death.

Mak and Clinton (1999) highlighted the need for

clear communication between health providers and

clients and their families by examining outcomes

desired by clients at the end of life. They identified ele-

ments of a good death from the perspectives of nurses

and hospice patients that included comfort or relief

from pain, being aware of dying, accepting the timing

of one’s death, preparing for departure, living with

one’s choice about where to die, having partnerships in

decision-making, and maintaining a sense of hope

throughout the dying process. Field and Cassel (1997)

in the IOM report made another distinction between a

good and bad death: 

[A] good death is free of avoidable distress and suffer-

ing for patients, families and caregivers; in general

accord with patients’ and families’ wishes; and reason-

ably consistent with clinical, cultural, and ethical stan-

dards. A bad death, in turn, is characterized by needless

suffering, dishonoring of patient and family wishes or

values, and a sense among those participating [in the

end of life process] that norms of decency have been

offended. Bad deaths include those resulting from or

accompanied by neglect, violence, or unwanted and

senseless medical treatments. (p. 24)

Amella (2003) identified nursing interventions that

can promote healthier living throughout the dying

process and can help facilitate a good death especially
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Content Box 25-4

Elements That Contribute to a Good
Death for Dying Children and Their
Families
• Open and frequent communication between child,

parents, and team members
• Client-centered care throughout the dying

process, including bereavement services for 
survivors

• Culturally competent, compassionate care
• Freedom of choice for child and family regarding

care settings and individuals to attend final
moments 

From “In search of a good death: Can children with life threatening 

illness and their families experience a good death? [Letter to the 

editor], by L. Beaune & C. Newman, 2003, British Medical Journal,
327(7408), p. 223. Copyright 2003 by BMJ Publishing Group.
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among the elderly involved with palliative care. Despite

the obvious medical nature of some of these approaches,

many are within the scope of occupational therapy using

principles of prevention and health promotion. All of

these interventions relate directly or indirectly with the

promotion of health and a good death for people at the

end of life. These include the following:

• “Monitoring of vital signs including weight 

(if able)”

• Providing “Influenza and Pneumovax vaccine”

• Recommending “aspirin if at risk for cardiovascu-

lar disease” and if not contraindicated

• Conducting “visual, hearing and oral health

screening”

• Monitoring for signs of abuse

• Evaluating “ADLs and instrumental ADLs 

assessments to provide appropriate assistance and 

referrals”

• Evaluating “etiology of incontinence”

• “Monitoring of blood glucose if diabetic”

• Conducting “depression and cognitive screening” 

• Completing “pain assessment”

• Conducting “medication review”

• Reviewing “advance directives”

• Providing “caregiver support” (Amella, 2003, 

p. 47)

A holistic view of people and well-designed, 

occupation-based intervention can prevent needless suf-

fering of the dying and their loved ones. These help to

lessen pain and increase comfort. Occupations should

include one or more of the following requirements:

1. Be of interest to the person and inspire confi-

dence and courage to cope with circumstances

2. Be applied systematically based on assessment

data

3. Be adaptable according to client/family needs

and capabilities

4. Deemphasize pathology and focus on the health

of clients 

5. Emphasize positive healthy emotional expression

6. Provide a holistic program of care (Pizzi, 1984;

Pizzi & Chromiak, 2001) Reductionistic inter-

ventions (e.g., range of motion, strengthening,

cognitive retraining) are ideally incorporated into

meaningful occupation rather than addressed

separately. 

Even when it appears that a specific intervention posi-

tively changes occupational performance, the person

experiences wellness through the self-discovery of how

to best manage his or her being. After self-discovery,

the therapy process unfolds collaboratively between the

client and therapist. (Pizzi, 2001, p. 57)

It is important to attend primarily to the most meaning-

ful and important occupations of each day, adapting the

occupation as needed. Engagement in favored occupa-

tions and activities can evoke joy and a deep spiritual

sense of peace. Occupation-based interventions can

immediately assist clients in creating their own QOL and

wellbeing. The occupational therapy process can help

clients unfold their life story. In ELC, occupational ther-

apy practitioners assist in creating closure of a life through

occupational engagement. Collaboration among the occu-

pational therapist, the client, and the family is essential.

This sense of completion for a client and family assists

them to better cope with their grief and subsequent

bereavement after death. Occupational engagement of the

dying person permits a good death with improved QOL as

the outcome. If occupational therapists and occupational

therapy assistants follow a client-centered approach, use

solid clinical reasoning, and have a deep respect for and

understanding of the complex nature of the dying process,

they will be able to promote a good death. 

Conclusion

Occupational engagement and the promotion of a good

death has been introduced and discussed as a possible

framework for occupational therapy practice in palliative

care and ELC. The following points were emphasized:

• The promotion of health and wellbeing is applica-

ble and appropriate for people at the end of life.

• A holistic view and well-designed, occupation-

based intervention can prevent needless suffering

of the dying and their loved ones.

• Occupational therapists do not do things to or for

people, but rather suggest ways to optimize

healthy living and enhance the process of health

and healing by facilitating occupational participa-

tion and by increasing awareness to issues (e.g.,

physical, psychosocial, and contextual) that need

to be addressed. 

• Engagement in favored occupations, adapted to a

healthy level of participation, can evoke joy and a

deep spiritual sense of peace for people at the end

of life.

• Research in ELC is preliminary and needs to be

expanded to ensure appropriate evidence to build

theory and best practice in occupational therapy.

• Occupational engagement in life for the dying

person and caregivers until death permits a good

death with improved QOL as the outcome. 

Occupational therapists, occupational therapy assis-

tants, and students can be empowered to facilitate a good

death through appropriate and holistic evaluation and

occupation-based interventions. These interventions can
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be powerfully transformative, replete with meaning and

purpose, and can add a dimension of living that effec-

tively enhances QOL and wellbeing until death. Occupa-

tional therapy students must be educated to ELC issues,

including loss, grief, and bereavement to help students

develop best practice strategies. These best practices

need to include prevention, health promotion, and

lifestyle evaluation as well as interventions that are

focused on individuals, populations, and communities. 

Everyone has a right to the best health, even those

who are dying. In the trajectory of chronic illness, 

as the individual comes closer to death, actions 

that advance health continue to promote a better

quality of life, and finally a better death. . . . Health

promotion may allow the older person and the care-

giver to be free of avoidable stress and suffering, and

to have a more active role in treatment. (Amella,

2003, p. 47)
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Case Study 25-1

Howie is a 55-year-old who was married to Gwen for many
years before her sudden death 10 years earlier. He has a
strong work ethic and worked for the railroad and at
assorted odd jobs. After his wife’s death, from which he
never fully emotionally recovered, he worked with his
brother-in-law, Al, in masonry. They had an excellent rap-
port and everyone liked Howie. 

When he was diagnosed with metastatic lung cancer
with a prognosis of 6 months to live, there was no ques-
tion that his sister Jeanne and Al would care for him in
their bi-level home. Jeanne and Al had three children, ages
6, 10, and 14. They always liked Uncle Howie because he
always brought a case of apple butter for them after he vis-
ited his stepchildren in North Carolina. He was also a kind
and generous man who had little but gave a lot. 

Howie initially had much difficulty breathing, often need-
ing to take a break after ascending two to three steps to
climb the 12 steps up the second floor of the bi-level home.
He became physically weaker from both his cancer and the
radiation. His physical body and body image changed
weekly. Howie loved to fish, go crabbing at the Jersey shore,
bowl (he had a 190 average), and play cards. However, all of
these occupations diminished over time, compounded by a
deepening depression. His physical and cognitive capacities
waned, decreasing his occupational participation even more.

The children began to withdraw from him despite encour-
agement from their mother. Jeanne began to feel extremely
helpless as she watched her beloved brother deteriorate. As
he came closer to death, he brought the family close to him
and said, “Thank you for being my family, for taking an inter-
est in me and loving me during this tough time. I will never
forget you.” Three days later, he died in the hospital, with his
family around him.

Questions

1. Do you think Howie was experiencing a good quality of
life and a “good death”? If so, what is the evidence?
Identify and discuss at what point in the dying trajectory
an occupational therapist could have intervened.

2. Could hospice care have helped this family? If so, in
what ways? 

3. Discuss at least two ELC assessments that could be
applicable to Howie and to the caregivers. 

4. List and discuss at least five health promotion inter-
ventions that could be implemented in this case.

5. How else might have occupational therapy worked
with both Howie and the family to help them 
experience a good death? Should the children 
have been more involved? If so, in what ways? 
If not, why not?

◗ For Discussion and Review

1. How would you define a good death and a bad death? 

2. Do you think occupational therapy can make a sig-

nificant contribution to people and caregivers at the

end of life? Consider the AOTA Framework as you

develop your answers.

3. What are the contributions of occupational thera-

pists and occupational therapy assistants to promot-

ing healthier living for caregivers involved with

end-of-life care?

4. Describe a research method that can be used to

quantify occupational dimensions of quality of life

at the end of life. 

5. Does the occupational process of facilitating mean-

ing and purpose for someone at the end of life 

differ compared to that of someone with an acute

illness? A chronic illness?
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◗ Research Questions

1. How might clients at the end of life and their care-

givers define and characterize quality of life and

wellbeing at the end of life? 

2. Do occupation-based interventions actually facili-

tate a good death? More than other interventions? 

3. How does the PHWA compare with other ELC

assessments in being a client-centered and health-

and occupation-related assessment when used with

people at the end of life or their caregivers? Are the

interventional and QOL outcomes different for

individuals when using the PHWA and other

assessments in ELC? 

4. Do caregivers of people at the end of life have 

different occupational needs than those caring for

people with acute illness? With chronic illness?
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SECTION V Implications for Occupational 
Therapy Education and Research

Chapter 26

Educating Practitioners 
for Health Promotion Practice
Regina Michael Campbell, Patricia Atwell Rhynders, Marlene Riley, M. Beth Merryman,

and Marjorie E. Scaffa

In order to meet current health care challenges, . . . we must redefine how we educate

our future healthcare professionals. As Surgeon General, my job is to protect and

advance the health of the nation. To accomplish that mission, we must move our society

and our health professions from the current treatment-oriented focus to a prevention-

oriented focus.

—Carmona, 2004, p. 482

Learning Object ives

This chapter is designed to enable the reader to:

• Relate the curricular standards on prevention and
health promotion in occupational therapy to service
learning.

• Discuss the compatibility of service learning with
the philosophy of occupational therapy.

• Discuss the differences between community 
service and service learning.

• Identify the differences between service learning
and traditional Level I fieldwork.

• List the 10 principles of good practice in service-
learning pedagogy.

• Describe the four elements of service learning.
• Explain the importance of an environmental scan in

identifying potential service-learning fieldwork sites.

Key Terms

Clinical Prevention and
Population Health
Curriculum 
Framework

Community service
Environmental scan
Lifestyle Redesign

Service learning
Synergy

Introduction

There is a national movement in the health professions

toward adding a prevention and health promotion orien-

tation to the traditional treatment-focused approach.

This is, in part, a response to an objective in Healthy
People 2010: Understanding and Improving Health
that states, “Increase the proportion of schools of medi-

cine, schools of nursing, and other health professionals

training schools whose basic curriculum for healthcare

providers includes the core competencies in health pro-

motion and disease prevention” (U.S. Department of

Health and Human Services [USDHHS], 2000, p. 1-24).

With this objective in mind, the Association of Teach-

ers of Preventive Medicine and the Association of 

Academic Health Centers convened a task force to

develop a curriculum framework that could be used by

a variety of health professions educational programs.
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The work of the task force was financially supported by

the USDHHS Office of Disease Prevention and Health

Promotion, and the Health Resources and Services

Administration (Riegelman, Evans, & Garr, 2004).

Originally, the task force represented only seven disci-

plines; however, recently several allied health disci-

plines were added, including occupational therapy. 

The Clinical Prevention and Population Health
Curriculum Framework consists of four components:

evidence-based practice, clinical preventive services

and health promotion, health systems and health policy,

and population health and community aspects of prac-

tice. In addition, the curriculum includes 18 domains

under the four components. The name “Clinical Preven-

tion and Population Health” was chosen specifically so

the curriculum framework reflected a dual emphasis on

individual-focused and population-focused health pro-

motion efforts and reflected the interaction of the two

(Riegelman et al., 2004). The task force encourages

health professional educational programs to explore

innovative methods of incorporating clinical prevention

and population health content—for example, service-

learning and problem-based case studies. 

Increasingly, prevention and health promotion are

being seen as appropriate areas for occupational ther-

apy intervention and as an essential part of practice.

The Accreditation Council for Occupational Therapy

Education (ACOTE) has recognized the need for occu-

pational therapy graduates to be educated and skilled in

prevention and health promotion strategies as they

relate to the profession’s core construct of occupation.

In 2006, ACOTE approved a new set of accreditation

standards for master’s programs that include five com-

petencies related directly to prevention and health pro-

motion (ACOTE, 2007):

B.1.9 Demonstrate knowledge of global social

issues and prevailing health and welfare needs

B.2.4 Articulate the importance of balancing areas

of occupation to the achievement of health

and wellness.

B.2.5 Explain the role of occupation in the promo-

tion of health and the prevention of disease

and disability for the individual, family, and

society

B.2.9 Express support for the quality of life, well-

being, and occupation of the individual, group,

or population to promote physical and mental

health and prevention of injury and disease

considering the context (e.g., cultural, physical,

social, personal, spiritual, temporal, virtual)

B.5.2 Select and provide direct occupational 

therapy interventions and procedures to

enhance safety, wellness, and performance in

activities of daily living (ADLs), instrumen-

tal activities of daily living (IADLs), work,

play, leisure and social participation

The historical roots of occupational therapy are

grounded in the experiential learning theories of 

John Dewey. His philosophy of education was directed

toward pragmatism, reflection, and interest in commu-

nity and democracy. Dewey was a proponent of creat-

ing a learning environment that would engage learners

in a world outside the classroom and challenge them to

work in a collaborative learning process (Chambliss,

1996). These themes can be seen throughout occupa-

tional therapy history, beginning with Jane Addams and

Eleanor Clarke Slagle and the early settlement Hull

House days (Addams, 2004). 

In keeping with this philosophy, occupational thera-

pists have long acknowledged the need for occupational

therapy education to provide educational learning that

extends beyond theory and the classroom (Fidler,

1966). Student affiliation, student internships, and

fieldwork learning experiences are terms commonly

used to denote occupational therapy’s commitment to

experiential learning theory. Service learning is a con-

temporary educational methodology that embraces the

experiential learning constructs of Dewey and occupa-

tional therapy’s educational philosophy. This chapter

will describe two programs and their use of service-

learning experiences to educate students about the 

role of occupational therapy in prevention and health

promotion.

Service Learning

Service learning has been defined as “a teaching and

learning strategy that integrates meaningful community

service with instruction and reflection to enrich the

learning experience, teach civic responsibility and

strengthen communities” (National Service Learning

Clearinghouse [NSLC], 2004b, ¶ 1). It is an adaptation

of clinical practice or experiential education whose

hallmark is an edict to benefit not only the learner, but

also the community. Although community service is an

element of service learning, it differs by definition.

Community service can be defined as “volunteerism

that occurs in the community, action taken to meet the

needs of others and better the community as a whole”

(NSLC, 2004a, ¶ 14). Too often, academic fieldwork

serves the needs of the students and the academic insti-

tution, without sufficient regard for the needs of the

community. Integrating service learning throughout the

health professional’s preparatory experiences can nul-

lify this effect by reinforcing the values of respect and

reciprocity, with consideration of the community’s
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benefit. In service learning, the curriculum must

encourage contemplation and consideration of the

community’s viewpoints. The cognitive benefits to stu-

dents relate to their ability to critically think about

complex concepts, apply those concepts to real-life

environments, and share in the real consequences of

their actions (Astin & Sax, 1998). 

Service learning is consistent with occupational

therapy philosophy in that it advocates learning by

doing and learning in context. In collaborative learning,

a by-product of service learning, the learner enters into

a partnership with those living and working in the com-

munity. The learner’s experience, rather than that of the

teacher, directs the classroom experience. The linking

of didactic and laboratory education with service learn-

ing meets the needs of adult learners, allows them to

gain appreciation for the core constructs of occupa-

tional therapy, and promotes practice that meets soci-

etal needs.

