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* * DRAFT * * 
PRACTICE COMMITTEE MINUTES 

Friday, October 13, 2023 

Committee Members Present 

Christine Wietlisbach, OT, Board Member/Chair 

Richard Bookwalter, OT, Board Member 

Lynne Andonian, OT 

Diane Laszlo, OT Retired 

Carlin Daley Reaume, OT 

Committee Members Absent 

Lynna Do, Board Member 

Danielle Meglio, OTA 

Jeannette Nakamura, OT 

Board Staff Present 

Heather Martin, Executive Officer 

Jody Quesada Novey, Manager 

Rachael Hutchison - Analyst 

Jeanine Orona - Analyst 

Public Attendees Present 

Floyd Tran, OT 

Chi-Kwan Shea, OT 

1. Call to order, roll call, establishment of a quorum.

The meeting was called to order at 2:00 pm, roll was called, and a quorum was
established.

2. Chairperson opening remarks.

Chair Christine Wietlisbach thanked the committee volunteers and members of the
public for their attendance at the first Practice Committee meeting of 2023. Ms.
Wietlisbach stated that the list of practice related issues the committee was tasked
with would be prioritized and there would be a discussion about the schedule of
upcoming meetings. Lastly, if those present collectively feel the expertise is in
attendance the committee would discuss a few issues. Ms. Wietlisbach closed with
the announcement that the committee is still recruiting volunteers that may have
skillsets not yet represented on the committee.

3. Introductions by all Committee Members.

• Christine Wietlisbach, 30 years of experience in occupational therapy (OT), hand
therapist, current California Board of Occupational Therapy (CBOT) Board member.

• Richard Bookwalter, 27 years of OT experience mostly in geriatrics and for the last 15
years in wheelchair seating and mobility at Kaiser San Francisco, current CBOT Board
member.

• Diane Laszlo, 36 years as a certified hand therapist, recently retired and has been
working per diem as a certified hand therapist.

https://www.bot.ca.gov
mailto:cbot@dca.ca.gov
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• Carlin Daley Reaume, 16 years of experience in OT, private practice that focuses on 
pelvic health, prior career focus was lifestyle redesign and emerging and non-traditional 
areas of practice, current Assistant Clinical Professor at the University of the Pacific. 

• Lynne Andonian, 35 years of experience in OT mostly focused on mental health and 
academia and a current professor at San Jose State University. 

4. Executive Officer to provide overview of Bagley Keene Open Meetings Act and meeting 
requirements. 

Executive Officer Heather Martin gave an overview of the Bagley Keene Open 
Meetings Act requirements, emphasized that Committee members not talk about 
Committee matters outside of a noticed Committee meeting and to avoid a serial 
meeting violation and to direct inquiries to her if needed. 

Ms. Martin reported that the Governor passed a bill that allows meetings to be noticed 
without listing the address of each Committee or Board member through December 31, 
2023. 

5. Public Comment for Items Not on the Agenda. 

There were no public comments for items not on the agenda, but members of the public 
introduced themselves at will. 

• Chi-Kwan Shea, 44 years of experience in OT. Ms. Shea has 27 years as an educator 
and professor, many prior years in administration, a 23-year volunteer for a community 
based occupational therapy training program, recently became a Board member of the 
National Board for Certification in Occupational Therapy. 

• Floyd Tran, ten years as an OT, currently holds a supervisory role, worked in inpatient 
and outpatient settings but presently treats pre-mature infants in the neonatal intensive 
care unit. 

6. Committee discussion and prioritization of practice issues delegated by the Board to the 
Committee for evaluation and possible recommendation(s) to the Board. 

Chair Wietlisbach prioritized the seven topics with the help of the committee as follows: 

1. Consider whether suture removal is within OT scope of practice. 
2. Consider whether Advanced Practice approval in Hand Therapy is required to treat 

carpal tunnel syndrome, repetitive motion injuries, or finger/hand pain, wrist pain or 
elbow pain that is not due to trauma or surgery. (Receipt of opinion from OT with hands 
approval; need additional opinion from OT with background ergonomics, orthotics, or 
geriatrics.) 

Chair Wietlisbach stated that items 1 & 2 would be a priority and would be addressed 
simultaneously at the next meeting.  She and Diane Laszlo would work with Executive 
Officer Heather Martin on background information. She also requested that Board staff 
provide the 2018 AOTA position paper on Wound Care, 2023 AOTA policy on 
Interventions to Support Occupations, Occupational Therapy Practice Act, California 
Code of Regulations and AOTA Ergonomics to be forwarded by Richard Bookwalter. 
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3. Review ACOTE Guidelines and consider reducing Advanced Practice education and 
training requirements for students graduating after a certain date (date TBD). 

4. Review education and training requirements for licensees demonstrating competence in 
Advanced Practice areas and consideration of reducing education/training hours 
needed. 

Chair Wietlisbach asked for input on list items three and four. The discussion led to the 
conclusion that the items were related and that if the committee had enough time at the 
December 8th meeting, they could begin discussion on these two items following items one 
and two. 

Ms. Wietlisbach requested that Board staff include relevant pages of the ACOTE guidelines 
along with OT Practice Act, the California Code of Regulations, as supporting 
documentation in the December 8th meeting materials. 

5. Recommendation on records retention requirement(s) for an Occupational Therapy 
business that closes or is sold or if the practitioner is no longer in private practice. 

Chair Wietlisbach polled the committee members to discover which, if any had private 
practice experience because she felt it would be valuable knowledge and input when 
discussing item five.   

Carlin Daley Reaume offered that she was currently in private practice. 

Ms. Wietlisbach stated that she recognized the value in waiting to discuss item five 
following the hopeful recruitment of an additional committee member with private practice 
experience to accompany the professional opinion of Ms. Daley Reaume. Item five would 
be added to a future agenda. 

6. Request for guidelines for OTs educating patients on “the correct weight-bearing status 
precautions, maintaining movement precautions (such as posterior hip precautions), 
following surgeon protocols, utilizing approved abbreviations in documentation, and 
exercising sound clinical judgement while working with and educating patients.” 

A robust conversation ensued pertaining to item six which was a public comment that was 
assigned to the committee by the Board. 

Diane Laszlo commented that the ask was difficult to understand and seemed to be a 
blanket statement. Ms. Laszlo recommended that the practitioner refer to the hospital of 
which she is employed. She concluded with a statement that all licensed practitioners have 
basic training that would allow them to impart clinical reasoning in all of the referenced 
areas. 

Carlin Daley Reaume responded through an academia lens stating that she felt inclined to 
offer this practitioner a statement that refers to this practitioner calling upon their clinical 
background and skills. Ms. Daley Reaume closed by conveying that it didn’t feel 
appropriate to offer answers when every scenario and every set of workplace guidelines 
varies. 
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Lynne Andonian agreed with the previous comments of her colleagues and stated that she 
felt that it would be beneficial for this practitioner to seek guidance from their employer. 

Executive Officer Heather Martin stated that Board staff had enough detail to respond to 
the commenter in writing. 

7. Pending Board action in November, possible discussion on, among other things, 
whether dry needling and wound care is within occupational therapy scope of 
practice and whether statutory or regulatory language is needed. 

Chair Wietlisbach confirmed that the committee would wait for further instruction from the 
November Board meeting. 

Public Comment 
There were no additional public comments. 

7. Discussion on scheduling time(s) for future meetings. 

The results of the Doodle poll for the second meeting of the Practice committee were 
discussed and it was confirmed that the next meeting would be held December 8th from 
5:00 – 6:30 pm. 

Chair Wietlisbach reported that based on the number of items currently assigned to the 
Practice committee she felt a need to schedule at least a third meeting. Ms. Wietlisbach 
stated that the Board could assign additional items to the committee at any time and 
those items would prioritized at the future meetings along with discussion regarding dates 
and times. 

Executive Officer Heather Martin stated the committee members could expect an emailed 
invite to participate in a Doodle poll to choose the time for a tentative March 1, 2024, 
meeting. 

Public Comment 
There were no additional public comments. 

8. New suggested agenda items for a future meeting. 

There were not any new suggested items for a future agenda. 

Public Comment 
There were no additional public comments. 

Meeting adjournment. 

Chair Wietlisbach thanked the committee members for their great comments and input. 

The meeting adjourned at 3:00 pm. 
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Opportunity for public comment is provided for each agenda item. 

The meeting may be cancelled without notice. For verification, please check the Board’s 
website at www.bot.ca.gov or call 916-263-2294 to verify meeting details. 

Public comments will be taken on agenda items at the time the item is heard. 
Discussion and action may be taken on any item listed on the agenda. Agenda items 

may be taken out of order for convenience, to accommodate speakers, or to maintain a 
quorum. 

The Committee may discuss agenda items in any order on each day, unless 
noticed as “time certain.”  Agenda Items may be taken out of order or tabled or held 

over to a subsequent meeting for convenience, to accommodate speakers, 
or to maintain a quorum. 

https://www.bot.ca.gov
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The Committee Chair may apportion available time among those who wish to 
provide comment. 

The meeting is accessible to the physically disabled.  A person who needs 
disability-related accommodations or modifications in order to participate in the 

meeting shall make a request to Rachael Hutchison at (916) 263-2294, by 
sending an email to cbot@dca.ca.gov, or by mailing a written request to CBOT, 

1610 Arden Way, Suite 121, Sacramento, California, 95815. 

Providing at least five working days’ notice before the meeting will help ensure 
the availability of accommodations or modifications. 

For further information on this meeting or notice/agenda, contact Rachael 
Hutchison at (916) 263-2294, by sending an email to cbot@dca.ca.gov, or by 
mailing a written request to CBOT, 1610 Arden Way, Suite 121, Sacramento, 

California, 95815. 

This meeting notice agenda as well as all Board and Committee meeting 
agendas and minutes can be found on the Board’s website at www.bot.ca.gov. 

http://www.bot.ca.gov/
mailto:cbot@dca.ca.gov
mailto:cbot@dca.ca.gov
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Role of Occupational Therapy in Wound 
Management 

The American Occupational Therapy Association (AOTA) asserts that the prevention and amelioration of 
wounds and their impact on daily life occupations are within the scope of occupational therapy practice. 
Occupational therapists and occupational therapy assistants routinely work with individuals and popula-
tions who are at risk for or have sustained wounds. 

In the Healthy People 2020 initiative, the U.S. Department of Health and Human Services (DHHS; 2010) 
called for a 10% reduction in pressure injury–related hospitalizations in persons ages 65 years or older by 
2020, identifying this area as one of significant concern for individuals and society. This position paper 
informs internal and external audiences, including employers and payer sources, about the role of occupa-
tional therapy related to preservation and restoration of the ability of the individual to participate in mean-
ingful, desired, and necessary daily life occupations through prevention and amelioration of wounds. 

Types, Incidence, and Prevalence of Wounds 
Wounds, or impaired skin integrities, include abrasions, punctures, bites, surgical wounds, diabetic ulcers, 
pressure injuries, traumatic wounds, venous stasis ulcers, and arterial ulcers. Certain groups either exhibit 
or are at risk for wounds and related complications. These groups include people with spinal cord injuries 
(SCIs), cerebral palsy, hand injuries, diabetes, cancer, and burns, as well as those with sensory or mobility 
impairments, including older adults. For example, the Centers for Disease Control and Prevention (CDC) 
has reported that in 2014, 108,000 of the documented 7.2 million hospitalizations for persons with diabetes 
were due to lower-extremity amputations caused by nonhealing wounds (5 per 1,000 persons with diabe-
tes; CDC, 2017). 

Wounds and related conditions can negatively affect a person’s ability to participate in their life roles, 
routines, and useful habits and can impact their performance with self-care, work, educational activities, 
leisure activities, social participation, and rest and sleep. Wounds affect both the physical and psycholog-
ical well-being of individuals and can adversely affect quality of life. Pain, depression, social isolation, 
and anxiety can result from the existence of wounds, particularly those that are chronic in nature (Fearns, 
Heller-Murphy, Kelly, & Harbour, 2017). In addition, a person may have difficulties or require assistance 
with activities and contexts specifically related to the wound itself, such as 

• Management of the wound site, including applying wound care treatments and products to promote 
healing as well as manage drainage or odor; 

• Management of clothing and footwear that may no longer fit correctly or that may worsen the wound 
condition; 

• Care, use, and application of pressure garments for scar management; 

• Engaging in restful sleep due to the presence of pain; 

• Functional mobility due to the wound site or associated pain; 

• Engaging in physical activity necessary to prevent impairments in endurance, overall strength, cardio-
vascular status, pulmonary status, and cognition; 

AOTA Position Paper 

The American Journal of Occupational Therapy 
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• Reduced social participation, self-efficacy, and reported quality of life due to discoloration of the skin, 
visible scars, contracting or hypertrophic scars, and conspicuous use of compression garments; and 

• Financial stability that can be affected by the inability to work due to a significant wound. 