One limitation of conventional fieldwork and prac-

tice can be that each discipline tends to work in paral-

lel, isolating their contributions within that paradigm.

As a result, each may be unprepared to view health pro-

motion from any perspective but their own. Another

limitation is that academic research often remains sep-

arate from its practical application in terms of meeting

the perceived needs of the community. 

Learning by Doing in Context
The role of professionals in the community differs from

their role in the medical setting, moving from that of the

expert to that of equal partner and collaborator. Conse-

quently, professionals must develop skills to interact

with people in a way that allows them to discover the

values and perceived needs of the community, while

respecting the community’s wisdom and prerogative to

choose interventions they believe will work. There is a

need to modify traditional models of educating health

professionals to give teams competence in transdiscipli-

nary collaboration. Service learning shows promise in

achieving this competence. It provides opportunities to

serve the needs of communities, expand knowledge,

examine market needs, and make meaning of the value

of occupation in promoting health. 

Restructuring occupational therapy Fieldwork I to

include service-learning principles and goals provides

the educational methodology needed to help students

develop a basic comfort level with and an understand-

ing of the needs of individuals and populations while

engaging the learner in an active learning process. The

experiences are intended to complement the didactic

content and to broaden students’ awareness of the

health promotion needs of the community and the roles

of community organizations in community health. The

educational experience can be structured in a variety 

of ways, depending on the climate in which the ser-

vices are to be offered. In fact, it is critical to structure

service learning after careful analysis of the commu-

nity climate.

Service learning also yields affective domain advan-

tages of improved academic performance, clarification

of personal values, development of leadership charac-

teristics, interpersonal and conflict-resolution skills,

and a lifelong commitment to community service

(Astin & Sax, 1998). Community partners benefit from

enhanced service quality, quantity, and variety (Astin &

Sax 1998). In the long-term, the community benefits

from having these professionals develop cognitive,

affective, and action skills to translate theory into prac-

tice to support partnerships and to recognize the merit

of including a variety of stakeholders. Students benefit

from observing and teaching in the type of environment

in which they will practice the skills learned while pro-

viding a service to the community.

Serving to Learn—Learning to Serve
Often the health-care needs of a community can exceed

the availability of resources. Therefore, a clear, system-

atic plan of Fieldwork I service-learning intervention

with a realistic analysis to balance needs with current

and future resources is essential to achieve curriculum

objectives and to support effective, efficient commu-

nity educational partnerships. 

Throughout the course of occupational therapy his-

tory, service has been one of the profession’s stellar

ideas (Peloquin, 1991), with caring for and caring

about the patient being as implicit as occupation (King,

1980). Sharing of educational strategies that incorporate

service learning into occupational therapy curriculum

designs can increase awareness and open channels of

communication that are needed to speed the rate of diffu-

sion of health promotion into occupational therapy prac-

tice. Although service is directed outwardly to address

the needs of both the learner and the community—rather

than inwardly without regard for the community—

academic rigor should not be compromised (Harkavy,

1998). Howard (1993) recommends 10 principles 

of good practice for service-learning pedagogy 

(Content Box 26-1).

Infusing Health Promotion 
and Wellness Into Occupational
Therapy Education

Two examples, from Texas Woman’s University and

Towson University, of infusing health promotion and

wellness into occupational therapy education will be
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described. Both of these examples focus on service

learning and developing community partnerships, but

each has unique features.

Texas Woman’s University
Woven into Texas Woman’s University (TWU) School

of Occupational Therapy’s (OT) (2001) vision, philos-

ophy, mission, strategic goals, and curriculum design is

a view of humanity that embraces the humanitarian

heritage of the profession and supports the educational

methodology of service learning. The school’s vision is

to provide an integrated curriculum that prepares grad-

uates for new roles within an evolving health-care sys-

tem. The School of Occupational Therapy mission,

which supports the university’s mission, is to accept the

responsibility of educating students, primarily women,

of different ages and cultures to become occupational

therapists who integrate and exemplify the philoso-

phies, ethics, and standards of TWU and the American

Occupational Therapy Association (AOTA).

The school’s philosophy of occupational therapy is

grounded in beliefs about the “occupational nature of

humankind.” Unity of the mind and the body, purposeful

interaction with the environment, the human capacity 

to integrate and adapt, and the right to a meaningful 

existence are core beliefs that guide the curriculum.

Occupation is the means through which adaptation

occurs and the end for which adaptation is desired. Adap-

tation is seen as a continuous and essential human process

for the promotion of survival and self-actualization

(TWU School of OT, 2001, p. VI-12).

The curriculum design integrates contemporary

views of health and occupation with the changing par-

adigms of service delivery and the values of the profes-

sion. Across four semester modules, the concepts and

constructs of occupation, wellness, and adaptation

objectives are integrated into each of TWU’s five cur-

riculum strands: occupational adaptation, principles of

intervention, scholarly inquiry, tools and modalities,

and Fieldwork I and II. The educational strategies

employed to infuse wellness and health promotion into

occupational therapy course and fieldwork objectives

depend on faculty expertise and lines of research, com-

munity alliances, and the contexts and resources avail-

able at each of the program’s three locations in Denton,

Dallas, and Houston. Service learning Fieldwork I

experiences can play an integral role in promoting the

innovative spirit believed needed to gain access to pri-

mary prevention and health promotion practice. 

In order to identify service-learning opportunities in

the community that were congruent with the curricu-

lum design, an environmental scan was conducted. An

environmental scan is defined as “a systematic and

ongoing process used to identify essential cues about

how the world is changing and how the changes will

affect individuals, associations and society” (American

Society of Association Executives [ASAE], 2003).

Generally, an environmental scan consists of four pri-

mary characteristics:

1. Broad examination of holistic, economic, global,

political, technological, and social trends

2. Collection of data from a variety of sources,

including, but not limited to, literature review,

surveys, interviews, focus groups, and site visits

3. Awareness of innovative thinking and methods

being employed by those within and outside of

the organization to address change

4. Study of trends and changes occurring in unre-

lated industries and professions (ASAE, 2003;

Dalton, Jarratt, & Mahaffie, 2003)

Health Promotion Trends and Emerging Service
Markets

The Fieldwork I service-learning placements developed

on the TWU Dallas campus illustrate how health pro-

motion can be infused into occupational therapy educa-

tion. Environmental scan data for Vickery Meadow and

the surrounding community identified four emerging

health promotion service markets:
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Content Box 26-1

10 Principles of Good Practice 
for Service-Learning Pedagogy
Principle 1: Academic credit is for learning, not 

service
Principle 2: Do not compromise academic rigor
Principle 3: Establish learning objectives
Principle 4: Establish criteria for selection of 

service placements
Principle 5: Provide educationally sound learning

strategies to harvest community 
learning and realize course learning
objectives

Principle 6: Prepare students for learning from the
community

Principle 7: Minimize the distinction between 
students’ community learning role and
classroom learning role

Principle 8: Rethink the faculty instructional role
Principle 9: Be prepared for variation in, and some

loss of control with, student learning
objectives

Principle 10: Maximize the community responsibility
orientation of the course to promote
purposeful civic learning

From “Principles of good practice for service learning pedagogy,” by 

J. Howard, 1993, retrieved April 20, 2009, from http://www.ginsberg

.umich.edu/resources/for_faculty.html pedagogical.
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1. After-school

2. Immigrants and refugees

3. Intentional and unintentional injury prevention

4. Community-dwelling well elderly 

These markets were targeted for Fieldwork I develop-

ment because they provide contexts needed to meet

ACOTE health promotion education standards regarding

development across the life span. They also support

TWU’s curriculum learner outcome for occupational

therapy entry-level professional master’s graduates to

develop knowledge and skills needed to practice cre-

atively, adaptively, and proactively in accordance with

occupational therapy standards and with social and

health-care trends and to assume leadership roles within

a variety of settings (TWU School of OT, 2001). National

trend data suggests that these emerging health promotion

markets extend beyond the Dallas community. 

After-School Programs. Research has identified that

children left unsupervised during after-school hours are

more likely to be involved in violence, substance abuse,

and other risk-taking behaviors. With some 15 million

children left unsupervised and alone on a regular basis

during nonschool hours, communities, families, and

the nation are turning to after-school programming to

meet health-care needs of children. The Harvard Grad-

uate School 1999 Program in After School Research
report found significant growth and political support

for after-school programs. Government funding, through

the 21st Century Community Learning Centers, has

increased from $1 million in 1997 to $1 billion in 2002

(Noam, 2002). 

Nonprofit and faith-based agencies are developing

after-school programs to meet the wellbeing and safety

needs of children and youth. In recent years, the federal

government’s attitude toward funding faith-based pro-

gramming directed toward promoting health and well-

being has changed. The USDHHS has developed the

Center for Faith-Based and Community Initiatives to

make federal funding more accessible to faith-based

organizations striving to address the social needs of

their community. The TWU–Dallas Center After-

School Health Promotion Service Learning Fieldwork I

placements have included Girls, Incorporated; HOSTS

(Helping One Student to Succeed); Heart House; Pro-

ject Transformation; and Vickery Meadow Wellness

Center. Descriptions of these sites can be found in 

Content Box 26-2.

Refugee and Immigrant Services. Since 1990 there

has been a 33% increase in the number of immigrants

living in the United States, the largest number reported

in the nation’s history. Approximately 26.3 million

immigrants currently reside in the United States.

Thirty-nine percent of foreign-born children live in

poverty (Grantmakers Concerned with Immigrants and

Refugees, 2006). TWU’s Refugee and Immigrant Ser-

vice Learning Fieldwork I placements have included

Vickery Meadow Learning Center and the International

Rescue Committee. See Content Box 26-3 for descrip-

tions of these sites.

Injury Prevention. Injury prevention is an objective

for the nation as presented in Healthy People 2010
(USDHHS, 2000). According to the National Center

for Health Statistics (NCHS), 101,537 people in the

United States died of unintentional injuries in 2002,

and another 26.6 million were treated in emergency

departments (NCHS, 2004). Approximately 6 million

people per year visit hospital outpatient departments

for care of their injuries (NCHS, 2004). Injuries rank

fifth as a cause of death for all Americans and are the

leading cause of death and disability for children and

young adults, with approximately 20 children dying

each day (Mercy, Sleet, & Doll, 2003). 
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Content Box 26-2 

After-School Program Fieldwork Sites
• Girls, Incorporated: A national youth organization

dedicated to inspiring high-risk underserved girls
between the ages of 6 to 18 to be strong, smart,
and bold. Services provided include research, 
education, and direct advocacy. 
http://www.girlsincdallas.org

• HOSTS (Helping One Student to Succeed): A
national intervention system designed to acceler-
ate learning and build a strong foundation for stu-
dent achievement in reading and math. HOSTS
uses a structured mentoring model to provide 
individualized academic intervention in readiness,
language arts, math, Spanish readiness, and 
English language development.
http://www.hosts.com

• Heart House: A nonprofit, free, after-school pro-
gram dedicated to providing a safe haven and 
academic support to low-income children and
encouraging them to become good citizens.
http://www.hearthouse.org

• Project Transformation: A nonprofit faith-based
supported program designed to connect the
energy of young adults, the strength of church-
supported institutions, and the untapped
resources of urban neighborhoods with the 
evolving needs of urban children and youth.
http://www.projecttransformation.org

• Vickery Wellness Center: An apartment clubhouse
program developed in partnership with Buckner
Children and Family Services of North Texas,
Melody Village Apartment, Southwest Housing
Authority, and Presbyterian Healthcare System
dedicated to providing restoration and healing
social services for individuals and families.
http://www.bucknerchildren.org/dallas/community
-programs/vickery.asp
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Leading the list of causes of injury are motor vehi-

cle collisions, drowning, homicide, suicide, falls, fires,

suffocation, and poisoning. In fact, injuries rival the

common cold in terms of frequency and account for

15% of childhood medical expenses (Miller, Romano,

& Spicer, 2000). Falls are a major source of injury that

kill more than 15,000 Americans of all ages each year

(NCHS, 2004). The economic impact for fatal and non-

fatal injuries in this country is estimated to be $66 bil-

lion in present and future work losses, due to premature

death or long-term disability, $14 billion in lifetime

medical spending, and $1 billion in other resource costs

(Deal, Gomby, Zippiroli, & Behrman, 2000). 

TWU Intentional and Unintentional Injury Prevention

Service Learning Fieldwork I placements have included

the Family Place of Dallas, Injury Free Coalition for

Kids, Injury Prevention Center of Dallas, New Begin-

nings Center, Presbyterian Healthcare System–Dallas,

and SafeKids. Descriptions of these placements appear

in Content Box 26-4.

Community Dwelling Well Elderly. According to

Macfaydyen, “Every month the net balance of the world

population aged 55 years and older increases by 1.2 mil-

lion persons” (as cited in Bonder, 1994, p. 8). The TWU

community-dwelling well-elderly service-learning Field-

work I placements have included the Jewish Commu-

nity Center of Dallas, Visiting Nurse Association of

Texas—Elder Care Program, and the Alzheimer’s Asso-

ciation Greater Dallas Chapter (Content Box 26-5).

Service Learning Curriculum Plan

Contemporary educational processes that use service

learning to integrate didactic and laboratory learning

consist of four basic elements:

1. Preparation 

2. Service 

3. Reflection

4. Celebration (Fertman, 1994)

Element 1: Preparation. TWU School of Occupa-

tional Therapy’s innovative curriculum design inte-

grates content for each course within and across four

semester modules to achieve curriculum goals and

learning outcomes. The didactic material, linked with

Fieldwork I experiential learning, provides an ideal

community laboratory for learning by doing, learning

in context, and service. 

First semester Module I coursework is designed to

increase the learner’s understanding of the value of the

Chapter 26 Educating Practitioners for Health Promotion Practice 517

Content Box 26-3

Refugee and Immigrant Services 
Fieldwork Sites
• Vickery Meadow Learning Center (VMLC) is 

dedicated to improving English literacy levels
among non-English-speaking adults by providing
programs in communication and life skills. VMLC
believes that the ability to understand, read, write,
and speak English contributes to independence, 
productivity, and overall wellbeing of adult learners,
their families, and the greater community.
http://www.vmlc.org

• International Rescue Committee (IRC) is among the
world’s largest nonprofit, nonsectarian, voluntary
agencies providing assistance to refugees, dis-
placed persons, and others fleeing persecution 
and violent conflict. http://www.theirc.org/about

Content Box 26-4

Injury-Prevention Fieldwork Sites
• The Family Place of Dallas provides programming

to eliminate family violence through intervention
and proactive prevention, extensive community
education, advocacy, and assistance for victims
and their families.
http://www.familyplace.org/Page.aspx?pid=216

• The Injury Free Coalition for Kids is a national 
program of the Robert Wood Johnson Foundation
comprised of hospital-based, community-oriented
programs whose coalition efforts are anchored in
research, education, and advocacy. Currently, the
coalition includes 27 sites located in 24 cities,
each housed in hospital trauma centers.
http://www.injuryfree.org

• Injury Prevention Center of Dallas (IPC) is the first
of its kind in Texas and the Southwest. The IPC
fosters community-based injury-prevention efforts
within Dallas County. The IPC has participated 
in, directed, and helped develop several injury-
prevention initiatives throughout Dallas County
that address motor vehicle injuries, violence, 
falls, burns/scalds, poisonings, occupational
injuries, and recreational injuries.
http://www.injurypreventioncenter.org

• New Beginning Center fosters an environment of
safety, support, and respect for families affected
by domestic violence through advocacy and
diverse community partnerships. 
http://www.newbeginningcenter.org/

• Presbyterian Healthcare System–Dallas supports
its not-for-profit mission by providing outreach 
programs, charity care, and other initiatives to
improve the health of the people in the commu-
nity in partnership with schools and other social
service organizations. http://www.presbyterian
.org/about_us/hospital_information/community
_involvement/index.html

• SafeKids is a national nonprofit network of part-
ners, including public health experts, corporations,
foundations, and government agencies committed
to preventing the foremost killer of children—
unintentional childhood injury.
http://www.safekids.org
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profession’s foundational beliefs; the standards, lan-

guage, domains, processes, and concepts of the profes-

sion; and the profession’s official documents (Content

Box 26-6). In Module I course work, students gain an

appreciation for the importance of analysis of self, per-

son, occupation, context, and their resultant impact on

health and wellbeing; of the function of research in

enhancing interventions; and of sustaining and advanc-

ing the profession (TWU School of OT, 2001). Inter-

woven into the curriculum design are elements,

domains, and learner outcomes that are instrumental to

the design and implementation of health promotion and

primary-prevention intervention. 