Occupational Therapy’s Role in Wound Management 
The profession of occupational therapy is grounded in the principle that participation in meaningful and 
relevant life activities leads to life satisfaction, longevity, health, and wellness (AOTA, 2014b; Christiansen, 
2011). The ability to actively pursue and participate in desired life tasks and activities can be altered 
temporarily or for sustained periods due to the presence of a significant or chronic wound. In addition, 
according to Sleight et al. (2016) and the Braden Scale wound risk assessment tool (Kring, 2007), dimin-
ished engagement in activity and mobility are considered risk factors for pressure ulcer–type wounds. 

Occupational therapy practitioners1 working in this area combine an understanding of the benefits of par-
ticipation in everyday activities; the mechanism and progression of acute and chronic wound healing and 
management; overall impact of related body functions and structures; and contribution of mental health to 
well-being as they address the expressed needs of the client. Through their understanding and apprecia-
tion of the transactional relationship between client factors, including body functions and body structures, 
as well as performance skills and performance patterns, and occupations, an occupational therapy practi-
tioner may focus on the wound itself as part of the overall intervention plan to prevent or reduce possible 
resultant occupational dysfunction (AOTA, 2014b). 

Following a plan of care established by an occupational therapist and as allowed by federal and state reg-
ulations and third-party payer requirements, and within each practitioner’s level of competence and scope   
of practice (AOTA, 2014c, 2015a), the occupational therapy practitioner can provide interventions, includ-
ing the following targeted preparatory methods (AOTA, 2014b): 

• Application of clean dressings using the principles of moist wound care with both exudating and non-
exudating wounds; 

• Application of wound closure strips; 

• Removal of sutures and wound closure strips; 

• Monitoring of wound status; 

• Mechanical debridement using forceps, cotton-tipped applicators, wet-to-dry dressings, and pulsed 
lavage; 

• Sharp debridement using scalpel or scissors to remove denatured tissue; 

• Application of appropriate topical agents to facilitate wound healing and debridement; 

• Application of silver nitrate for reduction of hypertrophic granulation tissue; 

• Application of enzymatic agents (e.g., collagenase) for debridement; 

• Application of negative pressure wound therapy; 

• Application of physical agent modalities such as whirlpool, electrical stimulation, and ultrasound; 

1When the term occupational therapy practitioner is used in this document, it refers to both occupational therapists and occupational 
therapy assistants (AOTA, 2015b). Occupational therapists are responsible for all aspects of occupational therapy service delivery and 
are accountable for the safety and effectiveness of the occupational therapy service delivery process. Occupational therapy assistants 
deliver occupational therapy services under the supervision of and in partnership with an occupational therapist (AOTA, 2014a). 
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• Education of clients and caregivers in techniques for donning and doffing pressure garments to manage 
swelling; and 

• Use of specialized techniques for the management of upper-extremity lymphedema. 

This care may be offered as part of a team approach to intervention or in collaboration with the referring 
physician. In addition, occupational therapy practitioners may provide modifications and accommoda-
tions to the occupation, environment, and context while the wound is healing. For example, education 
and adaptive equipment can allow a client to assist with or perform dressing changes, basic activities of 
daily living (ADLs), instrumental activities of daily living (IADLs), and tasks within all other areas of 
occupation. 

Occupational therapy practitioners also are skilled in the prevention of wounds for people with various 
acute and chronic conditions such as SCIs, burns, lymphedema, cancer, diabetes, hand injuries, and other 
sensory and mobility impairments. In these cases, individual attention is given to the client’s health status, 
environment and context, patterns of activity, and lifestyle choices as part of an overall plan to maintain 
skin integrity. Some interventions focus on the client (persons, groups, and populations), others address 
the way activities are performed, and still others seek to change the context or environment that surrounds 
the client and influences performance. Interventions may focus on treatment of the actual wound, treat-
ment of the resulting dysfunction, or prevention of the wound from occurring. 

The following are examples of types of interventions and intervention approaches used in the delivery of 
occupational therapy services: 
• Restore habits and routines: Disruptions to habits and routines by changes in client factors, performance 

skills and the context and environment can interfere with the quality and ease of completing daily activi-
ties. Occupational therapy practitioners can offer substitutes and adaptations for habits or can work with 
a client on establishing new habits to mitigate the impact of chronic or acute wounds. 

• Prevent loss of roles: Roles define behaviors and activities in which the client expects to engage on a daily 
basis. Changes to client factors, skills, and the environment as a result of a wound negatively affect role 
execution and lead to occupational dysfunction. Occupational therapy practitioners can suggest modi-
fications and adaptations to the activities required to continue with roles as part of an intervention plan. 

• Prevent occurrence of wounds: Occupational therapy practitioners can position the body to alleviate points 
of pressure, including positioning techniques to ensure postural alignment, distribution of weight, bal-
ance, and stability. Practitioners can recommend support surfaces, such as specialized beds and cus-
tomized wheelchairs, cushions, and seating systems, and can also work with clients to identify ways 
to incorporate recommended prevention measures into their ongoing daily routines. These measures 
include pressure-relief activities (techniques and frequency) and pressure redistribution equipment such 
as tilt-in-space wheelchairs and seat cushions. 

• Modify context and environment: Occupational therapy practitioners work to address the physical and 
social environments and personal context of the client that are changed by a wound or that must change 
to accommodate changes in abilities. For example, a client with an SCI may not be able to use his power 
wheelchair in the community due to a pressure ulcer on his ischial tuberosity that requires him to stay 
in a prone position. An occupational therapist can make suggestions for changes to his immediate 
environment, including adaptive body positioning and changes to his computer setup that allow him to 
continue to work as a computer programmer from his home office. 

• Fabricate or provide orthotic devices: Occupational therapy practitioners can fabricate or provide orthotic 
devices to help protect healing structures, prevent deformity, and secure dressings. 

• Educate about techniques: Occupational therapy practitioners can educate clients and caregivers in skin 
care techniques, including moisture control and dry skin prevention; in precautions and safety tech-
niques for all areas of occupation; and in transfer techniques to minimize risk of skin tears. 

The American Journal of Occupational Therapy 
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In addition, occupations and activities are designed and provided to engage the client in tasks that are 
meaningful and relevant and that support the mind, body, and spirit. Skilled selection of appropriate 
activities will minimize the detrimental effects of physical inactivity; loss of habits, roles, and routines; and 
social isolation that may result from the presence of wounds (AOTA, 2014b). Activities selected should 
always hold meaning and have purpose to the client and can include things such as community outings, 
shopping, socializing, homemaking, care of others, and pet care. 

Occupational therapy practitioners recognize that, in addition to neuromusculoskeletal concerns, clients 
experiencing wounds also may exhibit diminished sense of self and self-efficacy, anxiety, and depression 
that interfere with their ability to manage currently existing wounds or participate in relevant daily occu-
pations. Individuals who currently do not present with a wound may be at risk due to various lifestyle 
choices or environmental situations. Practitioners engage the qualities of their personality; verbal and non-
verbal communication; listening skills; and empathy to encourage, facilitate, and motivate clients as they 
seek and achieve personal health, wellness, and occupational participation (AOTA, 2014b). Practitioners 
consider the contextual issues that affect availability and choice with regard to wound care methods and 
access to tools. Advocacy efforts are initiated by practitioners as appropriate to prevent and treat wounds 
when individuals are faced with these concerns. 

Cultural issues are also considered in the course of occupational therapy intervention. The impact of beliefs 
and choices is considered and integrated as part of the holistic approach to treatment. For example, parents 
may prefer that only organic debridement agents be used on their child’s wound. An occupational therapy 
practitioner who is aware of this decision may advocate for the family through a team conference in which 
a discussion about the use of autolytic debrident versus pharmaceutical agents can take place. In another 
example, a male family member can be instructed in techniques for changing a dressing for an older man 
who is uncomfortable with several different home health care providers caring for the wound on his sacrum. 

Education 
Occupational therapy practitioners are knowledgeable in the areas of human biology and physiology and 
treatment methods and interventions used as part of wound management. According to the Accreditation 
Council on Occupational Therapy Education’s Standards (ACOTE, 2012), occupational therapists and occu-
pational therapy assistants must demonstrate knowledge and understanding of the structure and function 
of the human body to include the biological and physical sciences. They select and provide interventions 
and procedures to enhance safety, health and wellness, and performance in all areas of occupation (i.e., 
ADLs, IADLs, work, play, leisure, social participation, education, rest, and sleep). In addition, occupational 
therapy practitioners provide development, remediation, and compensation for physical, mental, cogni-
tive, perceptual, sensory function, neuromuscular, and behavioral skills and are able to design, fabricate, 
apply, fit, and train in assistive technologies and devices (e.g., electronic aids to daily living, seating and 
positioning systems) used to enhance occupational performance and foster participation. Occupational 
therapy practitioners are able to demonstrate safe and effective application of superficial thermal and me-
chanical modalities as a preparatory measure to manage pain and improve occupational performance. 

Occupational therapy practitioners who are interested in working with individuals with chronic or acute 
wounds are able to participate in continuing professional development activities that specifically target the 
properties or causes of wounds and wound care techniques. Educational programs targeting health care 
professionals are available through various companies and organizations. 

Ethical Considerations 
The Occupational Therapy Code of Ethics (2015) (AOTA, 2015a) provides principles that guide safe and com-
petent professional practice in all areas, including wound management. It is the professional and ethical 
responsibility of occupational therapy practitioners to provide services only within each practitioner’s 
level of competence and scope of practice. The Code of Ethics establishes principles that guide safe and 
competent professional practice and that must be applied when providing care to clients with wounds. 
Practitioners should refer to the relevant principles from the most current Code and comply with state and 
federal regulatory requirements. 
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Table 1 presents case examples of occupational therapy’s role in wound management. 

Table 1. Case Examples of Occupational Therapy’s Role in Wound Management 

Geneva 

Client and Background Geneva, age 68, was referred to an OT specializing in hand rehabilitation following an extensive palmar fasciot-

omy resulting from progressive Dupuytren’s contracture. A full-thickness skin graft harvested from her volar 

wrist/forearm was used to close a full thickness wound on the volar surface of the small finger proximal 

phalanx and palm that sustained extensive loss of tissue due to long-standing MP and PIP contracture. At the 

time of the initial occupational therapy evaluation, about 4 days post surgery, it was noted that the donor site 

(about 2 cm by 5 cm) was left to heal by secondary intention. Physician orders called for the initiation of a 

moist wound care regimen following removal of the postsurgical dressing. 

Evaluation and Findings Evaluation included the gathering of information for the occupational profile (AOTA, 2017) and the use of assessment 

tools to determine the status of various client factors and performance skills as part of the analysis of occu-

pational performance (AOTA, 2014b). A thorough assessment of the wound was also completed. Following 

a saline rinse, the OT visually inspected the wound site and measured it using a disposable tape measure. 

Possible undermining and tunneling were assessed using a sterile cotton swab; no undermining or tunneling 

was found. The depth of the wound (2 mm) was measured with a tongue depressor and tape measure overlay. 

Observation of wound color and exudate indicated a clean red wound with early granulation tissue. Exudate 

was minimal/moderate and clear, as would be expected for this type of donor site. No signs of infection were 

present. Circumferential measurements were taken of the arm just distal and proximal to the wound; when 

compared with the noninvolved side, no significant differences were noted. The measurements served as a 

baseline for levels of edema. An analog pain scale revealed that Geneva had very minimal pain, with a score 

of 2 on a scale of 1–10. 

The COPM was used as an outcome measure and assisted the OT, with input from the client, to determine  

4 goals for treatment: 

1. Return to volunteer activity of delivering meals on wheels within 1 week.

2. Ability to feed and walk family dog within 2 weeks.

3. Ability to complete all self-care activities within 1 week.

4. Return to gardening activities within 3 weeks.

Interventions The OT initiated moist wound care using hydrogel to maintain an appropriately moist environment for granulation 

tissue growth. She covered the wound and hydrogel with semipermeable film dressing to ensure adequate 

oxygenation and minimize the potential for anaerobic bacterial proliferation. A secondary dry gauze dressing 

was applied to protect the film dressing during splint wear and functional tasks. Geneva was instructed to keep 

the dressing in place until her next occupational therapy visit, at which time the wound was reassessed and 

redressed as appropriate. This wound care regimen was administered by the OT and OTA for 2 weeks until 

granulation tissue bed was established. Geneva was then instructed to continue with the program at home. 