Two cornerstone courses in Module I serve to infuse

ACOTE’s health promotion standards into the curricu-

lum: 

• A didactic course entitled “Occupation, Wellness

and Adaptation” 

• A Fieldwork I course entitled “Adaptation Within

the Community” 

In the Occupation, Wellness and Adaptation course, a

series of lectures by occupational therapy faculty and

other health promotion professionals are provided over a

15-week semester (Content Box 26-7). Having public

health professionals or injury-prevention specialists on

the teaching team can serve to illustrate by example the

collaborative partnership needed for the promotion of

health through occupation. A team-teaching approach to

instruction is preferred over a guest lecture approach in

order to increase understanding and appreciation of the

knowledge, skills, and expertise needed to foster inter-

disciplinary partnerships in education and practice, as

they are necessary for building healthier communities. In

a small evaluation of this format’s effectiveness, students

reported positive measures of knowledge, attitudes,

skills, behaviors, and self-efficacy. The attitudes and

self-efficacy measures were particularly positive (Rhyn-

ders & Salvaggio, 2002).

TWU’s Fieldwork I course Adaptation Within the

Community is structured to include a weekly 1-hour

seminar and 25 hours of service learning over the

course of the semester. Course goals are detailed in

Content Box 26-8. Fieldwork I students are encouraged
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Content Box 26-5

Community-Dwelling Well Elderly
Fieldwork Sites
• Jewish Community Center of Dallas builds a

dynamic Jewish community by promoting the
interests and welfare of that community; further-
ing an appreciation and understanding of shared
Jewish heritage; fostering personal growth of
members through cultural, educational, social,
recreation, and civic activities; strengthening and
enriching Jewish family life; and promoting 
understanding and contributing to common good
of the general community. Services and programs
are open to those outside the Jewish community.
http://www.jccdallas.org

• Visiting Nurse Association of Texas—Elder Care
Program provides high-quality, efficient health and
health-related social services in the least restric-
tive environment—primarily the residence—
in order to promote wellness, dignity, mobility,
and independence for citizens in the service area.
http://www.vnatexas.org/eldercare.htm

• Alzheimer’s Association Greater Dallas Chapter is
dedicated to eliminating Alzheimer’s disease
through the advancement of research and to
enhance care and support for individuals, their
families, and caregivers. 
http://www.alz.org/greaterdallas/ 

Content Box 26-6

Module I Course Descriptions
TWU School of Occupational Therapy course offer-
ings and descriptions:

• Occupation, Wellness & Adaptation: Exploration of
development of occupational self and occupational
performance and adaptation in variety of contexts.
Model of examining adaptation through occupa-
tion in time and space. Two lecture hours a week.
Two credit hours. 

• Adaptation Within the Community: Placement 
in community settings under supervision of 
a qualified professional other than occupational
therapists. Analyze functions of individuals
engaged in a variety of occupations. Two 
laboratory and 1 seminar hours a week. Credit: 
1 hour.

• Person, Tools, & Occupations: Exploration of pur-
pose and meaning of activities with emphasis on
play, games, and crafts. Experience the process of
activity analysis, including documentation of
observations. 

• Scholarly Inquiry Seminar: Exploration of nature
and process of scholarly inquiry. Application of 
critical thinking to the domains of knowledge in
the practice of occupational therapy. 

• Occupational Therapy Process: History of occupa-
tional therapy practice. Survey of current practice,
including scope and standards and ethics.
Includes aspects of occupational therapy process
and language of health care and community areas
of practice. 

• Evaluation Process: The evaluation process of
problems seen in occupational performance areas,
components, and contexts. Includes principles of
tests and measurements and use of assessment
instruments commonly used in occupational ther-
apy practice. One lecture and 2 laboratory hours; 
2 hours credit.
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to view their community as an educational experiential

laboratory on which to reflect; to understand self, occu-

pation, wellness, and adaptation; and to broaden their

perspectives of roles and functions of occupational

therapy across diverse systems of intervention.

The Fieldwork I course utilizes a wide spectrum of

health delivery systems to broaden the learner’s per-

spective of occupation and utilizes community services

designed to facilitate health and wellness for individu-

als and populations. Students are encouraged to select,

from a list of available service-learning options, a

placement they believe would be meaningful and

would expand their understanding of self, occupation,

adaptation, and wellness. 

Element 2: Service. The congruency of the missions

of the university and the School of Occupational Ther-

apy, the educational standards of the profession, and

the health-care needs of the community across each of

the three campuses provided the infrastructure needed

to direct TWU’s curriculum design. In 1997, TWU

adopted a strategic plan called “Pioneering of the

Future,” which sought to expand outreach and partner-

ship, increase sources of funding, and develop student

service and volunteerism. Additionally, the inclusion of

health promotion objectives in occupational therapy

educational and practice standards provided the impe-

tus needed to expand occupational therapy Fieldwork I

placements to include primary prevention, injury pre-

vention, and health promotion.

University and Dallas community environmental scan

data serve to illustrate how health promotion, injury pre-

vention, and wellness goals can be incorporated into

didactic and service-learning course objectives. TWU

School of Occupational Therapy Dallas–Presbyterian

Campus is located in a geographic area of Dallas, Texas,

known as Vickery Meadow. In the 1980s, the Vickery

Meadow community was a model apartment/town-house

community built to attract young, single, upwardly

mobile professionals. A Supreme Court ruling, changes

in fair housing practices, and expansion of businesses

north of the city brought a dramatic shift in Vickery’s

demographics. In 1991, the Vickery Meadow commu-

nity was viewed as one of the unhealthiest communities

in the city, with a high rate of crime and poverty, overuti-

lization of emergency room services for nonemergency

ailments, and a distinct lack of community infrastructure

that would support families.
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Content Box 26-7

Occupation, Wellness and Adaptation
Course Goals and Lecture Topics

Course Goals
• Examine occupations related to specific age, life

course, gender, and cultural groups
• Identify activities, tasks, and roles commonly

related to these occupations and recognize the
influence of occupational components perfor-
mance upon these occupations and roles

• Identify places and points in the social and 
health-care systems where such problems might
be referred to occupational therapy

• Select appropriate practice models or frames of
reference to guide occupational therapy interven-
tion in wellness, health, and preventive programs

Lecture Topics
• Overview of occupation, OT philosophy, practices

and language related to primary, secondary, and
tertiary occupational therapy intervention 

• Constructs and concepts of wellness and health
promotion

• AOTA and external documents relevant to occupa-
tion, health, wellness, and primary prevention 

• Role of occupational therapy in health promotion
and wellness—historical overview

• Functions of occupational therapy in community-
based and built health promotion practices

• Interdisciplinary models of health promotion
• Public Health Model, Health Belief Model, social

cognitive theory
• Injury Prevention Model/Frame of Reference
• Surveillance Strategies—Haddon Matrix

• Relationship of the three Es in prevention—
education, environment, and enforcement—to
occupational therapy constructs of person, 
occupation, and environment

• Adaptation—historical overview of adaptation in
occupational therapy practice

• Cultural issues in primary prevention
• Individual versus population intervention strategies
• Action research—goals and relevance to emerging

practice markets
• Health promotion Lifestyle Redesign student

demonstration projects

Content Box 26-8 

Fieldwork I Course Goals
• Explore the need of the setting in terms of 

personal skills, use of self as tool 
• Identify own response to community and treat-

ment settings and assess impact of relationship
with individuals, clients, staff, and supervisor on
own behavior

• Explore the supervisor-supervisee relationship and
learn to share responsibility for it

• Demonstrate understanding of the meaning of
occupational engagement to individual client, and
impact of culture on meaningful occupations

• Compare and contrast the occupational perfor-
mance and adaptation and the impact upon such
component strengths and limitations, age, life
stage, and life skills and context

• Know and practice professional work behaviors
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The Vickery Meadow community has been consid-

ered one of the most ethnically diverse and densely pop-

ulated communities in the Dallas metroplex. Over

53,000 predominately low-income residents reside in the

community’s 15,000 apartment units and 2300 condo-

miniums located within a 3-mile square radius. The typ-

ical Vickery Meadow household averages 5.3 people,

with 39% of households identified as living below the

poverty level on an annual salary of less than $24,000.

The Vickery community is a popular resettlement com-

munity for immigrants and refugees. The cultural repre-

sentation of the community is 60% Hispanic, 18%

African American, 22% white, and 6% others. More

than 20 different languages are spoken by residents, and

more than 7000 adults are reported to speak no English

(Ricon & Associates, 2000).

In 1993, in an effort to improve the health of the

community, Presbyterian Healthcare Systems (PHS),

the largest employer in the Vickery Meadow area; the

Presbyterian Foundation; and a group of property own-

ers formed a public improvement district partnership

called Vickery Meadow Improvement District (VMID).

As a public improvement district authorized by Chap-

ter 372 of the Texas Local Government Code, VMID

levies and collects special assessments on property and

retail establishments in the Vickery Meadow district.

The mission of the Vickery Meadow Improvement 

District (VMID) is as follows:

to provide a safe, appealing neighborhood for families,

businesses, and property owners; thereby, improving

the quality of life for everyone in Vickery Meadow.

The District is committed to providing special supple-

mental services relating to advertising, promotion,

health and sanitation, public safety, security, business

recruitment, economic development, and recreation.

(VMID, 2008, ¶ 4)

The VMID, as a public improvement district, is gov-

erned by trustees and an executive board that consists

of volunteers from diverse vocational backgrounds.

The Vickery Community Action Team (VCAT), a

coalition under the Community Health Committee of

VMID, consists of representatives from more than 

50 businesses, government agencies, interactive 

community police, social services agencies, schools,

universities, and faith-based agencies. The VCAT

meets monthly to share information and coordinate ser-

vices to improve the health and quality of life of the

community where people live, work, and play. 

Although significant improvements in the commu-

nity’s health have been made with the reduction of crime

and provision of health care and social services, the work

of VMID and its partners remains unfinished. The infra-

structure of the neighborhood was built for singles, not

families, and overcrowding of schools, access to preven-

tive care and health-care services, resettlement of immi-

grants and refugees, an excessive high school dropout

rate, poverty, and a high incidence of domestic violence

continue to challenge the health of the community. 

Data collected from environmental scans, interac-

tion with health promotion leaders, and active engage-

ment of faculty in community health promotion

initiatives are essential in laying the foundation for

innovative, effective, and efficient Fieldwork I service-

learning placements that promote the advancement of

occupational therapy health promotion practices.

Element 3: Reflection. A contemporary model of

health promotion recognizes that promoting health is a

complex process that is not equal to health education.

Students have the opportunity to experience and reflect

on the interaction across diverse systems, services, and

disciplines needed to comprehensively address desired

healthy lifestyles, access to services, safe environments,

social conditions, behavioral intentions, self-efficacy,

social norms, legislative regulation, education, communi-

cation, community development, and activism. Learners

also have opportunities to participate in the social action

and advocacy needed to build healthy communities.

Reflection is a critical part of the service-learning

process. As Bruner states, “Meaning making involves sit-

uating encounters with the world in their appropriate cul-

tural contexts” (as cited by Woods et al., 2000, p. 590).

Course learning assignments challenge students to

reflect on and apply person, occupation, and contextual

data collected through service learning. They are

encouraged to experiment with assessment and plan-

ning tools such as the Haddon Matrix (Haddon, 1968)

to examine how the “3 Es” of prevention (i.e., educa-

tion, environmental modification, enforcement) inter-

face with occupational therapy models, constructs, and

concepts and to develop innovative culturally and con-

textually sensitive marketing strategies for the advance-

ment of occupational therapy in health promotion.

Fieldwork I student seminar discussion groups are

constructed to demonstrate the diversity of health pro-

motion service markets across the life span, systems of

service, cultures, and socioeconomic groups. Weekly 

1-hour discussion groups examine occupational perfor-

mance in context with focus on health promotion, injury

prevention, and wellness across each of the eight areas

of occupation—ADLs, IADLs, rest and sleep, educa-

tion, work, play, leisure, and social participation

(AOTA, 2008, p. 628). In a weekly e-mail journal sub-

mitted to the course instructor, students document self-

reflection, occupational health issues, and observation

questions related to individual and populations’ perfor-

mance, and the role of occupation and functions of

occupational therapy in the context of the fieldwork site. 
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In collaboration with occupational therapy faculty

and Fieldwork I supervisors, students are also required

to apply first-semester assessment course knowledge

and skills to formulate evaluation plans based on the

needs of the Fieldwork I agency, individuals, and pop-

ulations being served. Community residents act as

“client educators” by allowing problem-based teams of

students, under the supervision of faculty, to gain com-

petency in administering, scoring, and interpreting

health promotion and injury-prevention assessments

that address diverse areas of occupation. Examples of

assessments that have been used by first-semester grad-

uate occupational therapy students include COPM;

SAFE; Geriatric Depression Scale and Falls Self Effi-

cacy Scale; COPES; CAPS; COPS; Caregiver Stress

Inventory; and the Walkability Checklist, a nationally

developed pedestrian safety assessment and educa-

tional tool. 

Element 4: Celebration. When health promotion edu-

cational strategies are innovatively linked to occupational

therapy curriculum design, in partnership with needs of

the community, value is added to the curriculum, and

learners are actively engaged in meaningful and purpose-

ful occupations. In addition, the power of occupation, the

value of diversity, the promotion of occupational therapy

in health promotion, and community-based scholarly

inquiry are celebrated. 

To examine the power of occupation and the role

occupational therapy plays in health promotion partner-

ships, TWU students are challenged to view themselves

as “lifestyle redesigners” as they prepare innovative mar-

keting strategies to promote awareness of the role of

occupational therapy in health promotion and wellness.

The University of Southern California’s (USC) Lifestyle
Redesign is described as the process of facilitating the

client’s ability to “select and perform an individually tai-

lored blend of activities” in order to achieve “a healthy

and personally satisfying” lifestyle (Clark, Carlson,

Jackson, & Mandel, 2003, p. 10). Lifestyle Redesign’s

core concepts are used to provide a framework by which

to examine the impact of occupational therapy in the

promotion of health and wellbeing across a broad range

of health-delivery systems and services. The four core

concepts of USC’s Lifestyle Redesign approach are

1. Occupation is life itself.

2. Occupation can create new visions of possible

selves.

3. Occupation has a curative effect on physical and

mental health and on a sense of life order and routine.

4. Occupation has a place in preventive care. (Mandel,

Jackson, Zemke, Nelson, & Clark, 1999, p. 13)

The project in the course Occupation, Wellness and
Adaptation has students work in teams to develop a

Lifestyle Redesign marketing project that serves to

demonstrate to Fieldwork I service-learning agencies

the power of occupation and the role of occupational

therapy in health promotion (Content Box 26-9).

Diversity, with regard to age and health promotion

contexts being served on Fieldwork I, challenges learn-

ers to value diversity and use clinical reasoning skills to

identify client-centered adaptive strategies that are cul-

turally appropriate and meaningful to those being

served. Students select a culture and ethnic group they

would like to learn more about. Throughout the course

of the semester, they research the attitudes and values

of the population across six performance areas of occu-

pation. At the end of the course, a cultural festival is

held so the students can celebrate cultural diversity and

the potential impact that culture can have on delivery of

occupational therapy services.

By promoting occupational therapy in the commu-

nity, opportunities for employment and paid internships

can evolve as a result of service-learning partnerships.