To return to her volunteer duties as a Meals on Wheels delivery person, the OT strategized with Geneva with 

regard to options for driving 1 week post surgery. It was determined that Geneva’s husband could drive her 

to the Meals on Wheels kitchen to pick up her meals and consumer list each day but that she would be able 

to carry meals to the homes for delivery. Once her wound was fully epithelized and she was no longer taking 

any medications for pain, her doctor would release her to drive and she could return to independent volun-

teer activities. The OT and Geneva also worked on strategies for pet care and determined that she would be 

independent in feeding her small dog if the dog food container was placed in a more convenient location and 

that she use a smaller scoop to transfer dry kibble from the container to the dog dish. Since her dog was 

also fed one container of moist food per day, it was decided that she would use a butter knife to pierce the 

foil covering vs. attempting to pinch and pull with her affected hand. It was recommended to Geneva that 

she use a large latex glove to cover her hand during all self-care activities to keep her dressing in place and 

clean. She was instructed in an adaptive bra-donning technique to reduce twisting of her forearm during 

donor site healing. About 2 weeks later, moist wound care was discontinued, as the wound had epithelialized 

fully. All initially established occupational therapy intervention goals had been achieved. 

(Continued) 

The American Journal of Occupational Therapy 
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Adam 

Client and Background Adam, age 71, was referred to home health care services following a recent fall, resulting in a pelvic fracture; 

increased BP; and chronic Parkinson’s disease. He was discharged home from the ER with no inpatient 

hospitalization. On admission to home care, a Stage II ischial tuberosity ulcer was discovered. According to 

Adam, he preferred to stay in a recliner during the day and occasionally sleeps there at night if he doesn’t 

“feel strong.” Adam lives with his daughter and son-in-law, both of whom work during the day. Adam 

reported decreased appetite and that family are available to help with bathing if needed. He prefers to wear 

protective undergarments, as he occasionally “cannot get to the toilet in time.” 

Evaluation and Findings During a visit to the home, the OT visually assessed the covered wound (a nurse provided documentation of 

measurements and granulation tissue, and occupational therapy documentation described the type of wound 

and dressing present). The nurse and OT collaborated to determine whether the wound dressing was appro-

priate for Adam to shower. A hydrocolloid dressing was recommended to the doctor to allow a moist healing 

environment but provide a waterproof seal to allow bathing and prevent contamination. On further visual 

assessment of skin integrity and evaluation of clinical factors (i.e., decreased mobility with prolonged sitting, 

occasional incontinence with moistness leading to potential maceration, and decreased nutrition due to poor 

meal planning), the OT noted 2 additional reddened areas over bony prominences on the coccyx. In addition, 

Adam presented with decreased pain awareness and fragile skin due to decreased weight, which contributed   

to pressure ulcer formation. The OT consulted with the nurse case manager to discuss a recommendation 

for a nutritionist consult, for which the nurse followed up and received from the doctor. 

The COPM (Law et al., 2014) was administered to Adam as part of the occupational profile (AOTA, 2017) component   

of the occupational therapy evaluation. It was learned that prior to his fall, Adam enjoyed spending time on 

his front porch and talking with the neighborhood children on their way home from school. He also enjoyed 

playing card games such as gin rummy. It was also learned that he has a Chihuahua that he cared for inde-

pendently before his fall and that he was carrying the dog when he tripped on a throw rug in the living room. 

Adam and his OT determined that it would be beneficial for him to resume several of his previous activity routines 

in an effort to improve his mood, maintain his overall cardiovascular health, and improve his appetite. 

Interventions Although the home care nurse initially provided the direct application of the hydrocolloid dressing to the Stage II 

ulcer and monitored the wound status with photographs and diagrams, the OT was imperative in the wound 

care. As the wound began epithelialization, the dressing changes were reduced to every 4 days, and the nurse 

instructed the family in proper application, which the OT was able to reinforce during the performance of 

bathing. The OT instructed Adam and his caregivers on the effects of prolonged pressure, shear forces, friction, 

and incontinence on the development of future ulcers and prevention of healing in the current ulcer. Bathing and 

toileting were addressed for thoroughness of drying skin as well as techniques for self-inspection. A toileting 

routine was established. Pressure relief was addressed (Adam and his caregivers were instructed on changing 

position every hour, and a pressure redistribution device was introduced for the recliner). Adequate nutrition 

needs (to assist with healing) were met after meal preparation alternatives were addressed with Adam, his 

caregivers, and a nutritionist. 

Adam and his OT worked with his family members to bring a supportive chair to the front porch in which he 

could sit during the day as he did prior to his injury. A gate was also placed on the entry to the porch to 

ensure that his dog could not leave the porch unexpectedly. As a result, Adam was able to enjoy several 

hours a day in the sunshine and talk with the neighborhood children as had been his routine. A small table 

was also provided that fit over his lap and allowed him to play card games with his family and friends when 

he was outside. The OT also completed a full safety check of the areas of the home that he frequented to 

ensure that there were no trip or fall hazards remaining. His family agreed to remove the throw rug that 

caused his fall. 

The wound was considered healed after full epithelialization, and as the last health care professional involved, 

the OT completed proper Medicare documentation and staging of the healed wound. 

Table 1. Case Examples of Occupational Therapy’s Role in Wound Management (cont.) 

(Continued) 
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Tanner 

Client and Background Tanner, age 10, qualifies for special education services at school due to multiple impairments (e.g., orthopedic, 

cognitive, visual). As a result of a disability, Tanner is not able to independently change his position to relieve 

pressure points created by the gravitational pull on his body in any position. Tanner is supported with a 

customized wheelchair for mobility, adapted stander, and adaptive seating in the school setting to facilitate 

his highest level of participation in instructional activities. Tanner is recovering from a medical intervention to 

address a pressure area. 

Evaluation and Findings Occupational therapy services evaluated Tanner’s participation at school using observation, parent and teacher 

interviews, and the School Function Assessment (SFA) (Coster, Deeney, Haltiwanger, & Haley, 2008). From 

the evaluation process, it was determined that Tanner required alternative positioning options at school to 

facilitate his highest level of functional participation in the instructional activities presented in this setting. 

Additionally, the classroom personnel required training on the necessity to provide Tanner with a daily 

schedule for change in position to facilitate healing of the pressure area. 

Interventions The OT provided training for the classroom personnel on how to transfer and position Tanner in the various 

positioning options provided in the classroom and the functional performance they should expect from 

Tanner in each option. The OT also collaborated with the classroom teacher to develop a daily positioning 

schedule for Tanner while at school that not only facilitated function in the setting but also provided Tanner 

with continuity of his typical routines and classroom roles as well as a change in position at least every hour. 

The frequency of positional changes at school was determined in consultation with Tanner’s orthopedic 

surgeon, who is medically managing the pressure area healing process. 

Briana 

Client and Background Brian, age 36, had a complete SCI at the T-8 level 2 years ago as a result of motor vehicle crash. He lives alone 

and uses a manual wheelchair for mobility. He drives a vehicle adapted with hand controls. He has been 

employed as a computer programmer and has had a history of pressure injuries for the past year. Currently, 

he is admitted to the hospital for a UTI and a Stage 3 pressure ulcer on his left ischial tuberosity. 

Evaluation and Findings The rehabilitation team worked with the hospital urologist to determine the cause of Brian’s recurrent UTIs. 

Brian uses intermittent catheterization and may not have always used the safest techniques. The team also 

reviewed Brian’s pressure ulcer history. The pressure ulcer was cultured and treated according to the hos-

pital’s protocol, which may include dressings, whirlpool, vacuum-assisted closure, or surgery. Brian remains 

prone as much as possible while in the hospital. The OT evaluated Brian’s ability to participate in bladder 

management and work. All equipment pertaining to seating (e.g., wheelchair, cushion) was evaluated for 

appropriateness, condition, and effectiveness. Pressure mapping may be necessary to find a wheelchair 

pressure redistribution device that helps reduce the risk of pressure injuries. 

Interventions The OT reviewed with Brian strategies for reducing infection during intermittent catheterization. She discussed 

strategies for continued engagement in work and leisure tasks while he is hospitalized in the prone position. 

If necessary, Brian’s wheelchair will be modified or replaced (if finances are available). Brian will participate 

in group and individual pressure ulcer prevention and management education sessions and will be provided 

with a home program to follow. Brian will be instructed on managing the ulcer (surgical site if he had sur-

gery) with dressings and pressure redistribution (weight shifts if he is allowed to sit) during sitting or lying in 

bed, on nutrition, on transfers, and on sitting tolerance. Home and work site visits are recommended to help 

Brian identify situations that may be contributing to his recurrent pressure injuries. He may be referred for 

home health services while the ulcer heals. 

Note. BP = blood pressure; COPM = Canadian Occupational Performance Measure; ER = emergency room; MP = metacarpophalangeal;   

OT = occupational therapist; OTA = occupational therapy assistant; PIP = proximal interphalangeal; SCI = spinal cord injury; SFA = School 

Functional Assessment; UTI = urinary tract infection. 
aThe case study on Brian was contributed by Susan L. Garber, MA, OTR, FAOTA, FACRM. 

Table 1. Case Examples of Occupational Therapy’s Role in Wound Management (cont.) 
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Policy E.18: Interventions to Support Occupations 
Purpose 

• AOTA asserts that interventions to support occupations including but not limited to physical agent
modalities (PAMs), dry needling, and other techniques may  be used in preparation for, or
concurrently with occupations and activities or interventions that ultimately enhance a client’s
engagement in occupation.

• Occupational therapists and occupational therapy assistants are members of interdisciplinary
teams and require access to provide interventions necessary to support client care. Loss of care
provided or referral to other providers for specific techniques may compromise or restrict consumer
access to occupational therapy services and could result in duplication of services and increased
costs of care.

• Clinical research on intervention effectiveness in occupational therapy for new and emerging
techniques should not be limited by restrictions on practice to provide responsive care as health
conditions and health care technologies continue to evolve.

• Occupational therapy practitioners, as experts in various areas of practice, are placed at a
disadvantage when there is not a defined policy or guidance for the use of existing and emerging
interventions to support occupations.

Policy 

1. Interventions to support occupations, including but not limited to PAMs, are utilized by occupational therapy
practitioners as part of occupation-based practice. Use of these techniques is designed to prepare the
client for occupational performance to support clients’ engagement and independent participation in
meaningful occupations (e.g., ADLs, IADLs).

2. Interventions to support occupations should not be used in isolation or in the absence of occupation-based
assessment and intervention.

3. Use of interventions to support occupations may include the application of PAMs, mechanical modalities,
instrument-assisted (manual) modalities (e.g., dry needling), and other new and emerging techniques. It is
important to differentiate that little or no published evidence for new and emerging techniques does not
equate to a lack of effectiveness. It is an indicator that further research is needed.

4. In the case of new and emerging techniques in which there is not a strong body of evidence, it is essential
that practitioners fully disclose the benefits, risks, and potential outcomes of an intervention and reasonable
alternatives. Informed consent should be obtained after disclosing information and answering questions to
ensure autonomous and voluntary participation in the treatment plan or research study.

5. Decisions on whether to continue or discontinue use of new and emerging techniques should be based on
professional reasoning and outcomes including documented progress toward clients’ goals to ensure the
client is receiving benefit to engage and participate in meaningful occupation.

6. Interventions to support occupations may not be entry-level skills and may require advanced training and/or
certification. New treatment techniques and interventions are routinely developed based on currently
available evidence. Practitioners are responsible formaintaining their awareness of these developments as
well as their competency in the safe and effective application of new treatment approaches.

7. States vary in the inclusion of interventions to support occupations within the defined scope of practice and
requirements for training and continuing education for these techniques. There is no consensus from state
to state on the minimum standards for evaluating competency or certification in the use of interventions to
support occupations.

https://aota.org
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8. Some states have additional regulatory requirements for demonstrating competence beyond entry-level
education and for specific types of PAMs. Occupational therapy practitioners need to be aware of and
comply with these requirements, which may include, but are not limited to, continuing professional
education, institution-specific procedures for ascertaining service competence, and supervised contact
hours by a qualified practitioner in the respective state.

9. Competency is outlined by standards of conduct in the Occupational Therapy Code of Ethics. It is the
responsibility of occupational therapy personnel to maintain credentials, licenses, and other certifications to
develop, demonstrate, and maintain competent, evidence-based practice and supervision requirements.

10. Occupational therapy practitioners should review continuing education and advanced certification courses
in advance to ensure quality and alignment with state and site/facility specific law, regulation, policy and
requirements prior to participation and application of any techniques with clients.

11. Occupational therapy assistants may utilize PAMs and other interventions to support occupations with
appropriate supervision in accordance with local and state policies, rules, and regulations.

Resources 

American Occupational Therapy Association. (2020). AOTA 2020 occupational therapy code of ethics. 
American Journal of Occupational Therapy, 74(Suppl. 3), 7413410005. 
https://doi.org/10.5014/ajot.2020.74S3006 

American Occupational Therapy Association. (2020). Occupational therapy practice framework: Domain and 
process (4th ed.). American Journal of Occupational Therapy, 74(Suppl. 2), 7412410010. 
https://doi.org/10.5014/ajot.2020.74S2001 

Approval Date: 4/2023 
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Occupational Therapy Scope of Practice 

Statement of Purpose 

The purpose of this document is to 

A. Define the scope of practice in occupational therapy by 

1. Delineating the domain of occupational therapy practice and services provided by 

occupational therapists and occupational therapy assistants, 

2. Delineating the dynamic process of occupational therapy evaluation and intervention 

services used to achieve outcomes that support the participation of clients1 in everyday 

life occupations, and 

3. Describing the education and certification requirements needed to practice as an occu-

pational therapist and occupational therapy assistant; 

B. Provide a model definition of occupational therapy to promote uniform standards and pro-

fessional mobility across state occupational therapy statutes and regulations; and 

C. Inform consumers, health care providers, educators, the community, funding agencies, 

payers, referral sources, and policymakers regarding the scope of occupational therapy. 

Introduction 

The occupational therapy scope of practice is based on 

the American Occupational Therapy Association (AOTA) 

documents Occupational Therapy Practice Framework: 

Domain and Process (4th ed.; AOTA, 2020c) and the 

Philosophical Base of Occupational Therapy (AOTA, 

2017), which states that “the use of occupation to pro-

mote individual, family, community, and population 

health is the core of occupational therapy practice, edu-

cation, research, and advocacy” (p. 1). Occupational 

therapy is a dynamic and evolving profession that is 

responsive to consumer and societal needs, to system 

changes, and to emerging knowledge and research. 
Although this document may be a resource to use 

with state statutes and regulations that govern the prac-

tice of occupational therapy, it does not supersede 

existing laws and other regulatory requirements. 

1
“The clients of occupational therapy are typically classified as persons (including those involved in care of a client), groups (collections of individu-

als having shared characteristics or a common or shared purpose; e.g., family members, workers, students, people with similar interests or occupa-
tional challenges), and populations (aggregates of people with common attributes such as contexts, characteristics, or concerns, including health 
risks)”; Scaffa & Reitz, 2014, as quoted in AOTA, 2020c, p. 2). 
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Occupational therapists and occupational therapy assis-

tants are required to abide by relevant statutes and 

regulations when providing occupational therapy serv-

ices. State statutes and other regulatory requirements 

typically include statements about educational require-

ments to be eligible for licensure as an occupational 

therapy practitioner, procedures to practice occupational 

therapy legally within the defined area of jurisdiction, the 

definition and scope of occupational therapy practice, 

and supervision requirements for occupational therapy 

assistants. 

It is the position of AOTA that a referral is not required 

for the provision of occupational therapy services; how-

ever, laws and payment policies generally affect 

referrals for such services. AOTA’s position  is  also  that  

“an occupational therapist accepts and responds to 

referrals in compliance with state or federal laws, other 

regulatory and payer requirements, and AOTA doc-

uments” (AOTA, 2015b, Standard II.2, p. 3). State laws 

and other regulatory requirements should be viewed as 

minimum criteria to practice occupational therapy. A 

Code of Ethics and related standards of conduct ensure 

safe and effective delivery of occupational therapy 

services (AOTA, 2020a). Policies of payers such as pub-

lic and private insurance companies also must be 

followed. 

Occupational therapy services may be provided by 

two levels of practitioners: (1) the occupational therapist 

and (2) the occupational therapy assistant, as well as 

by occupational therapy students under appropriate 

supervision (AOTA, 2018). Occupational therapists 

function as autonomous practitioners, are responsible 

for all aspects of occupational therapy service delivery, 

and are accountable for the safety and effectiveness of 

the occupational therapy service delivery process. 

The occupational therapy assistant delivers occupa-

tional therapy services only under the supervision of and 

in partnership with the occupational therapist (AOTA, 

2020b). When the term occupational therapy practi-

tioner is used in this document, it refers to both 

occupational therapists and occupational therapy 

assistants (AOTA, 2015a). 

Definition of Occupational Therapy 

The Occupational Therapy Practice Framework: 

Domain and Process (4th ed.; AOTA, 2020c) defines 

occupational therapy as 

therapeutic use of everyday life occupations with persons, groups, or 
populations (i.e., clients) for the purpose of enhancing or enabling partic-
ipation. Occupational therapy practitioners use their knowledge of the 
transactional relationship among the client, their engagement in valu-
able occupations, and the context to design occupation-based interven-
tion plans. Occupational therapy services are provided for habilitation, 
rehabilitation, and promotion of health and wellness for clients with dis-
ability- and non–disability-related needs. Services promote acquisition 
and preservation of occupational identity for those who have or are at 
risk for developing an illness, injury, disease, disorder, condition, 
impairment, disability, activity limitation, or participation restriction. 
(p. 80) 

Exhibit 1 contains the model definition of occupational 

therapy for the AOTA (2021) Model Occupational 

Therapy Practice Act in a format that will be used to 

assert the scope of practice of occupational therapy for 

state regulation. States are encouraged to adopt this 

language in their practice acts because it reflects 

the contemporary occupational therapy scope of 

practice. 

Scope of Practice: Domain 
and Process 

The scope of practice includes the domain and process 

of occupational therapy services. These two concepts 

are intertwined, with the domain (Exhibit 2) defining 

the focus of occupational therapy and the process 

(Exhibit 3) defining the delivery of occupational 

therapy. 

The domain of occupational therapy includes the 

everyday life occupations that people find meaningful 

and purposeful; aspects of the domain are presented in 

Exhibit 2. Within this domain, occupational therapy serv-

ices enable clients to participate in their everyday life 

occupations in their desired roles, contexts, and life 

situations. 

Clients may be persons, groups, or populations. 

The domain of occupational therapy consists of the 

following occupations in which clients engage 

throughout the life course (AOTA, 2020c, pp.  30–34, 

Table 2): 

POSITION STATEMENT 
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 ADLs (activities oriented toward taking care of one’s 

own  body  and  completed on a  routine basis;  e.g.,  

bathing, feeding, dressing) 

 IADLs (activities to support daily life within the home 

and community that often require complex interac-

tions; e.g., household management, financial manage-

ment, child care) 

 Health management (activities related to developing, 

managing, and maintaining health and wellness rou-

tines, including self-management, with the goal of 

improving or maintaining health to support participa-

tion in other occupations; e.g., medication manage-

ment, social and emotional health promotion and 

maintenance) 

 Rest and sleep (activities relating to obtaining restor-

ative rest and sleep, including identifying the need for 

rest and sleep, preparing for sleep, and participating in 

rest and sleep) 

 Education (activities needed for learning and partici-

pating in the educational environment) 

 Work (activities for engaging in employment or volun-

teer activities with financial and nonfinancial benefits) 

 Play (activities that are intrinsically motivated, inter-

nally controlled, and freely chosen) 

 Leisure (nonobligatory and intrinsically motivated 

activities during discretionary time) 

 Social participation (activities that involve social inter-

action with others and support social interdepen-

dence). 

Within their domain of practice, occupational thera-

pists and occupational therapy assistants consider the 

repertoire of occupations in which the client engages, 

the contexts influencing engagement, the performance 

patterns and skills the client uses, the demands of the 

occupation, and the client’s body functions and struc-

tures. Occupational therapy practitioners use their 

knowledge and skills, including therapeutic use of self, to 

help clients conduct or resume daily life occupations that 

support function and health throughout the lifespan. Par-

ticipation in occupations that are meaningful to the client 

involves emotional, psychosocial, cognitive, and physical 

aspects of performance. Participation in meaningful 

occupations enhances health, well-being, and life 

satisfaction. 

The domain of occupational therapy practice com-

plements the World Health Organization’s (2008) 

conceptualization of participation and health articu-

lated in the International Classification of Functioning, 

Disability and Health (ICF). Occupational therapy 

incorporates the basic constructs of the ICF, including 

context, participation, activities, and body structures and 

functions, in interventions to enable full participation in 

occupations and maximize occupational engagement. 

The process of occupational therapy refers to the 

delivery of services and includes evaluating, intervening, 

and targeting of outcomes, as detailed in Exhibit 3. 

Occupation remains central to the occupational therapy 

process, which is client centered, involving collaboration 

with the client throughout each aspect of service deliv-

ery. There are many service delivery approaches, 

including direct (e.g., providing individual services in per-

son, leading a group session, interacting with clients and 

families through telehealth systems) and indirect (serv-

ices on the client’s behalf; e.g., consultation to teachers, 

multidisciplinary teams, and community planning agen-

cies), and services can be delivered at the person, 

group, or population level. This process includes the fol-

lowing key components: 

 Evaluation and intervention may address one or more 

aspects of the domain that influence occupational 

performance. 
 During the evaluation, the occupational therapist 

develops an occupational profile; analyzes the client’s 

ability to carry out everyday life activities; and deter-

mines the client’s occupational needs, strengths, bar-

riers to participation, and priorities for intervention. 
 Intervention includes planning and implementing occu-

pational therapy services, including education and 

training, advocacy, group interventions, and virtual 

interventions. The occupational therapist and occupa-

tional therapy assistant in partnership with the client 

use occupation-based theories, frames of reference, 

evidence, and clinical reasoning to guide the interven-

tion (AOTA, 2020c). 
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Exhibit 1. Definition of Occupational Therapy for Use in State Regulations 

The practice of occupational therapy means the therapeutic use of everyday life occupations with persons, groups, or 
populations (clients) to support occupational performance and participation. Occupational therapy practice includes clinical 
reasoning and professional judgment to evaluate, analyze, and diagnose occupational challenges (e.g., issues with client 
factors, performance patterns, and performance skills) and provide occupation-based interventions to address them. 
Occupational therapy services include habilitation, rehabilitation, and the promotion of physical and mental health and 
wellness for clients with all levels of ability-related needs. These services are provided for clients who have or are at risk 
for developing an illness, injury, disease, disorder, condition, impairment, disability, activity limitation, or participation 
restriction. Through the provision of skilled services and engagement in everyday activities, occupational therapy 
promotes physical and mental health and well-being by supporting occupational performance in people with, or at risk of 
experiencing, a range of developmental, physical, and mental health disorders. 

The practice of occupational therapy includes the following components: 
A. Evaluation of factors affecting activities of daily living (ADLs), instrumental activities of daily living (IADLs), health man-

agement, rest and sleep, education, work, play, leisure, and social participation, including 
1. Contexts (environmental and personal factors) and occupational and activity demands that affect performance 
2. Performance patterns, including habits, routines, roles, and rituals 
3. Performance skills, including motor skills (e.g., moving oneself or moving and interacting with objects), process 

skills (e.g., actions related to selecting, interacting with, and using tangible task objects), and social interaction skills 
(e.g., using verbal and nonverbal skills to communicate) 

4. Client factors, including body functions (e.g., neuromuscular, sensory, visual, mental, psychosocial, cognitive, pain 
factors), body structures (e.g., cardiovascular, digestive, nervous, integumentary, genitourinary systems; structures 
related to movement), values, beliefs, and spirituality. 