Increased involvement of occupational therapy faculty

and students in community health promotion program-

ming provided an increase in financial support opportu-

nities for students. In gaining an awareness of and

appreciation for the contributions occupational therapy

service-learning students bring to community-based

programming, the Jewish Community Center of Dallas

has made available to TWU Dallas Center occupational

therapy students a paid graduate student internship. In

addition, service-learning students have discovered

part-time social service employment opportunities with

service-learning agencies and have gained access to

community-funded academic scholarship funds. 
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Content Box 26-9

Learning Outcomes for the Lifestyle
Redesign Assignment
1. Experience the process needed to establish new

areas of practice
2. Develop skill in preparing a community and 

service profile (Fazio, 2001)
3. Identify literature that supports role of occupa-

tional therapy in primary prevention
4. Apply concepts, constructs, and principles of

occupation to promote health and wellness and
adaptation 

5. Use innovation and creativity to explore potential
roles and functions for occupational therapy in pri-
mary prevention, health promotion, and wellness

6. Articulate the contributions occupational therapy
can make in primary prevention and the power of
occupation in promoting health and preventing 
illness
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Scholarly inquiry can also be celebrated. As a result

of the Fieldwork I service-learning experiences and

reflections, some students have developed an interest in

health promotion as a potential area of future employ-

ment in occupational therapy. In partial fulfillment of

graduation requirements, TWU entry-level master’s

degree students, working in partnership with faculty,

health promotion, and injury-prevention specialists,

have established new lines of research directed to

injury prevention, health promotion, and wellness. 

Reviews of literature, survey, and surveillance data,

and critical analysis studies have been conducted to

examine drowning prevention, child passenger safety

education of families with special-needs children, low-

income families’ perceptions of home-safety needs and

interventions, pedestrian safety rules and their cultural

implications, play with wheeled objects, service-learning

after-school partnerships, prevention of unintentional

injuries in immigrants and refugees, health promotion

needs, prevention of falls in elderly, and the role of occu-

pational therapy in school-based primary-care centers.

Students have also contributed to the development of

intervention plans and advocacy campaigns to formulate

legislative policy to support graduated licensing laws for

teenage drivers. 

Towson University
As a result of a grant award from the Shriver Center, the

Department of Occupational Therapy and Occupational

Science at Towson University (in Towson, Maryland)

applied a service-learning philosophy to health promo-

tion coursework. This shifted the original focus of 

the course from community-based fieldwork to service

learning. Unlike traditional didactic methods, service

learning encompasses three components—academic

preparation, action, and ongoing reflection (Rudmann,

Ward, & Varekojis, 1999). The academic preparation

includes developing the skills to conduct a needs assess-

ment and to design a relevant program for a specified

population and the strategic skills to facilitate implemen-

tation of the program. The action component involves

the student’s direct service at the community agency and

the reciprocal benefits the agency receives from the stu-

dent’s skills and efforts. The reflection component is

ongoing and enables the student to record and monitor

professional growth, challenges, and development. 

The course Occupational Therapy Health Promo-
tion Initiatives in the Community meets the service-

learning goal by providing a win-win, both for the 

student (learning) and the site (service). This outcome

is different than at a traditional Level I fieldwork set-

ting where the student is learning but the site is gaining

a less tangible return. In addition to providing a valu-

able fieldwork opportunity for students, there are other 

benefits, including opportunities for faculty develop-

ment, identification of partnerships with community

agencies, and expanded health promotion services for

at-risk individuals in the community. 

Initially the required course was two credits and

sequenced in the last semester of the undergraduate

program, concurrent with the pediatric Level I clinical

experience and prior to beginning Level II fieldwork.

Prerequisites included completion of mental health and

physical dysfunction Level I fieldwork. Acknowledg-

ing the complexity of skills needed for success, the

course was modified to become a required three-credit

graduate-level course in 2003. The prerequisites were

changed to include completion of three Level I field-

works and the first Level II fieldwork. The content was

also expanded to include additional training in develop-

ing a budget and obtaining funding for community pro-

grams. Greater emphasis was placed on participation in

the context of the family and terminology consistent

with the International Classification of Functioning
(World Health Organization, 2001). In addition, the

Occupational Therapy Practice Framework: Domain
and Process (AOTA, 2008) was incorporated into the

course. 

The use of a service-learning paradigm for health

promotion course work provides contextual learning

opportunities for students, potential for faculty devel-

opment, and access to occupational therapy services

through partnerships with community agencies. Each

of these benefits will be described below.

Contextual Learning Opportunities

This course provides students the opportunity to

apply occupational therapy theory to health promo-

tion practices in the community with particular

emphasis on the multiple and varied contexts in

which such practice occurs. Course content inte-

grates knowledge and skills for the practice of occu-

pational therapy services that foster healthy

development; prevent health problems; maintain

optimal function; and develop occupational perfor-

mance skills of individuals, families, and communi-

ties (Reitz, 1998). Students are introduced to

program development models such as the Generic

Health Fitness Delivery System (GHFDS), the Com-

prehensive Health Education Model (CHEM), and

the Model for Health Education Planning (MHEP),

as described by McKenzie and Smeltzer (1997). 

An outline of the health promotion course using a

service-learning model can be found in Content Box

26-10.

Students are challenged to examine and choose a

project that involves consultative, direct, or advocacy

services (Dungeon & Greenberg, 1998). In this manner,
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the model of delivery is congruent with nonmedical

models of community practice. Sites have various orga-

nizational structures, cultures, and needs, so options

include either initiating a new site through consultative

or needs assessment, or building on a program at an

agency where students have designed or implemented

programs in previous semesters. Programmatic focus

varies, but fully addressing the community context is a

course requirement. Regardless of the population, stu-

dents are required to apply knowledge and skills relative

to individuals served by the program, family members,

and agency staff. This requires a broader awareness of

multiple areas, including developmental tasks and roles

across the life span (Murray, 1997).

In most sites, a professional other than an occupa-

tional therapist provides the on-site supervision. This

supervision includes providing a management-level

contact who can help students appropriately navigate

the agency by enabling access or suggesting alterna-

tives for conducting the needs assessment if access is

not feasible. Supervisors have included master’s-level

social workers, educators, and paraprofessional staff.

One of the more complex tasks for the course instruc-

tor is the coordination and clarification of student

supervision. Faculty frequently need to take on greater

oversight than a traditional Level I site due to the over-

whelming demands and lack of regular availability of

site supervisors, the need for role clarification of the

occupational therapy students, and the high turnover

rate of management-level staff in nonprofit agencies.  

Students repeatedly report that the community work

provides them an opportunity to apply leadership skills

that they have experienced only in more contrived

classroom situations until taking the course. A higher

level of autonomy, judgment, and decision-making is

required when interacting with the agency leadership.

Students have commented on areas specific to the

domain of occupational therapy that benefited their

community experience, including occupational perfor-

mance analysis, group dynamics, occupation-based

program development, therapeutic use of self, and

communication skills. This directly contrasts the med-

ical model Level I fieldwork experience, where there is

often a more passive role of observation for the student. 

Community sites offer direct experience with alter-

native roles for occupational therapy practitioners, such

as consultation and advocacy (Bossers, Cook, Polata-

jako, & Laine, 1997). In addition, students are pre-

sented with the myriad social and economic challenges

that poverty imposes on daily life. They achieve a bet-

ter understanding of context, especially cultural influ-

ences on various populations. For example, students

working with 3- and 4-year-olds in a Head Start pro-

gram located near an X-rated movie theater gained 

an awareness of the multiple challenges faced by par-

ents and children in such settings. In another example,

students addressed real-life barriers to employment

when they discussed time-management concerns with

residents at a women’s shelter. 

Community sites can also provide a staging oppor-

tunity for students to participate in the development of

a future Level II site. One student was able to develop

a Level II site as a direct result of a service-learning

project in a county department of aging, which in turn

led to a full-time position upon graduation. The devel-

opment of partnerships between academic departments

and community agencies has been successful in

expanding occupational therapy presence in the com-

munity (Scaffa, 2001).

Potential for Faculty Development 

Teaching health promotion in a service-learning format

has provided unique opportunities for the faculty and

the students. Due to the service component of the

health promotion service-learning course, more sites

are seeking student placements. Faculty members have

expanded the service-learning model to other courses,

which has strengthened the commitment between field-

work sites, the department, and the university. Adopt-

ing a service-learning orientation has bolstered the

potential for grant funding, as many that provide funds

for health promotion and community intervention

specifically require such a focus. There are many grant

opportunities for programs that serve the community,

for partnerships/collaboration efforts between univer-

sity and nonprofit agencies, and for funding interdisci-

plinary projects. There appear to be synergies between

the inclusion of service-learning in fieldwork, grant

funding, and the development of paid employment
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Content Box 26-10

Outline of Health Promotion Course
Using a Service-Learning Model

Preparation (25%)
• Six weeks classroom instruction in health 

promotion and community program development
• Needs assessment
• Program proposal

Action (50%)
• Six weeks implementation 

• Direct service
• Consultative
• Advocacy

Reflection (25%)
• Journal with reflective paper
• Group presentations to classmates
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opportunities in community-based practice. Synergy in
this context refers to multiple people or systems inter-

acting or collaborating with an end result much greater

than additive.

Occupational therapists look for ways to meet the

needs of individuals in the community where the need

to function in meaningful occupations is most authen-

tic. The medical model, which adheres to strict medical

necessity requirements for payment, lacks the structure

to support community health promotion. There is a

need to develop alternative models and delivery meth-

ods to ensure access to health promotion services that

enable client function. The health promotion course

provides a means to establish partnerships with non-

profit agencies that evolve to support other opportuni-

ties, such as paid consultation (Merryman, 2002).

Access to Occupational Therapy Services Through
Partnerships With Community Agencies

Collaboration with nonprofit agencies promotes increas-

ed access to occupational therapy services by creating

part-time positions. These are significantly less costly

than private consultation with an occupational therapist.

Agencies are able to “try on” occupational therapy, and

students are able to experience firsthand a nonmedical

model approach to health promotion freed from the con-

straints of reimbursement issues (Smillie, 1992). For

example, occupational therapy students developed a peer

mediation program in an urban middle school. Using a

health-planning model as a structural framework and

using occupational therapy principles to guide the devel-

opment of session plans, students used funds from a ser-

vice-learning grant to take their participants to an

outdoor ropes and team-building program. The middle-

school students received additional training during

school hours on implementation of the peer mediation

model to aid in its continuation. This provided an

expanded role beyond the typical health promotion ser-

vices a school is able to provide students. Another exam-

ple involved occupational therapy students who were

hired to present their training program on strategies for

interaction and motivation of individuals with serious

mental illness for a state-sponsored workshop for line-

staff in assisted-living environments. In another instance,

students who designed environmental adaptations for a

religious teaching setting were hired to train staff and

oversee implementation of changes.

Sample Partnerships and Programs

As an example of a service-learning partnership, a pro-

gram in collaboration with the Arthritis Foundation will

be described. The Maryland Chapter of the Arthritis

Foundation awarded the Engalitcheff Quality of Life

grant for development of a health promotion program

on living with arthritis. The program was developed to

address quality-of-life issues for individuals with arthri-

tis. Since this population typically engages in few

leisure pursuits due to limited mobility and resources

(Zimmer, Hickey, & Searle, 1995), the funding was

used to directly serve them. The target population

included females over the age of 65 with symptoms of

osteoarthritis. Many participants presented with multi-

ple comorbidities that impacted function. A leisure skill

inventory was administered to identify potential areas of

interest. 

The program sessions incorporated adapted methods

and application of joint-protection techniques to identi-

fied leisure activities. The Well-Elderly study (Clark 

et al., 1997) found that specialized training in the

importance of meaningful activities and how to select

and perform activities to live a healthy and satisfying

lifestyle showed significant benefits across various

health, function, and quality-of-life domains. The pro-

gram built on those results but emphasized performing

leisure activities in a manner that was appropriate for

joint preservation. 

The 10 students who participated in the program’s

development and implementation were able to meet

individualized learning goals. Two graduate students

enrolled in their senior research course developed

training session outlines. These students worked with

three undergraduate students who implemented the

sessions with a total of 18 participants in three sites.

The graduate students were able to gain experience as

program facilitators and to carry out research on the

program’s effectiveness and satisfaction of the partic-

ipants. Information from the initial implementation

phase was then shared with five students enrolled in

the Health Promotion Initiatives course in the subse-

quent semester, who were able to build on the pro-

gram and offer it in an additional five sites with 

47 new participants. As a result of this single pro-

gram, 65 individuals received a health program in

eight different sites.

Funding for health promotion programs with aging

adults with osteoarthritis can be requested from a variety

of sources, including local Arthritis Foundation chapters,

local departments of aging, interdisciplinary sources,

and service-learning community funding sources. A ser-

vice-learning award from the Shriver Center funded

another health promotion program for this population.

Funds were used to provide People with Arthritis Can

Exercise (PACE) instructor training for six students, one

faculty member, and two staff from the University Well-

ness Center. Students were then able to begin their

Level II Fieldwork and ultimately their entry-level 

positions with the added credentials to provide the

PACE program.
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Additional program settings for older adults have

included adult day-care centers, an elder hostel, and

senior apartment buildings. Program sites for adults

have included the University Wellness Center, stress

management, homeless and domestic violence shelters,

and welfare-to-work settings. Program sites for chil-

dren and youth have included schools, Head Start,

YMCA, and Girl Scouts.

Future Directions 

As a result of this model, the students are better equipped

for health promotion service provision, especially for

underserved populations. Students are better prepared to

seek positions in community-based practice areas. They

demonstrate and report improved knowledge of program

development, increased confidence, strengthened com-

munication skills, and increased awareness of nonmed-

ical model roles for occupational therapists.

In 2001, a University System of Maryland faculty

development grant was awarded for Interdisciplinary

Collaboration in Service-Learning Health Promotion

Initiatives in the Community. The purpose of the project

was to develop a Web resource to enhance coordination

of health promotion initiatives with other disciplines.

The Web resource provides an ongoing means of dis-

seminating information and sharing with other occupa-

tional therapy faculty and faculty from other disciplines

who may be interested in identifying a potential project

for collaboration. Faculty can browse existing health

promotion sites and can forward information on their

own partnerships. Categories of information found on

the website are listed in Content Box 26-11.

Conclusion

Despite competing orientations among and between

occupational therapy educators and practitioners over

the years, members of the profession never lost sight of

the important link between education and practice in

sustaining and expanding occupational therapy practice

parameters. The range of educational methodologies

employed to implement curriculum plans is varied and

closely linked to the climate of innovation and the inno-

vative spirit of those designing the educational experi-

ence. Service-learning health promotion Fieldwork I

experiences, inventively linked with didactic course

content, provides the opportunity to examine in context

the health needs of individuals and populations; it also

helps to facilitate the development of interdisciplinary

community partnerships while gaining an appreciation

for the knowledge and skills necessary to create change. 

Occupational therapy curriculum and practitioners’

professional development plans must be congruent

with professional standards, institutional missions, and

the needs of their nation, while addressing differences

in geographic needs, demographic representation, and

availability of resources in service areas. Diversity in

educational institutions’ missions, program resources,

and infrastructure of the communities in which the 

educational program resides will determine the educa-

tional strategies used to infuse health promotion into a

curriculum. 

As a profession, occupational therapy is acutely

aware of the need to anticipate trends and to develop

action plans accordingly (Fazio, 2001; Finn, 1972; John-

son, 1973). The rate at which trends and emerging prac-

tice markets are identified, innovations are disseminated,

and policies are adopted depends on innovation leader-

ship and on a climate favorable to supporting and main-

taining the innovation. To incorporate health promotion

into occupational therapy, educators and practitioners

must be perceptive to environmental conditions and the

value of interdisciplinary alliances in implementing and

maintaining health promotion innovation; this can facil-

itate the diffusion of innovation. See Chapter 3 for more

information on diffusion of innovations. In order to con-

tinue meeting the needs and demands of society, educa-

tors and practitioners must employ inventive academic

and clinical strategies that facilitate the infusion of health

promotion throughout occupational therapy services

across the continuum of care.

Learning does not occur merely because the service is

carried out. In service learning, a partnership is formed

and the needs of the student are balanced with the needs

of the community. Service-learning objectives and out-

comes must be linked to the course content and must

include a mechanism for reflection, reciprocity, and 
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Content Box 26-11

Interdisciplinary Collaboration 
in Service Learning

Health Promotion Initiatives Website Resources
Program categories include

• child and adolescent programs/services;
• community-based living programs/services;
• day programs/services;
• older adult programs/services; and
• vocational and work programs/services.

The website also includes links to information on
topics such as

• service-learning resources;
• funding sources;
• occupational therapy emerging practice areas; and
• interdisciplinary teams.

Information can be found at http://pages.towson
.edu/mriley/usm/Index.htm.
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sustainability. Current fieldwork education practices can

be transitioned to service learning with some work on

the part of the academic faculty, the community partners,

and the students. 

Curriculum designs that include Fieldwork Level I

service-learning placements promote partnerships with

diverse groups of community residents and health pro-

motion specialists across a wide range of health promo-

tion organizations/systems. They also afford a unique

educational opportunity and innovative means by which

to reflect on and demonstrate the power of occupation

in promoting health and wellbeing. 

The integration of health promotion in occupational

therapy curriculum design, course objectives, and learn-

ing assignments provides a multitude of learning possi-

bilities and means by which to actively engage the

learner in the occupational adaptation process. Through-

out didactic and service-learning Fieldwork I courses,

students are challenged to apply language, domains,

processes, and constructs of occupational therapy; to

practice skills in interpersonal relations, clinical reason-

ing, assessment, and task analysis; and to explore with

their interdisciplinary partners the value of occupational

therapy in achieving health promotion and injury-

prevention outcomes. 

◗ For Discussion and Review

1. What factors would you use to persuade occupa-

tional therapists to address the prevention and

health promotion needs of their clients?

2. How does service-learning differ from community

service?

3. Compare and contrast service learning with tradi-

tional fieldwork.

4. Describe how you might conduct an environmental

scan in your community to identify health promo-

tion needs.

5. How can principles of Lifestyle Redesign be

applied to health promotion practice in occupa-

tional therapy?

6. Explain the concept of synergy and how it relates

to community-based health promotion.

7. Discuss how the accreditation standards regarding

prevention, health promotion, and wellness are

addressed in your occupational therapy program’s

curriculum.

◗ Research Questions

1. What are the basic skills students need to provide

occupation-based health promotion services in

community settings?

2. Do students who participate in service learning

have a better understanding of health promotion

than students who participate in traditional field-

work?

3. What are the unique contributions occupational

therapy can make to prevention and health promo-

tion efforts?

4. What are the most effective ways to meet the 

competencies related to health promotion described

in the ACOTE accreditation standards?

5. How do the ACOTE accreditation standards relate

to the Healthy People 2010 objectives?
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Health Promotion Research 
in Occupational Therapy
Charles H. Christiansen and Kathleen M. Matuska

It is often necessary to make a decision on the basis of information sufficient for action

but insufficient to satisfy the intellect.

—Immanuel Kant

Learning Object ives

This chapter is designed to enable the reader to:

• Describe the importance of research to the health
promotion process.

• Identify different approaches to health promotion
research and the types of information each
approach provides.

• Identify the strengths and limitations of informa-
tion provided by various types of research.

• Describe the challenges to conducting research in
community-based health promotion.

• Discuss results of health promotion research con-
ducted within and outside of occupational therapy.

• Identify areas for future research in health promo-
tion that are especially germane to occupational
therapy. 

Key Terms

Critical knowledge
Disability adjusted life

years (DALYs)

Instrumental knowledge
Interactive knowledge
Participatory research

Qualitative research
Quality adjusted life

years (QALYs) 

Quantitative research
Randomized controlled

trial (RTC)

Introduction

Health promotion is a complex process involving vari-

ous types of approaches and interventions, each aimed

at fostering lives that provide for optimal health. Some

health promotion strategies engender policies or envi-

ronmental conditions aimed at avoiding or preventing

health conditions, while others seek to influence per-

sonal beliefs and behaviors related to health. Occupa-

tional therapy practitioners are involved in providing

many of these services (American Occupational Ther-

apy Association [AOTA], 2008).

Because interventions must be carried out within

communities in order to achieve their goals (Scaffa,

2001), the selection and implementation of strategies

is greatly influenced by the characteristics of the pro-

fessionals and people living there. As a result, the

delivery of health promotion programs is nearly

always influenced by factors other than scientific evi-

dence, such as traditions, values, and beliefs. Yet, if the

benefits of health promotion are to be fully realized,

empirical evidence must be sought, the effectiveness

of new approaches must be demonstrated, and infor-

mation about new practices and innovations must be

accepted and adopted by community members and

professionals. Each of these necessary actions identi-

fies an important area of focus in health promotion

research. 

In this chapter, the authors intend to

1. describe the importance of research to the health

promotion process; 

2. identify different approaches to health promotion

research and the types of information each

approach provides; 

3. discuss the strengths and limitations of informa-

tion provided by various types of research;

4. review some examples of health promotion

research conducted within and outside of occu-

pational therapy; and 

5. describe barriers and opportunities related to

research efforts. 
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The authors conclude by identifying areas for future

research in health promotion that are viewed as espe-

cially germane to occupational therapy. 

The Need for Health Promotion
Research

Perhaps the most compelling reason for conducting

research in health promotion is an ethical one. It 

is often not recognized that any clinical decision

regarding an intervention for a patient or a popula-

tion constitutes an ethical decision. Rogers (1983)

pointed out that because health-care providers have a

moral duty to do what is best for a given recipient of

care at the time a service is delivered, awareness of

the relative effectiveness of a given intervention

choice is necessary, especially when several options

are available. This implies that the professional must

be fully informed about the evidence supporting a

given strategy if decisions about interventions are to

be ethical. 

In earlier decades, much clinical intervention—and

most community health strategies—had not been

proven effective through empirical research (Smith,

1991). In fact, most practices, both in medicine and

public health, were based on anecdotal clinical experi-

ence, expert opinion, tradition, and subjective choices

made by provider preference. Nowadays, however,

expectations have changed dramatically. Funding agen-

cies, accrediting agencies, and patients expect that

decisions about interventions will be supported by

empirical study. Society now expects that objective 

evidence of effectiveness will underlie all treatment 

or intervention programs. These shifting sentiments 

are behind the evidence-based practice movement of

the new millennium (Institute of Medicine [IOM],

1997; Sackett & Rosenberg, 1995; Sackett, Rosenberg,

Muir-Gray, Haynes, & Richardson, 1996).

Demographic and Economic Imperatives 
of Health Promotion Research
Changes in the demographics of the population also

underscore the importance of research in health pro-

motion. As a greater proportion of the population in

North America becomes older, the incidence of

chronic disease and disability increases, placing

demands on the health-care system. Secondary and

tertiary prevention programs become important with

this age group in order to reduce the consequences of

morbidity and prevent more serious disability. More-

over, with a larger elderly population, the proportion

of adults in traditional working age groups is smaller.

With fewer workers, the importance of preventing 

illness and promoting health becomes more impor-

tant in the workplace, because any nation’s economy

depends upon a dependable and productive work-

force. Both dependability and productivity are related

to workforce health.

Trends in the diversity of the population are also a

factor driving research. The United States, and North

America in general, is experiencing dramatic changes

in the cultural and racial/ethnic diversity of its popula-

tions. Studies have indicated that cultural and ethnic

differences influence health practices and create dis-

parities in access to care and the type and quality of

care delivered (Kuzbansky et al., 2001). These phe-

nomena argue convincingly for research that provides a

better understanding of the factors influencing the

delivery of services that can appropriately and equi-

tably benefit the entire population.

Perhaps most importantly, encouraging healthy

lifestyles can result in the adoption of habits and behav-

iors that reduce risks for injury and disease, or prevent

or reduce the disabling effects of chronic disease. Such

efforts targeted at younger people can result in less

morbidity as they reach middle age and maturity. Exer-

cise; proper body mechanics; the use of seat belts and

other safety equipment; healthy nutritional practices;

and the reduction or avoidance of risks associated with

smoking, drugs, and sexually transmitted infections are

examples of lifestyle-related practices that influence

optimal health. 

Taken together, these demographic, health, safety,

and lifestyle-related issues point to the potential eco-

nomic benefits of health promotion programs. How-

ever, since such efforts often involve the expenditure of

public funds, it becomes doubly important to ensure

that community health programs produce their expected

results. Stated in another way, once the case for imple-

menting health promotion programs on theoretical

grounds is made, it must then be defended on economic

grounds as measured by some indicator of public ben-

efit, such as increased life expectancy, increased qual-

ity of life, and decreased disability. 

Because of the economic issues involved in deter-

mining programmatic options, economists and program

analysts have developed measures of effectiveness 

and presumed benefit called summary measures of pop-
ulation health (SMPH). These have been developed to

estimate the benefit of implementing a particular inter-

vention program (Field & Gold, 1998). Examples of

such measures include quality adjusted life years
(QALYs) and disability adjusted life years (DALYs;

see Content Box 27-1 for a brief description of these

measures).
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The Special Challenge of Health
Promotion Research

Some experts in the field of health promotion assert that

the traditional modes of health-care inquiry are not the

best way to understand the community and societal

influences on health (Raphael, 2000). Health promotion

addresses group or community concerns that go beyond

individual health practices and addresses the multiple

social, cultural, and physical factors that impact the

health of a community. Community-based research has

emerged as a legitimate way to help communities under-

stand and solve their own health problems. Although

community-based research can take different forms, the

most important element is the active involvement of the

community members. Research that is done in the com-

munity is not necessarily community-based; it often

involves explaining the research to community members

and gaining their support or assistance but does not

allow the community members an opportunity to influ-

ence the research question, design, or methods (Schultz,

Israel, Selig, Bayer, & Griffin, 2000). Community-based

research is more of a partnership that involves commu-

nity members at all levels. 

There continues to be some tension with traditional

research, in that tightly designed trials are considered

the gold standard of research but may not serve the

community’s specific needs. Understanding the com-

plexities of behaviors within communities requires a

balance among scientific rigor and a working, ethical

relationship with its members. When community mem-

bers participate in the process, the research can take

many forms and can contribute different kinds of new

knowledge relevant to their specific needs that will 

ultimately improve their lives. 

Evaluating Community-Based Research 
Communities are complex and dynamic and are influ-

enced by multiple social, cultural, economic, and polit-

ical systems; all these affect the health and wellbeing 

of the people in them. Consequently, studying the

important variables affecting the health of community

members and the effectiveness of health promotion pro-

grams can be a daunting task. Nevertheless, community-

based research needs to be conducted in a way that

ultimately provides useful, credible knowledge through

carefully planned methods. Hancock and colleagues

(1997) have suggested criteria for reviewing the rigor of

community research involving interventions. Their four

domains are

1. design, including the randomization of commu-

nities to condition, and the use of sampling

methods that assure representation of the entire

population; 

2. measures, including the use of outcome mea-

sures with demonstrated validity and reliability

and process measures that describe the extent to

which the intervention was delivered to the 

intended audience; 

3. analysis, including consideration of “both indi-

vidual variation within each community and 

community-level variation within each treatment”

(p. 232) condition; and 

4. specification of the intervention, including suffi-

cient detail to enable replication.

The extent to which a report of community-based

research addresses these criteria can be used as a guide

to the level of confidence one may place in the find-

ings. Table 27-1 lists questions appropriate for evaluat-

ing each of these areas.
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Content Box 27-1 

QALYs and DALYs: Preference-Based
Measures for Community Health 
Intervention Decision-Making

Quality Adjusted Life Years (QALYs)
A QALY is a measure of the value of a specific health
outcome. It is an indicator of both the length of life and
quality of life. QALYs are used to assess the cost-effec-
tiveness of various interventions. Weights, or utility val-
ues, are assigned to various levels of health, from 1
(perfect health) to 0 (death). QALYs are calculated by
multiplying the change in utility value acquired through
the intervention by the duration of the treatment effect
in years. For example, if an intervention improves a per-
son's health status (utility value) from 0.5 to 0.8 and the
effect lasts for 10 years, then the QALY is 3.

Disability Adjusted Life Years (DALYs)
The DALY is a measure of disease burden and is calcu-
lated as the years of healthy life lost due to disease or
disability. One DALY indicates the loss of 1 year of
healthy life due to disability. It is an indication of the
cap between current health status of a population and
the ideal health status where everyone lives to
advanced age with no disease or disability. DALYs are
calculated by summing the years of life lost due to pre-
mature death and the years lost due to disability. This
calculation takes into consideration life expectancy by
weighting age at onset of disease or disability. Disabil-
ity status is also weighted to account for differences 
in severity.

From Problems and solutions in calculating quality-adjusted life years
(QALYS) by L. Prieto & J. A. Sacristan, 2003. Retrieved May 25, 2009,

from http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid

=317370. 

Metrics: Disability-adjusted life year (DALY) by World Health Organi-

zation, 2009. Retrieved May 25, 2009, from http://www.who.int/

healthinfo/global_burden_disease/metrics_daly/en/index.html.
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Ideas That Influence Health 
Promotion Research 

Because the structures influencing health are so complex

and interrelated, it is important for health promotion

research efforts to address these structures and clearly

identify ideas about how they relate to each other and

influence health. Such collections of underlying beliefs

and principles can be called approaches, paradigms, tra-
ditions, ideologies, conceptual frameworks, models, or

constructs. In this section, the authors will refer to them

as ideologies. An ideology is simply a particular way of

thinking about phenomena. 

There are many different ideologies that guide the

focus of health promotion interventions, each with its

own body of evidence. Traditionally, health promotion

efforts fall under one of three main categories: 

1. Interventions that promote changes in the

social/environmental aspects of communities 

2. Education to promote healthy lifestyle choices

3. Health screenings or health-care delivery focused

on prevention and intervention of biomechanical

problems (Raphael, 2000)

The particular ideology to which one ascribes will

determine the outcomes desired and the research

methodology chosen. For example, if the prevailing

belief is that personal behavior or lifestyle determines

overall health, then the health promotion strategies will

take the form of encouraging healthy behaviors.

Related outcomes research will focus on the impact of

behavior changes. If, however, the prevailing belief is

that social/political or environmental structures are the

strongest determinants of health, then health promotion

activities will focus on changing social and political

structures, and research will study the impact of these

changes (Wilkinson & Marmot, 1998). Finally, more

traditional biomedical approaches to health promotion

will focus efforts on disease prevention. Outcomes of

interest in this tradition will consider disease incidence

and prevalence along with measures of the effective-

ness of symptom management. 

Types of Research in Health 
Promotion

What is learned about health and health promotion with

research can be categorized according to three types of

knowledge: instrumental knowledge, interactive knowl-
edge, or critical knowledge (Raphael, 2000). These three

types of knowledge, each providing distinct and impor-

tant information to guide health promotion practices, are

explained and illustrated in the following sections.

Instrumental Knowledge
Instrumental knowledge is developed through tradi-

tional scientific approaches. It is currently the domi-

nant approach in public health for tracking community

health status and determining intervention effective-

ness. Traditional, scientific approaches value experi-

mental, quantitative evidence of outcomes and assigns

credibility of the findings based on the rigor of the

research design. This approach is concerned with con-

trolling physical and social environments (Raphael,

2000).
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Table 27–1 Some Criteria for Reviewing Intervention Research in Communities

Criterion (Threat to Validity) Relevant Questions

Subject selection and design Are communities randomized to condition (type of intervention)? 

Are sampling methods used that ensure representativeness of the entire 
population?

Measures Are outcome measures used that have adequate reliability and validity?

Are process measures in place to describe the extent to which the interven-
tion was delivered to the target population?

Data analysis Are differences measured both within and across communities for each 
treatment condition?

Description of the independent Is the intervention described with sufficient detail to enable replication in other 
variable (intervention) studies?

Adapted from “Community action for health promotion: A review of methods and outcomes 1990–1995” by L. Hancock 

et al., 1997, American Journal of Preventive Medicine, 13(4), 229–39.
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It is generally agreed that the effectiveness of inter-

ventions can only be determined by appropriately

designed empirical studies. Of the types of research

designs typically used, randomized controlled trials
(RCTs) provide the most convincing evidence, because

they control for the possibility of alternate hypotheses,

or other explanations for outcomes. RCTs are prospec-

tive research studies that employ random selection and

random assignment of participants to intervention and

control groups, that have safeguards against bias, that

use pre- and post-testing to determine effects of inter-

vention, and that generate outcomes that demonstrate

practical significance (Kielhofner, Hammel, Finlayson,

Helfrich, & Taylor, 2004; Nelson & Mathiowetz, 2004).

Unfortunately, RCTs are often difficult to implement,

particularly in community settings, where it is hard to

control conditions and to assign participants randomly 

to intervention and nonintervention groups. Conse-

quently, other types of empirical studies are sometimes

employed, with varying levels of confidence in the

results based on their varying levels of control. 