B. Methods or approaches to identify and select interventions, such as 
1. Establishment, remediation, or restoration of a skill or ability that has not yet developed, is impaired, or is in decline 
2. Compensation, modification, or adaptation of occupations, activities, and contexts to improve or enhance 

performance 
3. Maintenance of capabilities to prevent decline in performance in everyday life occupations 
4. Health promotion and wellness to enable or enhance performance in everyday life activities and quality of life 
5. Prevention of occurrence or emergence of barriers to performance and participation, including injury and disability 

prevention 
C. Interventions and procedures to promote or enhance safety and performance in ADLs, IADLs, health management, rest 

and sleep, education, work, play, leisure, and social participation, for example, 
1. Therapeutic use of occupations and activities 
2. Training in self-care, self-management, health management (e.g., medication management, health routines), home 

management, community and work integration, school activities and work performance 
3. Identification, development, remediation, or compensation of physical, neuromusculoskeletal, sensory–perceptual, 

emotional regulation, visual, mental, and cognitive functions; pain tolerance and management; praxis; developmen-
tal skills; and behavioral skills 

4. Education and training of persons, including family members, caregivers, groups, populations, and others 
5. Care coordination, case management, and transition services 
6. Consultative services to persons, groups, populations, programs, organizations, and communities 
7. Virtual interventions (e.g., simulated, real-time, and near-time technologies, including telehealth and mobile 

technology) 
8. Modification of contexts (environmental and personal factors in settings such as home, work, school, and commu-

nity) and adaptation of processes, including the application of ergonomic principles 
9. Assessment, design, fabrication, application, fitting, and training in seating and positioning, assistive technology, 

adaptive devices, and orthotic devices, and training in the use of prosthetic devices 
10. Assessment, recommendation, and training in techniques to enhance functional mobility, including fitting and man-

agement of wheelchairs and other mobility devices 
11. Exercises, including tasks and methods to increase motion, strength, and endurance for occupational participation 
12. Remediation of and compensation for visual deficits, including low vision rehabilitation 
13. Driver rehabilitation and community mobility 
14. Management of feeding, eating, and swallowing to enable eating and feeding performance 

(Continued) 
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 The outcomes of occupational therapy intervention 

are directed toward “achieving health, well-being, 

and participation in life through engagement in 

occupations” (AOTA, 2020c, p. 5). Outcomes of 

the intervention determine future actions with the 

client and include occupational performance, 

improvement, enhancement, prevention (of risk 

factors, disease, and disability), health and well-

ness, quality of life, participation, role competence, 

well-being, and occupational justice (AOTA, 

2020c). “Occupational adaptation, or the client’s 

effective and efficient response to occupational 

and contextual demands, is interwoven through all 

of these outcomes” (AOTA, 2020c, p. 26). 

Sites of Intervention and Areas 
of Focus 

Occupational therapy services are provided to clients 

across the life course. Practitioners work in collaboration 

with clients to address occupational needs and issues 

in areas such as mental health; work and industry; 

participation in education; rehabilitation, disability, and 

participation; productive aging; and health and wellness. 

Along the continuum of service, occupational therapy serv-

ices are provided to clients in a variety of settings, such as 

 Institutional (inpatient) settings (e.g., acute care, reha-

bilitation facilities, psychiatric hospitals, community and 

specialty-focused hospitals, nursing facilities, prisons), 

Exhibit 1. Definition of Occupational Therapy for Use in State Regulations (cont'd) 

15. Application of physical agent and mechanical modalities and use of a range of specific therapeutic procedures 
(e.g., wound care management; techniques to enhance sensory, motor, perceptual, and cognitive processing; man-
ual therapy techniques) to enhance performance skills 

16. Facilitating the occupational participation of persons, groups, or populations through modification of contexts (envi-
ronmental and personal) and adaptation of processes 

17. Efforts directed toward promoting occupational justice and empowering clients to seek and obtain resources to 
fully participate in their everyday life occupations 

18. Group interventions (e.g., use of dynamics of group and social interaction to facilitate learning and skill acquisition 
across the life course). 

Source. From American Occupational Therapy Association. (2021). Definition of occupational therapy practice for the AOTA Model Practice Act, p. 1.  Available  at  https:// 
www.aota.org/Advocacy-Policy/State-Policy/Resource-Factsheets.aspx 
Copyright © 2021 by the American Occupational Therapy Association. Used with permission. 

Exhibit 2. Aspects of the Domain of Occupational Therapy 
All aspects of the occupational therapy domain transact to support engagement, participation, and health. This exhibit does not imply 
a hierarchy. 

Occupations Contexts 
Performance 
Patterns 

Performance 
Skills Client Factors 

Activities of daily living (ADLs) 
Instrumental activities of daily 
living (IADLs) 

Health management 
Rest and sleep 
Education 
Work 
Play 
Leisure 
Social participation 

Environmental 
factors 

Personal factors 

Habits 
Routines 
Roles 
Rituals 

Motor skills 
Process skills 
Social interaction 
skills 

Values, beliefs, 
and spirituality 

Body functions 
Body structures 

Source. From American Occupational Therapy Association. (2020). Occupational therapy practice framework: Domain and process (4th ed.). American Journal of Occu-
pational Therapy, 74(Suppl. 2), 7412410010, p. 7. https://doi.org/10.5014/ajot.2020.74S2001 
Copyright © 2020 by the American Occupational Therapy Association. Used with permission. 
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Exhibit 3. Operationalizing the Occupational Therapy Process 
Ongoing interaction among evaluation, intervention, and outcomes occurs throughout the occupational therapy process. 

Evaluation 

Occupational Profile 
• Identify the following: 
8 Why is the client seeking services, and what are the client’s current concerns relative to engaging in occupations and 
in daily life activities? 

8 In what occupations does the client feel successful, and what barriers are affecting their success in desired 
occupations? 

8 What is the client’s occupational history (i.e., life experiences)? 
8 What are the client’s values and interests? 
8 What aspects of their contexts (environmental and personal factors) does the client see as supporting engagement in 
desired occupations, and what aspects are inhibiting engagement? 

8 How are the client’s performance patterns supporting or limiting occupational performance and engagement? 
8 What are the client’s patterns of engagement in occupations, and how have they changed over time? 
8 What client factors does the client see as supporting engagement in desired occupations, and what aspects are inhibit-
ing engagement (e.g., pain, active symptoms)? 

8 What are the client’s priorities and desired targeted outcomes related to occupational performance, prevention, health 
and wellness, quality of life, participation, role competence, well-being, and occupational justice? 

Analysis of Occupational Performance 
• The analysis of occupational performance involves one or more of the following: 
8 Synthesizing information from the occupational profile to determine specific occupations and contexts that need to be 
addressed 

8 Completing an occupational or activity analysis to identify the demands of occupations and activities on the client 
8 Selecting and using specific assessments to measure the quality of the client’s performance or performance deficits 
while completing occupations or activities relevant to desired occupations, noting the effectiveness of performance 
skills and performance patterns 

8 Selecting and using specific assessments to measure client factors that influence performance skills and performance 
patterns 

8 Selecting and administering assessments to identify and measure more specifically the client’s contexts and their 
impact on occupational performance. 

Synthesis of Evaluation Process 
• This synthesis may include the following: 
8 Determining the client’s values and priorities for occupational participation 
8 Interpreting the assessment data to identify supports and hindrances to occupational performance 
8 Developing and refining hypotheses about the client’s occupational performance strengths and deficits 
8 Considering existing support systems and contexts and their ability to support the intervention process 
8 Determining desired outcomes of the intervention 
8 Creating goals in collaboration with the client that address the desired outcomes 
8 Selecting outcome measures and determining procedures to measure progress toward the goals of intervention, which 
may include repeating assessments used in the evaluation process. 

Intervention 

Intervention Plan 
• Develop the plan, which involves selecting 
8 Objective and measurable occupation-based goals and related time frames; 
8 Occupational therapy intervention approach or approaches, such as create or promote, establish or restore, maintain, 
modify, or prevent; and 

8 Methods for service delivery, including what types of intervention will be provided, who will provide the interventions, 
and which service delivery approaches will be used. 

(Continued) 
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 Outpatient settings (e.g., hospitals, clinics, medical 

and therapy offices), 
 Home and community settings (e.g., residences, 

group homes, assisted living, schools, early interven-

tion centers, day care centers, industry and business, 

hospice, homeless shelters, transitional living facilities, 

wellness and fitness centers, community mental health 

facilities, public and private transportation agencies, 

park districts, work sites), and 
 Research facilities. 

Education and Certification 
Requirements 

To practice as an occupational therapist, the individual 

trained in the United States 

 Has graduated from an occupational therapy program 

accredited by the Accreditation Council for Occupa-

tional Therapy Education (ACOTE®; 2018) or prede-

cessor organizations; 

Exhibit 3. Operationalizing the Occupational Therapy Process (cont'd) 

Evaluation 

• Consider potential discharge needs and plans. 
• Make recommendations or referrals to other professionals as needed. 

Intervention Implementation 
• Select and carry out the intervention or interventions, which may include the following: 
8 Therapeutic use of occupations and activities 
8 Interventions to support occupations 
8 Education 
8 Training 
8 Advocacy 
8 Self-advocacy 
8 Group intervention 
8 Virtual interventions. 

• Monitor the client’s response through ongoing evaluation and reevaluation. 

Intervention Review 
• Reevaluate the plan and how it is implemented relative to achieving outcomes. 
• Modify the plan as needed. 
• Determine the need for continuation or discontinuation of services and for referral to other services. 

Outcomes 

Outcomes 
• Select outcome measures early in the occupational therapy process (see the “Evaluation” section of this table) on the 
basis of theirproperties: 
8 Valid, reliable, and appropriately sensitive to change in clients’ occupational performance 
8 Consistent with targeted outcomes 
8 Congruent with the client’s goals 
8 Able to predict future outcomes. 

• Use outcome measures to measure progress and adjust goals and interventions by 
8 Comparing progress toward goal achievement with outcomes throughout the intervention process and 
8 Assessing outcome use and results to make decisions about the future direction of intervention (e.g., continue, mod-
ify, transition, discontinue, provide follow-up, refer for other service). 

Source. From American Occupational Therapy Association. (2020). Occupational therapy practice framework: Domain and process (4th ed.). American Journal of Occu-
pational Therapy, 74(Suppl. 2), 7412410010, p. 16. https://doi.org/10.5014/ajot.2020.74S2001 
Copyright © 2020 by the American Occupational Therapy Association. Used with permission. 
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 Has successfully completed a period of supervised 

fieldwork experience required by the recognized edu-

cational institution where the applicant met the aca-

demic requirements of an educational program for 

occupational therapists that is accredited by ACOTE 

or predecessor organizations; 

 Has passed a nationally recognized entry-level exami-

nation for occupational therapists; and 

 Fulfills state requirements for licensure, certification, or 

registration. 

To practice as an occupational therapy assistant, the 

individual trained in the United States 

 Has graduated from an occupational therapy assistant 

program accredited by ACOTE or predecessor 

organizations; 
 Has successfully completed a period of supervised 

fieldwork experience required by the recognized 

educational institution where the applicant met the 

academic requirements of an educational program 

for occupational therapy assistants that is accredited 

by ACOTE or predecessor organizations; 
 Has passed a nationally recognized entry-level exami-

nation for occupational therapy assistants; and 
 Fulfills state requirements for licensure, certification, or 

registration. 

AOTA supports licensure of qualified occupational 

therapists and occupational therapy assistants (AOTA, 

2016). State and other legislative or regulatory agencies 

may impose additional requirements to practice as occu-

pational therapists and occupational therapy assistants 

in their area of jurisdiction. 
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AGENDA ITEM 7 

CONSIDERATION AND POSSIBLE RECOMMENDATION TO THE BOARD ON 
WHETHER ADVANCED PRACTICE APPROVAL IN HAND THERAPY IS 
REQUIRED TO TREAT CARPAL TUNNEL SYNDROME, REPETITIVE MOTION 
INJURIES, OR FINGER/HAND PAIN, WRIST PAIN OR ELBOW PAIN THAT IS 
NOT DUE TO INJURY OR SURGERY. 

Practice Committee December 8, 2023 

 



2570.2. 
As used in this chapter, unless the context requires otherwise: 
(a) “Appropriate supervision of an aide” means that the responsible occupational 
therapist or occupational therapy assistant shall provide direct in-sight supervision when 
the aide is providing delegated client-related tasks and shall be readily available at all 
times to provide advice or instruction to the aide. The occupational therapist or 
occupational therapy assistant is responsible for documenting the client’s record 
concerning the delegated client-related tasks performed by the aide. 
(b) “Aide” means an individual who provides supportive services to an occupational 
therapist or occupational therapy assistant and who is trained by an occupational 
therapist or occupational therapy assistant to perform, under appropriate supervision, 
delegated, selected client and nonclient-related tasks for which the aide has 
demonstrated competency. An occupational therapist or occupational therapy assistant 
licensed pursuant to this chapter may utilize the services of one aide engaged in client- 
related tasks to assist the occupational therapist or occupational therapy assistant in the 
practice of occupational therapy. The occupational therapist shall be responsible for the 
overall use and actions of the aide. 
(c) “Association” means the Occupational Therapy Association of California or a 
similarly constituted organization representing occupational therapists in this state. 
(d) “Board” means the California Board of Occupational Therapy. 
(e) “Continuing competence” means a dynamic and multidimensional process in which 
the occupational therapist or occupational therapy assistant develops and maintains the 
knowledge, performance skills, interpersonal abilities, critical reasoning, and ethical 
reasoning skills necessary to perform current and future roles and responsibilities within 
the profession. 
(f) “Examination” means an entry level examination for occupational therapists and 
occupational therapy assistants administered by the National Board for Certification in 
Occupational Therapy or by another nationally recognized credentialing body. 
(g) “Good standing” means that the person has a current, valid license to practice 
occupational therapy or assist in the practice of occupational therapy and has not been 
disciplined by the recognized professional licensing or standard-setting body within five 
years prior to application or renewal of the person’s license. 
(h) “Occupational therapist” means an individual who meets the minimum education 
requirements specified in Section 2570.6 and is licensed pursuant to the provisions of 
this chapter and whose license is in good standing as determined by the board to 
practice occupational therapy under this chapter. The occupational therapist is 
responsible for and directs the evaluation process and develops the intervention plan. 
(i) “Occupational therapy assistant” means an individual who is licensed pursuant to the 
provisions of this chapter, who is in good standing as determined by the board, and 
based thereon, who is qualified to assist in the practice of occupational therapy under 
this chapter, and who works under the appropriate supervision of a licensed 
occupational therapist. 