For example, in outcomes research designed to

determine the effectiveness of interventions, the high-

est level of rigor provides the greatest amount of cer-

tainty and confidence in the findings. Research designs

are classified into three levels of “evidence,” ranging

from controlled trials, having the highest level of rigor

and constituting Level I evidence; to uncontrolled

designs, constituting Level II evidence; to case studies

and expert opinion based on anecdotal reports, which

constitute Level III evidence (see Fig. 27-1).

Quantitative evidence has provided a great deal of

support for the risk factors associated with health prob-

lems and the effectiveness of some health promotion

activities in reducing these risk factors. For example,

health promotion in the work site is common, and evi-

dence supporting its effectiveness is growing. With ris-

ing health-care costs and competition, employers have

a great deal of incentive to keep their employees

healthy by encouraging lifestyles that reduce health

risk factors. In a 6-year study of six major private and

public employers, researchers found that overall

health-care expenditures were substantially influenced

by modifiable risk factors such as exercise, alcohol use,

eating habits, tobacco use, depression, and stress

(Anderson et al., 2000). Risk factors such as obesity

have been found to increase absenteeism (Tucker &

Friedman, 1998) and represent approximately 5% of

the total medical costs (Thompson, Edelsberg, Kinsey,

& Oster, 1998). Based on a meta-analysis of qualifying

research, Pelletier (2001) concluded that comprehen-

sive health promotion and disease-management pro-

grams aimed at modifying these risk factors at the work

site were found to be cost-effective and resulted in pos-

itive clinical outcomes.

Other quantitative data may provide information

about the effects of lifestyle on health. For example,

mass media campaigns about healthy lifestyles are

increasing overall awareness but not necessarily chang-

ing behaviors. Approximately 60% of adults are inac-

tive, and nearly half of 12- to 21-year-olds are inactive

(Marcus & Forsyth, 1999). The most significant predic-

tor of health-care costs in young adults is health risks,

particularly obesity, stress, and general lifestyle (Tucker

& Clegg, 2002). Epidemiological studies and clinical

trials of adults aged 60 and older showed that active and

fit individuals are at a much lower risk for morbidity,

mortality, and loss of function when compared with

sedentary and unfit persons (Blair & Wei, 2000).

One of the criticisms of traditional, quantitative

methods of inquiry is that it does not consider the

unique experience of community members nor account

for the complex patterns of interactions and situations

(Raphael, 2000). It may also be overly focused on indi-

vidual medical and behavioral variables and may not

consider the strong influence of social and environmen-

tal influences. Finally, in an effort to control variables

and adhere to accepted research protocol, basic science

runs the risk of manipulating people in the community

or being so reductionistic that the results are hardly

useful to the community in terms of improving their

health and quality of life.
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Controlled
trial without
randomi-
zation

Cohort or
case control
analysis
study

Multiple
time series
study

Uncontrolled
experiment
with dramatic
results

Case
study

Expert
opinion

Randomized
controlled
trial (RCT)

Level I

More rigor and
higher confidence

Less rigor and
lower confidence

Level II Level III

Figure 27-1 Levels of rigor in outcomes research.

Adapted from A dictionary of epidemiology by J. M. Last, 1995, New York: Oxford University Press. With permission.
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Interactive Knowledge
The second category, interactive knowledge, is gained

by interactions with people, where their ideas and sto-

ries are exchanged and the interaction results in deeper

understanding of the perceptions of their health con-

cerns or issues (Letts, 2003). Qualitative methods are

used that seek insights based on subjective reports of

personal lived experiences, a perspective that is often

missed with quantitative data. 

Qualitative research concerns itself with the mean-

ings and interpretations of events by individuals and

groups. For example, it is often not enough to track

prevalence rates and other demographic data to under-

stand the trends in teenage drinking in order to plan

drinking-prevention programs. It is more helpful to

understand the meanings and functions of alcohol con-

sumption and abuse when planning prevention pro-

grams. For example, Beccaria and Guidoni (2002)

analyzed data from three qualitative studies on young

people and alcohol in Italy. Through in-depth inter-

views and focus groups with teenagers, the researchers

learned the strength of the social and cultural rewards

of drinking and concluded that traditional health pro-

motion efforts emphasizing the health damages caused

by drinking will probably have little effect. 

Similarly, even with extensive health promotion

activities aimed at preventing teenage smoking, the

prevalence of smoking is increasing, particularly for

girls (Seguire & Chalmers, 2000). In a qualitative

ethnographic study of 25 adolescent girls who smoked,

Seguire and Chalmers (2000) concluded that smoking

for these girls could be identified as adaptive or func-

tional. Smoking served such functions as fitting in with

a peer group, maintaining friendships, and coping with

stress and family conflict. Even though these girls

expressed some regret and seemed to underestimate the

power of nicotine (only two had quit at the time of the

study), the immediate reward of their smoking behav-

ior was stronger (Sequire & Chalmers, 2000). Under-

standing the multiple influences on health behavior

through qualitative research will ultimately create more

effective health promotion activities. 

Many health promotion programs at the work site

promote lifestyle changes and risk-factor modification

as a way to improve health and quality of life. Interest-

ingly, in a qualitative research project using semistruc-

tured interviews of 29 white-collar employees from a

large banking organization, Dugdill (2000) found that

they identified psychosocial factors such as job design,

ability to make decisions, and control over their work

as a more relevant contributor to health in the work set-

ting than individual lifestyle issues. Based on these

findings, Dugdill recommended a more comprehensive

approach to health promotion in the workplace with

equal consideration of the workplace environment and

collaboration with the workforce. 

The interactive knowledge gained from qualitative

research is useful in health promotion, because it may

help occupational therapy practitioners understand the

values, attitudes, perceptions, biases, and concerns of

people in communities related to their health behaviors.

People rarely make health-related behavioral changes

unless they believe they are at risk for a health problem

and believe in the ultimate health benefit of the behav-

ioral change (Rosenstock, 1974). Qualitative research

is an effective way to discover some of these attitudes

so that health promotion efforts can focus on the most

important variables affecting health behaviors. 

Critical Knowledge
The third category, critical knowledge, is developed

through discussion and reflection of issues that disen-

franchise or disenable people and includes an action

component meant to right the societal structures that

were discovered to be wrong (Raphael, 2000). Partici-

patory research is an example of a methodology that

develops critical knowledge. This is discussed below,

with attention on special implications for implementing

health promotion programs in communities. 

Participatory Research

The primary concern of participatory research is

finding the solution for a particular community health

problem by determining the role that societal structures

and power relations play in promoting that problem

and by acting to change those disenabling roles. In this

approach, the researcher assumes a role as partner with

the aim of developing the research capacity in the par-

ticipants (Gibbon, 2002). 

Participatory research is a useful and effective 

way of gaining an understanding of community prob-

lems and facilitating solutions to those problems. It

involves both the researcher and clients or consumers

in defining their own health concerns, beliefs, and

values in a collaborative process (Cornwall & Jewkes,

1995). This leads to a process that allows participants

to explore, identify, and reflect on possibilities or

opportunities that let them implement changes in their

lives (Soltis-Jarrett, 1997). This type of research is

consistent with community-based models in which

community participation, shared decision-making,

and a shared ownership of solutions are critical. If the

process is executed well, the outcome can be pre-

dicted to serve the specific needs of the community by

helping them understand and overcome oppressive

social situations that affect their health (Gibbon,

2002). There are perceived benefits of this approach
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(Content Box 27-2) the most important of which is the

improved likelihood of translating findings into 

community practices that achieve relevant health-

related goals.

Participatory research is also consistent with occu-

pational therapy concepts of client-centered practice

and occupation because of the importance placed on

equal relationships among all participants and the

expectation that some kind of action (occupation) will

result from the research (Letts, 2003). Letts suggests

that participatory research is an appropriate way for

occupational therapy to understand the occupational

and health-related needs of the community and to be

most effective in addressing those needs. Much as in

client-centered therapy, when the issues directly con-

cern the participants and they are invested in the 

problem-solving process, they are likely to follow

through on actions to address the problem.   

Because of its very nature, the participatory research

process has its challenges. The researcher has no idea

how the research will evolve, even with a vague end

point in mind. Letts (2003) became involved with only

a general idea to explore health promotion, environ-

ments, and aging, and it emerged as a community orga-

nizing effort. Thus it is difficult to plan and prepare for

emerging process and logistical challenges. It is time-

consuming and effortful to create a process where all

participants’ values and concerns are equally repre-

sented and where a collective commitment to action is

undertaken. Finally, the researcher must have skills and

knowledge of group process and must consider ethical

issues in working with people, such as relinquishing

control and supporting self-sufficiency upon exiting

from the process.

There are several different approaches to participa-

tory research. These have been described as action

research, action learning, participatory action research,

and feminist participatory research (Letts, 2003).

Although each term is slightly different, the phrases are

frequently used interchangeably, thus creating addi-

tional confusion. 

Health Promotion Research 
in Occupational Therapy

Occupational therapy has embraced the idea that envi-

ronmental influences and lifestyle choices affect health

and wellness and that health promotion aimed at creat-

ing positive changes in these factors is effective

(AOTA, 2008). This set of beliefs influenced research

aimed at addressing questions such as What are the per-

sonal and environmental factors that influence occupa-

tional competence and quality of life? What health

promotion activities are most effective in improving

occupational competence and quality of life? How do

occupational choices, patterns, and routines affect

wellbeing and health? In the following sections, exam-

ples of health promotion research in the occupational

therapy literature are provided. The examples are orga-

nized according to the types of research that have been

previously introduced in this chapter.

Quantitative Health Promotion Studies 
in Occupational Therapy
There are many examples of quantitative research
methods used in occupational therapy for health promo-

tion. The Well Elderly study (Clark et al., 1997) is per-

haps the best example of a randomized, controlled

research design supporting the effectiveness of occupa-

tional therapy health promotion services with older

adults. The researchers demonstrated that occupational

therapy services for well elderly adults slowed the

health declines of aging relative to matched controls and

that these gains were maintained over a year (Clark

et al., 2001). Health promotion by occupational therapy

534 SECTION V Implications for Occupational Therapy Education and Research

Adapted from “Review of community-based research: Assessing part-

nership approaches to improve public health” by B. A. Israel, A. J.

Schulz, E. A. Parker, & A. B. Becker, 1998, Annual Review of Public
Health, 19, 173–202.

Content Box 27-2

Some Benefits of Community-Based
Participatory Research
• Community partners perceive the relevance of the

research and are more likely to apply findings.
• Brings to bear a diverse group of participants with

different skills, knowledge, expertise, and 
interests to address difficult problems.

• Improves the validity and relevance of research by
using local knowledge and theory-base drawn
from the experience of the people involved.

• Results can be used by all partners involved to
allocate resources and influence policies that will
benefit the community.

• Reduces the distrust of research sometimes 
displayed by communities that have historically
been “subjects” of such research. 

• May assist in bringing together partners involved
who may otherwise be unlikely to cooperate.

• May reduce the fragmentation and separation of
individual from culture and context that is 
sometimes observed in more narrowly defined,
categorical approaches.

• Provides funding, training, and possible employ-
ment opportunities to the communities involved.

• May improve health and wellbeing of communities
involved, both directly through the identification of
needs and indirectly through increasing power and
control over the research process.
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to reduce or prevent the secondary problems associated

with an existing disease has also been found effective

with quantitative research. In a controlled, repeated

measures design, Mathiowetz, Matuska, and Murphy

(2001) found that individuals with multiple sclerosis

living independently in the community who participated

in a 6-week course on energy conservation significantly

reduced their fatigue impact, improved their quality of

life in several domains, and maintained those gains after

6 weeks. These positive changes were not found follow-

ing a control period that consisted of a support group

only. Christiansen, Backman, Little, and Nguye (1999)

used quantitative methods to explore the relationship

between occupation and subjective wellbeing and con-

cluded that attributes of meaningful occupation are

related to perceived wellbeing. Their research supports

the idea that health promotion activities should encour-

age health-related behaviors such as diet and exercise,

and that meaningful occupations need to be included in

our lives for optimal health. Quantitative research has

been used by occupational therapy to demonstrate out-

comes of specific community-based interventions and

to further knowledge about the important factors con-

tributing to health and wellbeing. This research pro-

vides an evidence base for occupational therapists to use

in their health promotion work. 

Qualitative Health Promotion 
Studies in Occupational Science and 
Occupational Therapy
Occupational science has contributed significantly to the

research and research methods used in understanding

human occupation. Qualitative research (providing

interactive knowledge) is frequently the method of

choice used in occupational science due to its flexible

nature and suitability in measuring complex interactions

typical in human behavior. Qualitative research about

what, when, why, and how people engage in occupation

and the relationships with health and wellbeing is slowly

growing. For example, researchers have described the

occupational opportunities, challenges, and adaptive

strategies used by mothers of children with disabilities

(Kellegrew, 2000; Larson, 2000; Olson & Esdaile, 2000;

Segal, 2000), relocated refugees experiencing drastic

environmental changes (Connor Schisler & Polatajko,

2002), and low-income older adults (Clark et al., 1995).

The traditional medical model often overlooks the well-

being of these groups and others, because they are con-

sidered “well” until they enter the system with a

health-related problem. Preventative health promotion is

needed to support the wellbeing of these groups, and the

increased understanding of their lived experiences will

help occupational therapists deliver preventative services

in a way most beneficial to them. 

A greater understanding of the occupational oppor-

tunities, challenges, and adaptive strategies of people

with disabilities has been gained through qualitative

research. Farber (2000) conducted in-depth interviews

with eight mothers with disabilities and found that the

quality of their experiences varied relative to how much

they saw themselves as like or unlike other mothers and

how much environmental support they had. Farber sug-

gested that although many mothers with disabilities

make the necessary adaptations on their own, occupa-

tional therapists can assist those who struggle with cop-

ing or adapting by offering family and community

education and advocacy for community accessibility. 

After the child-rearing years, women with disabili-

ties face the same midlife and aging challenges as

other women but with the double burden of a disabil-

ity. Pentland and colleagues (2003) conducted focus

groups and interviewed 29 midlife women with spinal

cord injuries and found that the additional issues of

dealing with a disability in midlife made them feel

unlike other groups of women and that the loss of roles

and occupations created feelings of isolation and con-

tributed to fears of future losses. They reported con-

cerns with gynecological problems and fatigue that

interfered with their daily occupations and were frus-

trated with the limited support or information available

to them for these issues. One disturbing finding was

that many of the women felt that the focus of rehabil-

itation was not on what was important or needed for

living with a disability. They reported several things

they considered important, such as relying on their

own positive attitude, pursuing a goal or project that

energized and motivated them, better assistive technol-

ogy and accessibility, and flexible formal and informal

support (Pentland et al., 2003). If improving quality of

life is the goal of health promotion, then occupational

therapists need to focus intervention on these types of

expressed needs rather than overemphasizing personal

independence. 

Other qualitative studies have contributed to an

understanding of mental illness and how it affects qual-

ity of life and occupational choices. Information from

35 persons with schizophrenia suggests that in addition

to other confirmed quality-of-life factors such as

finance, activity, and social interaction, factors associ-

ated with quality of life include occupational engage-

ment as a means to connect and belong with others, the

provision of choices and a sense of control, and assis-

tance with managing time (Laliberte-Rudman, Yu,

Scott, & Pajouhandeh, 2000). Additionally, the occupa-

tional choices made by individuals with mental illness

are frequently an attempt to balance what they do, with

whom they do it, and how they feel about it (Nagle,

Valiant, Cook, & Polatajko, 2002). Nagle and others
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(2002) discovered through in-depth interviews with

eight persons with mental illness that their occupa-

tional choices such as not maintaining paid employ-

ment were not because they lacked motivation; they

were active choices within the options available 

and were attempts to keep their lives balanced and

manageable. Interventions aimed at teaching work and

community-living skills without considering these fac-

tors may not be effective. 

With the growing elderly population, occupational

therapists will be serving increasingly more retired or

preretired communities. Expected life spans are increas-

ing such that an individual could conceivably be retired

for 25 to 35 years. Health promotion for this group

should include healthy lifestyle education but perhaps

more importantly should provide information and sup-

port about coping and adapting to the occupational 

transition of retirement. Through qualitative methods,

Jonsson, Borell, and Sadlo (2000) found that retirees

went from the imbalance of too much work to the imbal-

ance of not enough regular commitments. They found

managing time and changes in the meaning of occupa-

tions to be challenging. Other qualitative studies support

the idea that retirees need to do careful planning to fill

the void with meaningful occupations to maintain a

sense of balance and wellbeing (Jonsson, 1993; Jonsson,

Josephsson, & Kielhofner, 2001; Osgood, 1993). These

studies showed that engaging occupations seemed to be

the main determinant of positive experiences during

retirement and that the occupations most satisfying were

those that provided regular challenge and engagement

with others and that proved satisfying earlier in their

lives. Health promotion should educate and support

older adults as they maneuver through this transition.

Finally, other notable qualitative studies in the occu-

pational therapy literature have studied injured workers

(Stone, 2003), injured farmers (Molyneaux-Smith,

Townsend, & Guernsey, 2003), and women survivors

of childhood abuse (Ratcliff, Farnsworth, & Lentin,

2002). The research was designed to understand how

the participants cope, adapt, or adjust to their situations

and how this impacts their health and wellbeing. 

Participatory Research in 
Occupational Therapy
Unfortunately, there are very few examples of participa-

tory research in the occupational therapy literature. This

is surprising, given how the field values both community

approaches and client-centered values. In several studies

conducted by occupational therapists, community mem-

bers were involved in a process after the research ques-

tion was identified, but they were not involved with

framing the research question itself, one of the key ele-

ments of participatory research (Letts, 2003). 

Letts (2003) was a member of a participatory

research team whose efforts resulted in the Toronto

Seniors Council, an organization concerned with issues

of importance for older adults in Toronto. This group

originally formed because of concerns about the recent

restructuring of local government, and they wanted to

ensure that important services affecting their health and

wellbeing were considered when funding decisions

were made. Outcomes such as this are anticipated with

well-executed participatory research, where effective

action naturally follows the process. 

More recently, Suarez-Balcazar (2003) reported on a

project to empower community members through use

of technology. A group of citizen leaders in an urban

community of primarily minority residents was pro-

vided assistance in organizing a Web TV approach to

using the Internet to gain information on health infor-

mation related to disease prevention and access to ser-

vices. The researchers used Web stories, provided by

community members on the project’s home page, as a

form of information sharing and project evaluation. By

evaluating the content of the stories, the researchers

(and the participants) could evaluate the project’s suc-

cess. Suarez-Balcazar highlighted the implications of

this approach for occupational therapists in the com-

munity, noting that occupational therapy has multiple

roles, including facilitating positive change in health

practices, assisting the identification of appropriate 

services for recognized problems, and working with

community-based organizations (CBOs) to empower

marginalized populations and document and evaluate

the effectiveness of change-related programs. 

There are many examples of occupational therapists

working with communities that seem to fit the compo-

nents of participatory research, such as facilitating self-

reliance and involving members in all aspects of the

programs (Scaffa, 2001), yet they are considered ser-

vices to the community and not adequately researched.

Occupational therapists working in communities 

need to consider participatory research as a method to

benefit community members and for the advancement

of evidenced-based practice. 

Barriers and Challenges 
in Health Promotion Research

As discussed previously, research in health promotion

follows many of the same principles as research in other

areas of health care. Moreover, it has similar goals,

aimed at translating science into practices that result in

the improvement of health within communities and

populations. Perhaps because of this, health promotion

research has its own particular set of challenges. 
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First, its interventions often involve human behav-

ior, values, attitudes, beliefs, and habits that are influ-

enced by cultural and social values (Green & Kreuter,

1991; Poss, 1999). These variables are often difficult to

define and measure. Second, because health promotion

research is done in communities, logistical challenges

associated with selecting, recruiting, and retaining sub-

jects are often encountered. Unlike clinical trials,

which often motivate subject participation based on an

individual’s need to reduce the symptoms associated

with a condition, health promotion research often deals

with conditions that are asymptomatic. 

For example, cholesterol and high blood pressure

may not produce symptoms that motivate behavior

change. Additionally, the interventions employed in

health promotion may be subject to the political and

social influences present in any organization, commu-

nity, or neighborhood at a given time. Traditions,

beliefs, attitudes, and experiences can work individually

or in combination to reduce participation and compli-

ance. Examples here would include social attitudes

toward breastfeeding, fears of complications associated

with immunization programs, or religious misgivings

about the use of birth control or devices to control for

sexually transmitted infections (STIs).

Conclusion

Health promotion research in occupational therapy is in

its infancy. As the profession recognizes its opportunities

in promoting health in communities and populations

through emphasis on activity selection and lifestyle

design, more research will be forthcoming. Baum and

Law (1998) urge research related to occupational therapy

community-based practice to determine factors and con-

ditions that influence successful participation in commu-

nity living for the able-bodied and disabled. Occupational

therapy interventions in the community need to follow a

public health model of service that focuses on prevention

of disability in individuals and communities (Scaffa,

Desmond, & Brownson, 2001). Prevention efforts are

categorized as primary, secondary, or tertiary. 

Primary prevention is targeted to persons who are

free of illness, disease, or impairment with the purpose

of preventing the development of illness, disease, or

injury. Secondary prevention targets individuals at risk

for illness, disease, or injury and frequently involves

screening or education to minimize complications of an

existing illness. Tertiary prevention aims to prevent sec-

ondary complications or to reduce the disabling impact

of the illness, disease, or injury. 

Of the three types of prevention, tertiary prevention 

is most typically used for individuals with disabilities;

here, the focus is on helping them regain maximal 

function or training them to manage secondary condi-

tions or symptoms. Although the evidence of effective-

ness of occupational therapy rehabilitation for people

with disabilities is growing (Mathiowetz & Matuska,

1998; Trombly & Ma, 2002), there is less known about

occupational therapy’s effectiveness in primary and sec-

ondary prevention for people with and without disabili-

ties. Individuals with disabilities have the same need for

healthy lifestyles as able-bodied persons. Healthy behav-

iors such as exercise, improving diet, controlling weight,

screening for diseases, and staying actively engaged in

meaningful occupations is equally important for persons

with disabilities yet is often overlooked in favor of man-

agement of the disease or disability (Patrick, 1997;

Patrick, Richardson, Starks, Rose, & Kinne, 1997).

Occupational therapy needs to focus on the lived experi-

ences of individuals with disabilities long after they have

left rehabilitation or other traditional types of interven-

tion to promote improved physical and mental health,

with the overall goal of improving quality of life. For

more information on wellness and people with disabili-

ties, refer to Chapter 19.

In addition, the concept that certain lifestyles are

more health promoting than others is gaining empirical

support (Baum, 1998). Lifestyles consisting of certain

healthy behaviors, such as maintaining fitness, practic-

ing good nutrition, being safe, reducing stress, and

avoiding STIs and habit-forming drugs or alcohol, are

seen as optimal for health and wellness. There is

increasing interest in various disciplines about the types

and configurations of lifestyles that lend themselves to

higher levels of satisfaction and general wellbeing; this,

in turn, is health promoting through their opportunities

for enjoyment, socialization, challenge, rest and recre-

ation, personal growth, and self-expression. Over the

decades, publications in the popular press have also

demonstrated a widespread acceptance of the notion

that a balanced lifestyle is good for health. 

Often, the idea of lifestyle balance has been dis-

cussed in the context of perceptions that the time avail-

able for recreation and relaxation has diminished as the

pace and intensity of demands for work and everyday

life have increased. This is evident in a large study of

how people in the United States use time and how they

derive satisfaction from it (Robinson & Godbey, 1999).

Results from this study show that people are not con-

cerned about the amount of leisure time available to

them, but rather the pace of their lives—most of their

free time comes during the week and is in small

amounts, which doesn’t allow a person to undertake

more satisfying uses of leisure.

While the idea of a balanced lifestyle has intuitive

appeal, the challenge of explicitly describing such a

lifestyle in operational terms has not been documented 
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in the literature, nor has the concept otherwise been 

validated. A few writers in occupational science and occu-

pational therapy have addressed the topic in conceptual

terms, but few empirical studies have been completed.

Christiansen observed that there were many possible 

ways to characterize lifestyle balance and that because of

differences in how various lifestyle pursuits are classified

and experienced, it was likely that time use would be 

an inadequate approach to studying lifestyle balance

(Christiansen, 1996).

In this chapter, the authors have attempted to provide

an overview of the need for research in health promotion,

traditional categories and approaches for such research,

and barriers and challenges associated with community-

based approaches. Research in health promotion was

described as contributing to three types of knowledge—

instrumental, interactive, and critical—each derived

through particular types of studies. Because of the special

characteristics and challenges associated with studying

and implementing health promotion programs in com-

munities, the value of community-based research was

discussed, with particular emphasis on participatory

research. Examples of health promotion research in occu-

pational science and occupational therapy were provided,

and promising areas for future health promotion research

relevant to occupational therapy were identified.

◗ For Discussion and Review

1. What are the differences between qualitative

research and quantitative research?

2. What are the benefits and limitations of participa-

tory research?

3. What are the challenges to conducting health pro-

motion research in the community?

4. Define instrumental knowledge, interactive knowl-
edge, and critical knowledge and how they are used

in research.

5. What types of research have been done in occupa-

tional therapy health promotion? What are the

lessons learned from these studies?

6. Identify topics and research questions for future

occupational therapy health promotion research.

◗ Research Questions

1. What are clients’ lives like years after participating

in occupational therapy? Are they happy? Healthy? 

2. How does disability affect opportunities to engage

in healthy behaviors? 

3. What factors in the person or environment 

contribute to quality of life for persons with 

disabilities? 

4. What is effective in helping individuals with 

disabilities achieve health and quality of life?

5. What is lifestyle balance? How do people know if

they have it? How does one achieve it? 

6. What impact does lifestyle balance have on health

and quality of life? 

7. What personal or environmental factors support or

hinder lifestyle balance?
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541

Selection of Key Historical Highlights 
in Public Health*

Appendix A

Year Event Reference

1752 The first voluntary hospital in the United States was (Institute of Medicine [IOM], 1988)
established in Philadelphia.

1773 The first public mental health hospital in the United States (IOM, 1988; Zwelling, 1985) 
was established in Williamsburg, Virginia.

1798 U.S. Public Health Service founded. (Timmreck, 1995)

1798 Pinel removes the chains from insane in Bicetre Asylum. (Tulchinsky & Varavikova, 2000)

Early to “Health was perceived as an ongoing process . . .  (Berliner & Salmon, 1980, as cited 
mid-1800s community activities . . . were associated with health  by Johnson, 1986, p. 2)

(integration of mind, body, and spirit). Illness was perceived 
to be an imbalance between the individual and the world 
health; as such it was part of a collective experience 
in a particular historical, cultural, and social setting.” 

1848 The Public Health Act of 1848 passes in Great Britain; this  (IOM, 1988, p. 59).
act was the result of two studies by Chadwick of the “life 
and  health of the working class in 1838 and that of the entire 
country in 1842” and influenced sanitation and public health 
in both that country and the United States. 

1855 First state health departments are instituted. (Timmreck, 1995)

1872 American Public Health Association (APHA) founded. (APHA, 2003)

1882 Germ theory substantiated by Koch (Life online, n.d.) (Johnson, 1986)
leads to “scientific medicine,” and individuals began 
to shift responsibility for their health to the physician 
and the health-care system. 

1900s Social activists such as Addams and Meyer, Pragmatism, (Breines, 1986)
and Hull House used the concepts of empowerment 
and self-determination to combat the ills of industrialization 
and other social issues.

1920 Public health definition included the concepts of promotion, (Winslow, 1920)
prevention, and maintenance of health.

1948 World Health Organization (WHO) founded. (Lyons & Petrucelli, 1987, p. 586)

1953 Creation of the U.S. Department of Health, Education, (USDHHS, 2005)
and Welfare, now known as the U.S. Department of 
Health and Human Services (USDHHS).

Continued
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542 Appendix A Selection of Key Historical Highlights in Public Health

Year Event Reference

1963 Enactment of the Mental Retardation Facilities and (Geller, 2000)
Community Mental Health Centers Act of 1963 (P.L. 88-164). 

1973 Health Maintenance Organization Act of 1973 (Green & Kreuter, 1991, p. 7)
“provided incentives for the medical system to practice 
preventive medicine to keep patients out of expensive 
hospital beds.” 

1974 Publication of Lalonde’s A New Perspective on the Health (Best & Cameron, 1986)
of Canadians. This was a “landmark document” in the trend 
to focus attention on lifestyle diseases.

1975 Passage of “Public Law 94-317 Promotion gave policy (Green & Kreuter, 1991,   
support to health promotion in the U.S. with the Health p. xvii) 
Information and Promotion Act and the creation of the 
federal Office of Disease Prevention and Health Promotion.” 

1979 Publication of Healthy People: Surgeon General’s Report on (USDHHS, 1979)
Health Promotion and Disease Prevention. 

1980 Publication of Promoting Health/Preventing Disease: (USDHHS, 1980)
Objectives for the Nation. Established health policy agenda 
for the next 10 years. 

1982 Planned Approach to Community Health (PATCH) begins. (Timmreck, 1995)

1986 Ottawa Charter for Health Promotion is produced. (WHO, 1986)

1987 WHO’s Healthy Cities Project Phase I is initiated. (WHO, 2004a)

1990 Publication of Healthy People 2000: National Health (USDHHS, 1990)
Promotion and Disease Prevention Objectives, which 
outlined health policy for the next decade.

1990 Americans with Disabilities Act is signed. (USDOJ, 2006)

1992 PATCH, which designates the community health promotion (Timmreck, 1995)
agenda for the 1990s, begins.

1993–1994 Failure of federal health reform. (Lasker et al., 1997)

1997 Jakarta Declaration on Leading Health Promotion into (WHO, 1997)
the 21st Century is signed.

2000 Publication online of Healthy People 2010, which details (USDHHS, 2000)
the health policy agenda for the next decade.

2001 Release of Healthy People in Healthy Communities. (USDHHS, 2001)

2002 Release of Healthy Campus 2010: Making It Happen. (American College Health 
Association, 2002)

*Modified and updated from S. M. Reitz, Rural interdisciplinary health promotion service learning training, June 22–23, 2003,

Western Maryland Area Health Education Center, Cumberland, MD.
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Appendix B

Summary of Recommendations 
of Institute of Medicine (IOM) Report*

General Recommendations

• Recommendation 2-1: Increase awareness of

racial and ethnic disparities in health care among

the general public and key stakeholders. 

• Recommendation 2-2: Increase healthcare

provider’s awareness of disparities. 

Legal, Regulatory, and Policy 
Interventions

• Recommendation 5-1: Avoid fragmentation of

health plans along socioeconomic lines. 

• Recommendation 5-2: Strengthen the stability of

patient-provider relationships in publicly funded

health plans.

• Recommendation 5-3: Increase the proportion of

underrepresented U.S. racial and ethnic minorities

among health professionals.

• Recommendation 5-4: Apply the same managed

care protections to publicly funded HMO 

enrollees that apply to private HMO enrollees.

• Recommendation 5-5: Provide greater resources

to the U.S. DHHS Office for Civil Rights to 

enforce civil rights laws. 

Health Systems Interventions

• Recommendation 5-6: Promote the consistency

and equity of care through the use of evidence-

based guidelines. 

• Recommendation 5-7: Structure payment systems

to ensure an adequate supply of services to 

minority patients, and limit provider incentives

that may promote disparities.

• Recommendation 5-8: Enhance patient-provided

communication and trust by providing financial

incentives for practices that reduce barriers and

encourage evidence-based practice.

• Recommendation 5-9: Support the use of inter-

pretation services where community need exists. 

• Recommendation 5-10: Support the use of com-

munity health workers. 

• Recommendation 5-11: Implement patient educa-

tion programs to increase patients’ knowledge of

how to best access care and participate in treat-

ment decisions.

Cross-Cultural Education in the
Health Professions

• Recommendation 6-1: Integrate cross-cultural 

education into the training of all current and 

future health professionals.

Data Collection and Monitoring

• Recommendation 7-1: Collect and report data on

health care access and utilization by patients’

race, ethnicity, socioeconomic status, and where

possible, primary language.

• Recommendation 7-2: Include measure of racial

and ethnic disparities in performance measurement. 

• Recommendation 7-3: Monitor progress toward

the elimination of healthcare disparities.

• Recommendation 7-4: Report racial and ethnic

data by OMB categories, but use subpopulation

groups where possible.