 



(j) “Occupational therapy services” means the services of an occupational therapist or 
the services of an occupational therapy assistant under the appropriate supervision of 
an occupational therapist. 
(k) “Person” means an individual, partnership, unincorporated organization, or 
corporation. 
(l) “Occupational therapy” means the therapeutic use of purposeful and meaningful 
goal-directed activities (occupations) with individuals, groups, populations, or 
organizations, to support participation, performance, and function in roles and situations 
in home, school, workplace, community, and other settings. Occupational therapy 
services are provided for habilitation, rehabilitation, and the promotion of health and 
wellness for clients with disability- and nondisability-related needs or to those who have, 
or are at risk of developing, health conditions that limit activity or cause participation 
restrictions. Occupational therapy services encompass occupational therapy 
assessment, treatment, education, and consultation. Occupational therapy addresses 
the physical, cognitive, psychosocial, sensory-perception and other aspects of 
performance in a variety of contexts and environments to support engagement in 
occupations that affect physical and mental health, well-being, and quality of life. 
Occupational therapy assessment identifies performance abilities and limitations that 
are necessary for self-maintenance, learning, work, and other similar meaningful 
activities. Occupational therapy treatment is focused on developing, improving, or 
restoring functional daily living skills, compensating for and preventing dysfunction, or 
minimizing disability. Through engagement in everyday activities, occupational therapy 
promotes mental health by supporting occupational performance in people with, or at 
risk of experiencing, a range of physical and mental health disorders. Occupational 
therapy techniques that are used for treatment involve teaching activities of daily living 
(excluding speech-language skills); designing or fabricating orthotic devices, and 
applying or training in the use of assistive technology or orthotic and prosthetic devices 
(excluding gait training). Occupational therapy consultation provides expert advice to 
enhance function and quality of life. Consultation or treatment may involve modification 
of tasks or environments to allow an individual to achieve maximum independence. 
Services are provided individually, in groups, or populations. 
(m) “Hand therapy” is the art and science of rehabilitation of the hand, wrist, and 
forearm requiring comprehensive knowledge of the upper extremity and specialized 
skills in assessment and treatment to prevent dysfunction, restore function, or reverse 
the advancement of pathology. This definition is not intended to prevent an occupational 
therapist practicing hand therapy from providing other occupational therapy services 
authorized under this act in conjunction with hand therapy. 
(n) “Physical agent modalities” means techniques that produce a response in soft tissue 
through the use of light, water, temperature, sound, or electricity. These techniques are 
used as adjunctive methods in conjunction with, or in immediate preparation for, 
occupational therapy services. 
(Amended by Stats. 2018, Ch. 490, Sec. 1. (AB 2221) Effective January 1, 2019.) 

 



2570.3. 
(a) A person shall not practice occupational therapy or hold themselves out as an 
occupational therapist or as being able to practice occupational therapy, or to 
render occupational therapy services in this state unless the person is licensed as 
an occupational therapist under the provisions of this chapter. A person shall not 
hold themselves out as an occupational therapy assistant or work as an 
occupational therapy assistant under the supervision of an occupational therapist 
unless the person is licensed as an occupational therapy assistant under this 
chapter. 

(b) Only an individual may be licensed under this chapter. 

(c) This chapter does not authorize an occupational therapist to practice physical 
therapy, as defined in Section 2620; speech-language pathology or audiology, as 
defined in Section 2530.2; nursing, as defined in Section 2725; psychology, as 
defined in Section 2903; marriage and family therapy, as defined in Section 
4980.02; clinical social work, as defined in Section 4996.9; professional clinical 
counseling, as defined in Section 4999.20, educational psychology, as defined in 
Section 4989.14; or spinal manipulation or other forms of healing, except as 
authorized by this section. 

(d) An occupational therapist may provide advanced practices if the occupational 
therapist has the knowledge, skill, and ability to do so and has demonstrated to the 
satisfaction of the board that the occupational therapist has met educational 
training and competency requirements. These advanced practices include the 
following: 

(1) Hand therapy. 

(2) The use of physical agent modalities. 

(3) Swallowing assessment, evaluation, or intervention. 

(e) An occupational therapist providing hand therapy services shall demonstrate to 
the satisfaction of the board that the occupational therapist has completed 
education and training in all of the following areas: 

(1) Anatomy of the upper extremity and how it is altered by pathology. 

(2) Histology as it relates to tissue healing and the effects of immobilization and 
mobilization on connective tissue. 

(3) Muscle, sensory, vascular, and connective tissue physiology. 

(4) Kinesiology of the upper extremity, such as biomechanical principles of 
pulleys, intrinsic and extrinsic muscle function, internal forces of muscles, and the 
effects of external forces. 

(5) The effects of temperature and electrical currents on nerve and connective 
tissue. 
 
(6) Surgical procedures of the upper extremity and their postoperative course. 

 



(f) An occupational therapist using physical agent modalities shall demonstrate to 
the satisfaction of the board that the occupational therapist has completed 
education and training in all of the following areas: 

(1) Anatomy and physiology of muscle, sensory, vascular, and connective tissue 
in response to the application of physical agent modalities. 

(2) Principles of chemistry and physics related to the selected modality. 

(3) Physiological, neurophysiological, and electrophysiological changes that occur 
as a result of the application of a modality. 

(4) Guidelines for the preparation of the client, including education about the 
process and possible outcomes of treatment. 

(5) Safety rules and precautions related to the selected modality. 

(6) Methods for documenting immediate and long-term effects of treatment. 

(7) Characteristics of the equipment, including safe operation, adjustment, 
indications of malfunction, and care. 

(g) An occupational therapist in the process of achieving the education, training, 
and competency requirements established by the board for providing hand therapy 
or using physical agent modalities may practice these techniques under the 
supervision of an occupational therapist who has already met the requirements 
established by the board, a physical therapist, or a physician and surgeon. 

(h) The board shall develop and adopt regulations regarding the educational 
training and competency requirements for advanced practices in collaboration with 
the Speech-Language Pathology and Audiology Board, the Board of Registered 
Nursing, and the Physical Therapy Board of California. 

(i) This chapter does not authorize an occupational therapist to seek reimbursement 
for services other than for the practice of occupational therapy as defined in this 
chapter. 

(j) “Supervision of an occupational therapy assistant” means that the responsible 
occupational therapist shall at all times be responsible for all occupational therapy 
services provided to the client. The occupational therapist who is responsible for 
appropriate supervision shall formulate and document in each client’s record, with 
the occupational therapist’s signature, the goals and plan for that client, and shall 
make sure that the occupational therapy assistant assigned to that client functions 
under appropriate supervision. As part of the responsible occupational therapist’s 
appropriate supervision, the occupational therapist shall conduct at least weekly 
review and inspection of all aspects of occupational therapy services by the 
occupational therapy assistant. 

(1) The supervising occupational therapist has the continuing responsibility to 
follow the progress of each client, provide direct care to the client, and to assure 
that the occupational therapy assistant does not function autonomously. 

 



(2) An occupational therapist shall not supervise more occupational therapy 
assistants, at any one time, than can be appropriately supervised in the opinion 
of the board. Three occupational therapy assistants shall be the maximum 
number of occupational therapy assistants supervised by an occupational 
therapist at any one time, but the board may permit the supervision of a greater 
number by an occupational therapist if, in the opinion of the board, there would 
be adequate supervision and the public’s health and safety would be served. In 
no case shall the total number of occupational therapy assistants exceed three 
times the number of occupational therapists regularly employed by a facility at 
any one time. 

(Amended by Stats. 2022, Ch. 290, Sec. 1. (AB 2671) Effective January 1, 2023.) 

 



§ 4150. Definitions§ 

For the purpose of this article: 
(a) "ACOTE" means the Accreditation Council for Occupational Therapy Education. 
(b) "Post professional education and training" means education and training obtained 
subsequent to the qualifying degree program or beyond current ACOTE standards for 
the qualifying degree program. 
(c) "Contact hour" means sixty (60) minutes of coursework or classroom instruction. 
(d) "Semester unit" means fifteen (15) contact hours. 
(e) "Quarter unit" means ten (10) contact hours. 
(f) "Rehabilitation of the hand, wrist, and forearm" as used in Code section 2570.2(l) 
refers to occupational therapy services performed as a result of surgery or injury to the 
hand, wrist, or forearm. 
(g) "Upper extremity" as used in Code section 2570.3(e) includes education relating to 
the hand, wrist, or forearm. 
(h) "Swallowing" as used in Code section 2570.3 is the passage of food, liquid, or 
medication through the pharyngeal and esophageal phases of the swallowing process. 
(i) "Instrumental evaluation" is the assessment of any aspect of swallowing using 
imaging studies that include, but are not limited to, endoscopy and video fluoroscopy 
(1) "Endoscopic evaluation of swallowing" or "endoscopy" is the process of observing 
structures and function of the swallowing mechanism to include the nasopharynx, 
oropharynx, and hypopharynx. 
(2) "Video fluoroscopic swallowing study" or "video fluoroscopy" is the fluoroscopic 
recording and videotaping of the anatomy and physiology of the oral cavity, pharynx, 
and upper esophagus using a variety of bolus consistencies to assess swallowing 
function. This procedure may also be known as video fluorography, modified barium 
study, oral-pharyngeal motility study and video radiography. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4151. Hand Therapy 

(a) Hand therapy services may be performed only when an occupational therapist has 
demonstrated to the Board in an application filed pursuant to section 4155 that he or 
she has met the post professional education and training requirements established by 
this section as follows: 
(1) Education: Completion of 45 contact hours in the subjects listed in Code section 
2570.3(e), including 30 hours specifically relating to the hand, wrist, and forearm. 
(2) Training: Completion of 480 hours of supervised on-the-job training, clinical 
internship or affiliation, which may be paid or voluntary, pertaining to hand therapy. 
(b) An occupational therapist whose application pursuant to section 4155 provides proof 
of current certification as a Certified Hand Therapist, issued by the Hand Therapy 
Certification Commission, shall be deemed to have met the education and training 
requirements established by this section. 
(c) An occupational therapist providing hand therapy services using physical agent 

 



modalities must also comply with the requirements of section 4152. A maximum of 8 
contact hours and 60 hours of supervised on-the-job training, clinical internship or 
affiliation, paid or voluntary, completed under section 4152 will be credited toward the 
requirements of this section. 
(d) An occupational therapist may provide only those hand therapy services he or she is 
competent to perform. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4152. Physical Agent Modalities 

(a) Physical agent modalities may be used only when an occupational therapist has 
demonstrated to the Board in an application filed pursuant to section 4155 that he or 
she has met the post professional education and training requirements established by 
this section as follows: 
(1) Education: Completion of 30 contact hours in the subjects listed in Code section 
2570.3(f). 
(2) Training: Completion of 240 hours of supervised on-the-job training, clinical 
internship or affiliation, which may be paid or voluntary, pertaining to physical agent 
modalities. 
(b) An occupational therapist whose application pursuant to section 4155 provides proof 
of current certification as a Certified Hand Therapist, issued by the Hand Therapy 
Certification Commission, shall be deemed to have met the education and training 
requirements established by this section. 
(c) An occupational therapist may use only those physical agent modalities he or she is 
competent to use. 

Note: Authority Cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4152.1. Use of Topical Medications 

(a) As used in this section, "topical medications" means medications applied locally to 
the skin or underlying tissue where such medications require a prescription or order 
under federal or state law. The following medications are applicable to the practice of 
occupational therapy and may be used by an occupational therapist: 
(1) Bacteriocidal agents; 
(2) Debriding agents; 
(3) Topical anesthetic agents; 
(4) Anti-inflammatory agents; 
(5) Antispasmodic agents; and 
(6) Adrenocortico-steroids. 
(b) An occupational therapist shall apply or administer topical medications in 
accordance with this subsection. 
(1) Any topical medication applied or administered shall have been ordered on a 
specific or standing basis by a practitioner legally authorized to order or prescribe such 

 



medication pursuant to Business and Professions Code section 2571(a). 
(2) An occupational therapist may administer a topical medication by the use of a 
physical agent modality, only if the occupational therapist is approved by the Board in 
the advanced practice area of physical agent modalities. 
(3) An occupational therapist shall follow written protocols in applying or administering 
topical medications The protocols shall: 
(A) Be prepared by the facility within which the topical medications are being applied or 
administered; 
(B) Be approved by the medical director or equivalent of the facility; 
(C) Include a description of each medication, its actions, its indications and 
contraindications, and the proper procedure and technique for application; 
(D) Require that the administration be consistent with the manufacturer's guidelines for 
any equipment to be used in the administration of the topical medication; and 
(E) Be based on research and evidence-based practice, pharmaceutical standards of 
practice and known desired outcomes. 
(4) Supervision of the application or administration of topical medications by an 
occupational therapy assistant under this section shall be in accordance with Article 9. 
(c) Under no circumstance does this section authorize an occupational therapist or 
occupational therapist assistant to administer a medication via injection. 

Note: Authority cited: Sections 163.5 and 2570.20, Business and Professions Code. 
Reference: Section 2571, Business and Professions Code. 

§ 4153. Swallowing Assessment, Evaluation, or Intervention 

(a) The role of an occupational therapist in instrumental evaluations is to observe 
structure and function of the swallowing mechanism in order to assess swallowing 
capability and determine swallowing interventions. The occupational therapist may not 
perform the physically invasive components of the instrumental evaluation. 
(b) Swallowing assessment, evaluation or intervention may be performed only when an 
occupational therapist has demonstrated to the Board that he or she has met the post 
professional education and training requirements established by this section as follows: 
(1) Education: Completion of 45 contact hours in the following subjects: 
(A) Anatomy, physiology and neurophysiology of the head and neck with focus on the 
structure and function of the aerodigestive tract; 
(B) The effect of pathology on the structures and functions of the aerodigestive tract 
including medical interventions and nutritional intake methods used with patients with 
swallowing problems; 
(C) Interventions used to improve pharyngeal swallowing function. 
(2) Training: Completion of 240 hours of supervised on-the-job training, clinical 
internship or affiliation, which may be paid or voluntary, pertaining to swallowing 
assessment, evaluation or intervention. An occupational therapist in the process of 
completing the training requirements of this section may practice swallowing 
assessment, evaluation or intervention under the supervision of an occupational 
therapist who has been approved under this article, a speech language pathologist with 
expertise in this area, or a physician and surgeon. 

 



(c) An occupational therapist may provide only those swallowing assessment, 
evaluation or intervention services he or she is competent to perform. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4154. Post Professional Education and Training 

(a) Post professional education courses shall be obtained at any of the following: 
(1) College or university degree programs accredited or approved by ACOTE; 
(2) College or university degree programs accredited or approved by the Commission 
on Accreditation in Physical Therapy Education; 
(3) Colleges or universities with Speech and Hearing Programs accredited or approved 
by the Council on Academic Accreditation in Audiology and Speech-Language 
Pathology; 
(4) Any approved provider. To be approved by the Board the provider shall submit the 
following: 
(A) A clear statement as to the relevance of the course to the advanced practice area. 
(B) Information describing, in detail, the depth and breadth of the content covered (e.g., 
a course syllabus and the goals and objectives of the course) particularly as it relates to 
the advanced practice area. 
(C) Information that shows the course instructor's qualifications to teach the content 
being taught (e.g., his or her education, training, experience, scope of practice, licenses 
held, and length of experience and expertise in the relevant subject matter), particularly 
as it relates to the advanced practice area. 
(D) Information that shows the course provider's qualifications to offer the type of course 
being offered (e.g., the provider's background, history, experience, and similar courses 
previously offered by the provider), particularly as it relates to the advanced practice 
area; or 
(5) A provider that has not been approved by the Board, if the applicant occupational 
therapist demonstrates that the course content meets the subject matter requirements 
set forth in sections 2570.3(e) or 2570.3(f) of the Code, or section 4153 of these 
regulations, and submits the following: 
(A) Information describing, in detail, the depth and breadth of the content covered (e.g., 
a course syllabus and the goals and objectives of the course) particularly as it relates to 
the advanced practice area. 
(B) Information that shows the course instructor's qualifications to teach the content 
being taught (e.g., his or her education, training, experience, scope of practice, licenses 
held, and length of experience and expertise on the relevant subject matter), particularly 
as it relates to the advanced practice area. 
(b) Post professional training shall be supervised which means, at a minimum: 
(1) The supervisor and occupational therapist have a written agreement, signed and 
dated by both parties prior to accruing the supervised experience, outlining the plan of 
supervision and training in the advanced practice area. The level of supervision is 
determined by the supervisor whose responsibility it is to ensure that the amount, 
degree, and pattern of supervision is consistent with the knowledge, skill and ability of 
the occupational therapist, and appropriate for the complexity of client needs and 

 



number of clients for whom the occupational therapist is providing advanced practice 
services. 
(2) The supervisor is readily available in person or by telecommunication to the 
occupational therapist while the therapist is providing advanced practice services. 
(3) The supervisor does not have a co-habitative, familial, intimate, business, excluding 
employment relationships, or other relationship that could interfere with professional 
judgment and objectivity necessary for effective supervision, or that violates the Ethical 
Standards of Practice, pursuant to section 4170. 
(c) Any course instructor providing post-professional education under section 4154(a)(4) 
or (5) who is a health care practitioner as defined in section 680 of the Code shall 
possess an active, current, and unrestricted license. 
(d) Post professional education and training must be completed within the five years 
immediately preceding the application for approval in each advanced practice area. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4155. Application for Approval in Advanced Practice Areas 

In order to provide any of the advanced practice services set forth in Code section 
2570.3(d), an occupational therapist shall apply to the Board and receive approval in 
that advanced practice area. 
(a) To apply for approval, an occupational therapist shall submit to the Board an 
application as specified in subsections (1), (2), or (3), along with the required 
documentation. 
(1) Applicants seeking approval in the area of Hand Therapy shall submit 
the Application for Advanced Practice Approval in Hand Therapy (Form APH, Rev. 
10/09), hereby incorporated by reference;. 
(2) Applicants seeking approval in the use of physical agent modalities shall submit 
the Application for Advanced Practice Approval in Physical Agent Modalities (Form 
APP, Rev. 07/11), hereby incorporated by reference; 
(3) Applicants seeking approval in the area of Swallowing Assessment, Evaluation, or 
Intervention shall submit the Application for Advanced Practice Approval in 
Swallowing (Form APS, Rev. 10/09), hereby incorporated by reference; 
(b) The documentation must include the following: 
(1) Documented proof of attendance and completion of each course (i.e., certificate of 
completion or transcript). 
(2) Evidence of the number of contact hours completed for each course for courses that 
are not Board approved. 
(3) Outline or syllabus of each course for courses that are not Board approved. 
(4) Information describing, in detail, the depth and breadth of the content covered (e.g., 
a course syllabus and the goals and objectives of the course) as it relates to the 
advanced practice area. 
(5) Resume or credentials of each instructor for courses that are not Board approved. 
(6) Verification of completion of supervised on-the-job training, clinical internship or 
affiliation reflecting the nature of the training and the number of hours. Such verification 
must be signed by the supervisor(s) under penalty of perjury. 
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(c) An advanced practice application not completed within six months of receipt or 
notification of deficiency, whichever is later, shall be deemed abandoned. 
(d) An application submitted subsequent to the abandonment of a previous application 
shall be treated as a new application. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

 



The Role of Occupational 
Therapy in Comprehensive 
Integrative Pain Management 
Jointly Commissioned by 

Introduction 
Pain is the top reason given for seeking health care.1 People with acute and chronic pain face significant challenges 
accessing and understanding which facets of person-centered, multimodal, comprehensive integrative pain manage- 
ment (CIPM) would provide improvement in functional capacity, pain interference, quality of life, and pain management 
coping skills. Most clinical guidelines recommend non-pharmacological and integrative therapies as first-line interven- 
tions for pain, and the Health & Human Services Inter-Agency Pain Management Best Practices Task Force Report 
presents a convincing roadmap for advancing best practices in multidisciplinary, whole-person care.2 This approach 
includes traditional and advancing medication and interventional procedures, complementary and integrative services, 
restorative therapies, and behavioral health approaches. The purpose of this collaborative effort between AACIPM 
and AOTA is to build awareness across stakeholders by providing additional context about occupational therapy as an 
important part of a quality interdisciplinary and integrative team. 

What is Occupational Therapy? 
Occupational therapy practitioners, including occupational therapy assistants, define occupation as a meaningful 
activity, and occupations can range from activities of daily living (ADLs) to community-based activities to the unique 
pastimes that enrich a person’s life. Occupational therapy practitioners strive to improve their patients’ functional 
performance, independence, and quality of life in order to increase participation in their daily activities.3 

From beginning of life through end-of-life care, and every stage in between, occupational therapy practitioners work 
with people throughout the lifespan in hospitals, outpatient clinics, primary care, schools, and community-based 
settings. Occupational therapy practitioners work along the 
continuum of care, supporting people through prevention and 
self-management of acute and chronic conditions.4 

Occupational therapy practitioners are trained to conduct a thor- 
ough evaluation to assess performance deficits and strengths, and 
develop a specific, individualized treatment plan geared toward 
returning patients to their most important occupations. Their per- 
son-centered interventions are based in facilitating self-analysis, 
collaboration, problem-solving, and action planning within the con- 
text of their patients’ daily lives and overall health management. 

Occupational therapy practitioners 
strive to improve their patients’ 

functional performance, 
independence, and quality of life in 

order to increase participation 
in their daily activities.3 
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What role does occupational therapy play in a comprehensive pain management program? 
The role of an occupational therapy practitioner within a comprehensive integrative pain management program 
uniquely focuses on function. This includes ADLs, instrumental activities of daily living (IADLs) (e.g., meal-prep, 
shopping, childcare), and other daily life activities. Using evidence-based, skilled interventions, occupational therapy 
practitioners take a holistic and comprehensive approach to thoroughly evaluate structural, physiological, psycholog- 
ical, environmental, and personal factors that influence the experience of pain. This information is then used to apply 
self-management strategies, functional activities, hands-on techniques, and specific exercises to improve function 
and participation. 

While occupational therapy practitioners independently help patients implement health-promoting behavior change, 
they also overlap and reinforce treatment goals from other interdisciplinary team members. For example, a patient 
with pain may learn relaxation techniques in pain psychology and physical exercises from their physical therapist, 
but they may have difficulty integrating these interventions into their habits and routines in a consistent and effective 
way. Occupational therapy practitioners can address this challenge with the patient by analyzing activity patterns, 
problem-solving barriers, and facilitating sustainable carryover. Additionally, occupational therapy practitioners train 
caregivers and contribute valuable assessments regarding patient safety, environmental safety, and readiness for 
discharge. This combination of skillsets prioritizes patient safety and independence and can even reduce risk for 
readmission.5 

Unfortunately, occupational therapy practitioners are commonly overlooked in the research and development of 
comprehensive pain management teams compared with fellow non-pharmacological providers (e.g., physical ther- 
apists, psychologists).6 By including occupational therapy practitioners, pain management teams can better reflect 
guidelines from the Centers for Disease Control and Prevention that recommend non-pharmacological interventions 
that are common in occupational therapy, such as patient education, self-regulation, developing self-management 
skills, and realistic goal-setting.7 

How do occupational therapy practitioners treat pain? 
Occupational therapy practitioners collaborate with patients to identify and incorporate self-management strategies 
into their daily routines to reduce pain, increase participation in meaningful occupations, and improve quality of life. 
Informed by the Occupational Therapy Practice Framework, Domain & Process, 4th edition, Table 1 summarizes the 
occupational areas that are impacted by chronic pain and the evidence-based occupational therapy interventions 
used to address pain-related functional impairment.3 

Table 1: Occupational Therapy Interventions for Pain Management 
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Occupational Area 
Impacted by Chronic Pain 

 
OT Intervention 

 
 
 
 

Activities of Daily Living 
(ADLs) / Self-care 

 
Examples: Grooming, 

dressing, toileting, feeding, 
functional mobility, 

sexual activity 
 

• Adaptive equipment selection and training 
• Positioning equipment and strategies 
• Functional mobility training (e.g., static positioning, dynamic 

movement, transfers, lifting and bending techniques) 
• Neuromuscular re-education 
• Nerve mobilization 
• Functional range of motion and strengthening exercises 
• Activity pacing and energy conservation strategies 
• Ergonomic and body mechanic training8, 9, 10 
• Fall safety and prevention11 