Research Needs

• Recommendation 8-1: Conduct further research

to identify sources of racial and ethnic disparities

and assess promising intervention strategies.

• Recommendation 8-2: Conduct research on 

ethical issues and other barriers to eliminating

disparities.

*From Unequal treatment: Confronting racial and ethnic disparities in
healthcare (pp. 20-21), by Institute of Medicine, 2003, Washington,

DC: National Academies Press.
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Dietary Guidelines for Americans, 2005
(USDA & USDHHS)

Appendix C

Adequate Nutrients Within 
Calorie Needs

• Consume a variety of nutrient-dense foods and

beverages within and among the basic food

groups while choosing foods that limit the intake

of saturated and trans fats, cholesterol, added sug-

ars, salt, and alcohol.

• Meet recommended intakes within energy needs

by adopting a balanced eating pattern such as the

USDA Food Guide (MyPyramid) or the DASH

Eating Plan.

Weight Management

• To maintain body weight in a healthy range, bal-

ance calories from foods and beverages with calo-

ries expended.

• To prevent gradual weight gain over time, make

small decreases in food and beverage calories and

increase physical activity.

Physical Activity

• Engage in regular physical activity and reduce

sedentary activities to promote health, psycholog-

ical wellbeing, and a healthy body weight. 

• To reduce the risk of chronic disease in adult-

hood: Engage in at least 30 minutes of moderate-

intensity physical activity, above usual activity,

at work or home on most days of the week. 

• For most people, greater health benefits can be

obtained by engaging in physical activity of

more vigorous intensity or longer duration. 

• To help manage body weight and prevent gradual,

unhealthy body weight gain in adulthood: Engage

in approximately 60 minutes of moderate- to

vigorous-intensity activity on most days of

the week while not exceeding caloric intake 

requirements. 

• To sustain weight loss in adulthood: Participate

in at least 60 to 90 minutes of daily moderate-

intensity physical activity while not exceeding

caloric intake requirements. Some people may

need to consult with a health-care provider 

before participating in this level of activity.

• Achieve physical fitness by including cardiovas-

cular conditioning, stretching exercises for flexi-

bility, and resistance exercises or calisthenics for

muscle strength and endurance.

Food Groups to Encourage

• Consume a sufficient amount of fruits and vegeta-

bles while staying within energy needs. Two cups

of fruit and 21⁄2 cups of vegetables per day are

recommended for a reference 2000-calorie intake,

with higher or lower amounts depending on the

calorie level. 

• Choose a variety of fruits and vegetables each

day. In particular, select from all five vegetable

subgroups (dark green, orange, legumes, starchy

vegetables, and other vegetables) several times a

week. 

• Consume 3-plus ounces (or equivalent) of whole-

grain products per day, with the rest of the 

recommended grains coming from enriched or

whole-grain products. In general, at least half the

grains should come from whole grains. 

• Consume 3 cups per day of fat-free or low-fat

milk or equivalent milk products. 

Fats

• Consume less than 10% of calories from satu-

rated fatty acids and less than 300 mg/day of cho-

lesterol, and keep trans fatty acid consumption as

low as possible. 

• Keep total fat intake between 20% to 35% of

calories, with most fats coming from sources of

polyunsaturated and monounsaturated fatty acids,

such as fish, nuts, and vegetable oils. 

• When selecting and preparing meat, poultry, dry

beans, and milk or milk products, make choices

that are lean, low-fat, or fat-free. 

• Limit intake of fats and oils high in saturated

and/or trans fatty acids, and choose products low

in such fats and oils. 

1193_AppC_545-546.qxd  6/8/09  5:10 PM  Page 545



Carbohydrates

• Choose fiber-rich fruits, vegetables, and whole

grains often. 

• Choose and prepare foods and beverages with 

little added sugars or caloric sweeteners, such 

as amounts suggested by the USDA Food Guide

and the DASH Eating Plan. 

• Reduce the incidence of dental caries by practic-

ing good oral hygiene and consuming sugar- and

starch-containing foods and beverages less 

frequently.

Sodium and Potassium

• Consume less than 2300 mg (approximately 1 tsp

of salt) of sodium per day. 

• Choose and prepare foods with little salt. At the

same time, consume potassium-rich foods, such

as fruits and vegetables.

Alcoholic Beverages

• Drink alcoholic beverages sensibly and in 

moderation—defined as the consumption of up to

one drink per day for women and up to two

drinks per day for men. 

• Alcoholic beverages should not be consumed by

some individuals, including those who cannot 

restrict their alcohol intake, women of childbear-

ing age who may become pregnant, pregnant and 

lactating women, children and adolescents, 

individuals taking medications that can interact

with alcohol, and those with specific medical

conditions. 

• Alcoholic beverages should be avoided by indi-

viduals engaging in activities that require atten-

tion, skill, or coordination, such as driving or 

operating machinery.

Food Safety

• To avoid microbial foodborne illness: 

• Clean hands, food contact surfaces, and fruits

and vegetables. Meat and poultry should not be

washed or rinsed. 

• Separate raw, cooked, and ready-to-eat foods

while shopping, preparing, or storing foods. 

• Cook foods to a safe temperature to kill 

microorganisms. 

• Chill (refrigerate) perishable food promptly and

defrost foods properly. 

• Avoid raw (unpasteurized) milk or any products

made from unpasteurized milk, raw or partially

cooked eggs or foods containing raw eggs, raw

or undercooked meat and poultry, unpasteurized

juices, and raw sprouts.

546 Appendix C Dietary Guidelines for Americans, 2005 (USDA & USDHHS)
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Recommended Computer Workstation
Guidelines

Appendix D

For any computer workstation, some basic guidelines

can reduce the worker’s risk of discomfort or injury.

The head should be held erect, and the monitor should

be placed directly in front of the user, about an arm’s

length away (estimated at 20 to 30 inches; Jacobs,

1999, p. 231). Flat monitors have made this configura-

tion possible even on small desks and tabletops. Printed

material should be placed to the immediate side of the

monitor or on the tabletop in front of the monitor, if

space permits. The key position to avoid for prolonged

amounts of time is a twisted neck. The worker’s shoul-

ders should be relaxed, with the upper arms close to the

side of the body and relaxed. Elbows should be flexed

or bent to approximately 90 degrees to reach the key-

board, and forearms should be in a pronated or “hands-

down” position (Jacobs, 1999, p. 231). Keeping the

wrists in a neutral position for keyboard use can reduce

the risk of some common cumulative trauma injuries,

including carpal tunnel syndrome. In order to ensure

that this neutral position is maintained, the keyboard

should be positioned directly in front of the worker and

in a flat, not angled, position. The small tabs on the

back of a standard computer keyboard that can angle

the keyboard should not be used in most cases, again to

promote the neutral wrist position. A mouse or other 

input device should be placed directly beside the 

keyboard to facilitate easy and comfortable movement

between these two devices, and it should fit comfort-

ably in the user’s hand. A variety of keyboard and

mouse trays are available that can be installed under the

desk or tabletop to better fit the user. These trays are

highly recommended to prevent static postures and pro-

mote varying positions of the upper extremities

throughout the workday. Ideally, a tray should be large

enough to accommodate both the keyboard and the

mouse (or other input device), and both height and tilt

should be easily adjustable. 

In recommending back and lower extremity posi-

tioning, consideration must be given to the office

chair. Back support should be provided at the lumbar

spine, or low back, in order to facilitate biomechani-

cally stable back positions (Jacobs, 1999, p. 227).

Higher chairs, often used for executives, frequently

support the thoracic or middle portion of the back,

which encourages slouched sitting postures and

shoulder positions that can promote discomfort and

stiffness. To ensure that lumbar support is possible for

a variety of users, the chair backrest should be ad-

justable in height. The seat pan should be wide

enough for the individual and should have a rounded

or waterfall front to avoid compressing the back of the

worker’s knees. The hips and knees should be sup-

ported in approximately 90 degrees of flexion. The

floor or some type of footrest should support the feet.

Armrests on chairs are generally not recommended

for workers who use their computers for extended 

periods of time. They often promote elevated or 

abducted shoulders, which in turn discourages neutral

wrist postures. Although some workers prefer arm-

rests, they should be adjustable in both height and lat-

eral distance away from the seat pan to allow proper

arm positioning. 

Many types of equipment are available that claim to

be ergonomically correct. A wide variety of wrist sup-

ports, split keyboards, input devices, desks, and chairs

may be used at the discretion of the user. There is no

standard solution for every worker, or else there would

be no need for the study of ergonomics. However, it is

vital that workers be aware of their own optimal work-

ing position and the need to avoid any one prolonged

position for the majority of the workday. Some type of

break or stretch should be performed periodically; even

a position that may appear to be the perfect ergonomic

fit can be uncomfortable without intermittent move-

ment and stretch.
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Appendix E

Family Self-Analysis*

Part I: The Individuals

1. Identify the members in your family. Write a

brief description about each member. Include a

short biography about each individual’s life. The

following information should be included:

a. First Name

b. Age

c. Interests

d. Meaningful Activities Engaged/Involved In

e. Personality Characteristics

f. Values

g. Life Goals

Part II: Family History

1. Describe the family as a unit. Identify any sig-

nificant events that have made an impact on the

family as a unit. Include recent and decades old

events that are meaningful.

Part III: Understanding 
the Relationships

1. Identify the family roles of each member.

• Who is the leader?

• Is there a gatekeeper?

• Is there an attention seeker?

• Who is the stabilizer?

2. Identify and discuss significant relationships 

between family members.

3. Describe the following processes among family

members:

a. How do members communicate with each

other?

b. How are decisions made?

c. Are conflicts dealt with? If so, what process

is followed?

d. Who has the power in the family?

e. What types of events are stressful?

f. Describe a meaningful memory. Why is it

meaningful?

4. Identify and discuss significant relationships 

between family members and significant others

outside the family of origin unit.

5. What are four descriptors that you would use to

help identify your family unit?

6. Describe the home with details. What would a

visitor see when he walks in the door and

around the home? What does the home say

about the family?

7. Identify three challenges that the family has

faced and how they were dealt with.

Part IV: Summary

1. Based on the information above, describe the

family system in one page. Is there a theme to

your family that helps tell your story?

2. In conclusion, discuss what this experience was

like for you? What did you learn?

*From Family self analysis, by K. G. Eskow, 2001, unpublished manu-

script, Family Studies Department, Towson University, Towson, MD.

Reprinted with permission of the author.
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Parent Tips for Child Success*
Nova Southeastern University, Department of Occupational Therapy, Ft. Lauderdale,

Florida 33328

Appendix F

Parent Tip How to Do the Activity Skills Developed by the Activity

1. Create a game Decorate a paper plate as a target or Frisbee, Problem-solving; following rules;
set rules. motor skills; creativity

2. Hopscotch Draw and number connected squares for child Motor skills; turn-taking
to jump in sequence.

3. Memory Display familiar objects, cover, see how many Memory; helps make 
objects are remembered. connections about relationships

between objects 

4. Coins in a sock Place various numbers or sizes of coins in a sock, Problem-solving; motor skills
find the biggest/smallest, count #.

5. Objects in a sock Choose small objects with various characteristics, Problem-solving; sense of touch; 
find specific objects/something hard/something soft. critical thinking

6. Dough art Make bread or cookie dough, create shapes by Math skills of measurement and 
hand, bake, and eat! volume; motor skills; allows 

creative thinking; sharing

7. Necklaces of cereal Use “O” cereals to string together after sorting Math skills; motor skills; 
by color, counting. problem-solving

8. Sock puppets Use an old sock to decorate with eyes and hair, Creativity; critical thinking; 
fold to create a mouth. Tell a story with motor skills
your puppet.

9. Sock toss Fold an old sock into a soft ball to play catch. Motor skills; eye-hand 
coordination

10. Make a book Sew or staple folded paper to make a book. Creativity; problem-solving; 
Write a story and illustrate it. critical thinking; motor skills

11. Guessing game Parent gives a clue that isn’t too specific, Critical thinking; comparison of 
child guesses, parent adds clues. Example: information; problem-solving
(1) “I’m thinking of an animal with four legs”; 
(2) “It lives in people’s houses”; (3) “It says meow.” 

12. Alike and different Take any two objects and ask your child to say Critical thinking; comparison of 
how they are alike and how they are different. information

13. Rhyming games Start out easy—”What rhymes with cat?” Listening skills; critical thinking
(Hat, bat, mat, fat, etc.).

14. How many? Depending on the age of your child, ask him Critical thinking; problem-
how many legs does a dog have, a person. solving; math skills
To make this harder, ask, “How many 
legs do two people have?”

Continued
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550 Appendix F Parent Tips for Child Success

Parent Tip How to Do the Activity Skills Developed by the Activity

15. Stacking games Encourage child to stack like and unlike objects Problem-solving; eye-hand
such as coins or pieces of vegetables coordination; awareness of

cause and effect

16. “What would you Ask your child silly things like, “Would you rather Self-expression; presenting a
rather be?” game be a car or a bus?” “A cat or a dog?” Ask him logical argument

why he chose his answer.

*Offered in English, Spanish, and Creole translations.
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Falls Prevention Assessment Checklist
Appendix G

SUBJECTIVE AND HISTORY

� Previous falls Identify contributing risk factors in any 
previous falls

� Medications Psychotropics

Antihypertensives

Polypharmacy

� Use of alcohol

� Level of physical activity

� Social network

� Urinary incontinence

� Fear of falling

OBJECTIVE

Screen and Refer as Appropriate

� Cognitive status Mini Mental State Exam

� Depression Geriatric Depression Scale

� Balance

� Strength, coordination Five chair stands in 30 seconds

� Grip strength

� Range of motion

� Gait unsteadiness

� Use of mobility device

� Postural hypotension

� Foot problems Sensory impairment

Wounds

Bunions, etc.

� Vision

� Hearing

Observe and Evaluate

� Ability to perform ADLs

� Functional mobility, transfers

� Environmental hazards Observe person-environment interactions

� Footwear Proper fit, cushioning, sole/tread

Appropriateness for specific 
floor coverings and gait pattern

Continued
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552 Appendix G Falls Prevention Assessment Checklist

� Medication management Takes meds as prescribed

Notifies provider of OTC meds

� Behavioral risks Pace (rushing)

Attention to potential hazards

Adapted for use in occupational therapy from evidence-based guidelines provided by: Moreland, J., Richardson, J., Chan, D. H.,

O’Neill, J., Bellissimo, A., Grum, R. M., & Shanks, L. (2003). Evidence-based guidelines for the secondary prevention of falls in

older adults. Gerontology, 49(2), 93–116.
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Index
A
ABCX crisis model, 419–422

Abdominal diameter index, 253, 257

Aboriginal peoples

art, dreamtime symbols, 5

process of “dreaming,” 4

Abuse of drugs, 282–306. See also
Substance abuse prevention

Access, as barrier to physical activity, 235

Acculturation, 96, 99

ACES. See Active Community 

Environments Initiative 

Achievable risk, 173, 184

Action stage, 46, 62

Active Community Environments 

Initiative, 225, 238

Activity demands, 104, 158, 161

Activity diary, 241

Activity theory, 456–458

Adapt level of Ecology of Human 

Performance, 27

Adaptability, 415, 419

Adaptation

influence of health-care practitioners,

426–428

in nursing homes for end-of-life care, 501

Adolescents

national physical activity health 

objectives for, 231–232

physical activity, 230, 232

sexual health, 310–311

substance abuse prevention, 282–306

After-school programs, 516

Agents imposing occupational injustice,

144

Aging in place, 460

Aging population, 128, 454–469

access to occupation, factors inhibiting,

459–460

personal factors, 459

activity theory, 456–458

aging in place, 460

Aging Well, 455

Americans with Disabilities Act, 460

behaviors in, 458–459

biological aging theories, 456–458

caloric restriction, 456–458

cardiovascular changes, 459

change, conditions necessary for, 463

chronic conditions, 458

cross-linkage theory, 456–458

current state of practice in occupational

therapy, 460–461

depression, 459

disengagement theory, 456–458

eating habits, 459

ecologic well-being model, 456–458

Erikson theory of eight stages of human

life span, 456–458

error catastrophe theory, 456–458

Federal Interagency Forum on Aging

Related Statistics, 458

free-radical theory, 456

functional health literacy, 465

Harvard Study of Adult Development, 456

Health Enhancement Program, 461

health literacy, 465
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