• Home evaluations 
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Occupational Area 
Impacted by Chronic Pain 

 
OT Intervention 

 
 

Instrumental Activities of 
Daily Living (IADLs) 

 
Examples: caretaking, driving, 
financial management, home 

management, meal preparation, 
safety and emergency 
maintenance, shopping 

 

 
• Activity pacing and energy conservation strategies, including activity 

analysis and activity modifications12, 13, 14, 15, 16 

• Adaptive equipment selection and training 
• Transportation training, including comprehensive driver evaluations 

and driver rehabilitation 
• Community reintegration 
• Compensatory cognitive strategies11 

 
 
 
 
 
 

Health Management 
 

Examples: symptom and 
condition management, 

communication with health care 
system, medication 

management, physical activity, 
nutrition management, personal 

care device management 
 

• Patient education and disease self-management training, including 
trigger identification, symptom tracking, and pain flare-up planning17, 18 

• Pain coping strategies: physical modalities, complementary and 
alternative pain coping strategies, sensory strategies, self-regulation, 
mobilization 

• Pain communication and assertive communication training19, 20, 21 

• Medication management22 

• Self-regulation training and stress management coping strategies, 
including mindfulness, relaxation techniques, and cognitive behavioral 
techniques23, 24 

• Eating routine strategies (e.g., frequency/quality education to avoid 
dietary pain triggers and improve energy management)25, 26 

• Physical activity routines (e.g., grading physical activity, establishing 
sustainable routines)27 

• Time management strategies, including routine establishment to 
promote nervous system regulation 

 

Rest & Sleep 
 

• Sleep hygiene and positioning strategies28, 29 

• Cognitive behavioral therapy for insomnia (CBT-I) 
• Energy conservation and fatigue management 

 
 
 
 
 
 
 

Education & Work 
 

• Academic and work accommodations30 

• Ergonomic and body mechanics training31, 5 

• Advocacy and self-advocacy training32, 33, 34 

• Assertive communication training 
• Community re-integration, including gradual re-entry plans 
• Activity pacing and energy management strategies 
• Environmental modifications 
• Sensory strategies to monitor environmental triggers or exacerbating 

factors35 

• Community and online resources exploration 
• Compensatory cognitive strategies 

 

 



The list of skilled occupational therapy interventions included in Table 1 demonstrates the diverse practices that are 
used during treatment sessions to achieve the overall goal of improving function and participation. By working with 
patients to develop individualized strategies related to lifestyle, resource utilization, and self-advocacy, occupation- 
al therapy practitioners help to prevent future injury and pain. Further, satisfying participation in occupations can 
improve mood, provide a healthy diversion, and increase the release of endorphins, which are the body’s natural 
pain relievers. By helping patients develop and sustain health-promoting daily activities, occupational therapy practi- 
tioners empower them by improving self-efficacy, self-management, and overall quality of life. 

When is a referral to an occupational therapy practitioner appropriate? 
The following patient factors may indicate a need for occupational therapy services: 

• Impaired function or ability to participate in occupations due to pain-related barriers (e.g., musculoskeletal 
impairments, strength deficits, decreased endurance, psychosocial barriers, contextual barriers) 
Presence of health-deterring lifestyle factors that contribute to pain (e.g., stress, sleep disturbance, overexertion, 
poor eating/exercise routines) 
Lack of awareness regarding factors that exacerbate or alleviate symptoms, resulting in challenges with self- 
management 
A stage of change in a patient’s life that reflects their readiness to try new strategies and approaches 
Interest in non-pharmacological approaches to pain management. 

• 

• 

• 
• 

Is occupational therapy care for pain management covered by insurance? 
Occupational therapy for pain management is a covered service by most insurance companies, including commercial 
(employee-sponsored and marketplace plans), Workers’ Compensation, Medicare, and Medicaid plans. However, 
there is wide variability in the terms of coverage, such as the number of visits and allowed interventions. Occupational 
therapy clinics often assist individuals with pain in determining insurance eligibility and coverage and, if necessary, 
gaining authorization for service. Patients are typically responsible for a deductible, coinsurance, or copayment. 
Occupational therapy treatment is usually billed using the Current Procedural Terminology (CPT) codes depending on 
the payer source. Depending on state guidelines and payer policy, occupational therapy can also be delivered suc- 
cessfully through telehealth platforms. Telehealth expands access for individuals with pain who may have a provider 
shortage in their area and for individuals who may experience barriers to transportation or increased pain with travel. 

What type of training do occupational therapy practitioners receive? 
Currently, occupational therapy assistants and occupational therapists are considered generalist practitioners upon 
completing their educational programs, which are a minimum of associate’s degrees and master’s level programs, 
respectively. Pain management training and education is incorporated into the entry-level academic occupational 
therapy programs; therefore, all occupational therapy practitioners are qualified to provide pain management 
services. While all occupational therapy practitioners are qualified to treat pain, those who have completed ad- 
vanced-level training in pain management specifically is somewhat limited. Occupational therapy practitioners 
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Occupational Area 
Impacted by Chronic Pain 

 
OT Intervention 

 
 
 
 

Play, Leisure, & 
Social Participation 

 

 
• Strategies to prevent social isolation 
• Assertive communication strategies 
• Advocacy and self-advocacy training 
• Personal values and interests exploration 
• Community resources 
• Community reintegration 

 

 

 



recognize this is a challenge and have recommended strategies to increase training in pain management, including 
the use of internships specializing in pain management, post-professional training courses, interprofessional educa- 
tion, and curriculum changes.36 

Nancy Baker, ScD, MPH, OTR/L, FAOTA an Associate Professor of Occupational Therapy at Tufts University, sug- 
gests the use of post-professional training programs specializing in pain management treatment.35 For example, the 
University of Southern California offers a clinical residency that focuses on pain management in their post-profes- 
sional doctoral training, and it includes direct patient care, engaging in interdisciplinary team care for pain manage- 
ment, and participating in continuing education courses and conferences. Baylor University offers Pain Science as 
one of three elective tracks in their post-professional occupational therapy doctoral curriculum. Additionally, institu- 
tions that have both post-professional occupational therapy doctoral programs and medical centers with multidisci- 
plinary pain teams, like Boston University, provide the opportunity for students to build a residency that integrates 
additional pain management training. 

There are also additional continuing education and advanced practice certificates that occupational therapy prac- 
titioners can enroll in for further pain management training, such as the Lifestyle Redesign® for Pain Management 
6-hour continuing education course, Master’s in Pain Management online program for post-professionals at the 
University of Southern California, or the McGill Online Graduate Certificate in Chronic Pain Management. 

Can patients access occupational therapy in all communities? 
Occupational therapy practitioners provide services in a variety of settings including hospitals, outpatient clinics, 
school systems, and homes. Depending on the state where occupational therapy services are received, referrals 
may be made by physicians, nurse practitioners, physician assistants, licensed social workers, and psychologists, 
among others. Patients can also contact their insurance company to request information about occupational therapy 
practitioners who are covered under their health care plan. 

In some communities and systems, patients, providers, and payers have limited access to OT services due to 
limited awareness by patients and non–occupational therapy health providers about an occupational therapy prac- 
titioner’s role in treating pain. Even when training and reimbursement for non-pharmacological pain management 
interventions are available, occupational therapy practitioners may not be present in a uniform, equitable way to 
meet a community’s needs. In a review of barriers to accessing interdisciplinary pain care, research found that there 
were few or no providers available in some ZIP codes despite insurance coverage of non-pharmacological services. 
This scarcity led to patients relying on more high-risk options, such as opioid use.37 41 

What’s more, the ZIP codes with the highest need for non-pharmacological providers typically coincide with com- 
munities heavily impacted by racial and socioeconomic disparities.37 In a 2020 survey by the U.S. Pain Foundation 
of 1,581 people with pain, a key finding is that “most pain patients are not getting access to multidisciplinary and 
integrative pain care, the care widely viewed as best practice. More than three-quarters of patients seen at pain clin- 
ics/centers said the center only offers pain doctors, not multidisciplinary specialists, like psychologists, nutritionists, 
physical therapists, etc.”38 

Increasing access to telehealth services can help to alleviate these 
barriers that are due to social determinants. Typically, occupation- 
al therapy practitioners are not Centers for Medicare & Medicaid 
Services (CMS) covered telehealth providers; however, through 
a COVID-19 emergency waiver (still in effect as of March 2022), 
occupational therapy practitioners have been temporarily approved 
as qualified telehealth providers.39 Through telehealth, specialized 
occupational therapy practitioners have been able to expand their 
reach and leverage their expertise in a more equitable and cost-ef- 
fective way.40 Individuals living with chronic pain have reported 

Through telehealth, specialized 
occupational therapy practitioners 

have been able to expand 
their reach and leverage their 

expertise in a more equitable and 
cost-effective way.40 

additional benefits to telehealth, as it often addresses barriers related to transportation, geography, insurance, time, 
energy expenditure, and stress related to navigating appointments with multiple health care providers.37,41 Multiple 
studies examining the effectiveness of interventions delivered via telehealth indicate high patient satisfaction and the 
desire to continue using telehealth beyond the duration of the COVID-19 pandemic.42,43,44 At a national, state, and 
local level, occupational therapy practitioners are advocating for permanent telehealth coverage to sustain these 
identified improvements in access and pain management outcomes. 
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What must be done to better integrate occupational therapy services into a comprehensive pain 
management model? 
The lack of practical understanding of how to provide, guide, and integrate the interprofessional part of comprehen- 
sive integrative pain management has been one of the most commonly mentioned barriers by all the stakeholders 
involved in AACIPM. In other words, health care providers are not currently trained to understand exactly when, 
how, and why they should refer to other professionals, even if 
they know the evidence recommends other interventions and 
treatments for pain management. Further, individuals with pain 
often must create their own pain care plans due to the paucity 
of comprehensive integrative pain management clinics and the 
fragmentation of existing care models when it comes to the com- 
plexities of pain. This requires people with chronic pain to have a 
much deeper understanding of all the providers’ strengths. 

...individuals with pain often must 
create their own pain care plans due 

to the paucity of integrative pain 
management clinics... 

For example, Maggie, who lives with Ehlers Danlos Syndrome (EDS) and is a Board-Certified Patient Advocate, 
knows exactly when and why she needs to visit the providers on her team (e.g., physician, occupational therapist, 
physical therapist, acupuncturist, massage therapist). Unfortunately, this scenario is not the norm. On the impor- 
tance of the patient needing to understand which treatments and referrals to ask for, Maggie states: 

“There are numerous hoops to jump through when it comes to getting the care that I need, when I need 
it, and from the right provider. For example, an EDS-related shoulder subluxation with soft tissue damage 
can present similarly to a broken bone or torn rotator cuff. When this happens to me, I would start with 
my regular primary care doctor, who sends a referral to the PT and OT teams, and then I’m on my way to 
restoration of function. If my regular doctor is not available, I have to accept a referral to orthopedics and 
go through additional exams and scans to confirm that it is, in fact, a normal EDS-related subluxation. 
This extends my pain and healing time. Unfortunately, it takes time and experience with repeated injuries 
to figure out the best pathways for care for each person, including learning what will be covered by their 
individual insurance plan.” 

In order to integrate occupational therapy services as part of a comprehensive pain management program, there 
must be better understanding and awareness of these services by 1) payers, 2) health care providers, and 
3) individuals. 

1) With approximately half of insured people covered by employer-sponsored health plans, it is imperative that em- 
ployers who are purchasers of health care understand the role of OT and other therapies when it comes to selecting 
benefit designs for acute and chronic pain. Additionally, payer-provider partnerships are extremely important when 
developing a comprehensive integrative program, such as the partnership between Blue Cross Blue Shield of Ver- 
mont and the University of Vermont Medical Center for the Comprehensive Pain Program pilot. This pilot includes a 
wider range of health care providers, including occupational therapy practitioners, than often found in one clinic and 
they are integrated, interprofessional, and integrative in their approach. 

2) Physicians and other healthcare providers may benefit from additional training in how occupational therapy prac- 
titioners can treat pain conditions so that they are better able to identify patients who would benefit from this service 
and to make the recommended referral to an occupational therapy provider. This training could be incorporated into 
medical school curriculum or provided to practicing physicians in clinical settings in the form of an in-service, presenta- 
tion, or clinical observations of occupational therapy evaluation and treatment sessions. Pain management treatments 
are more likely to be integrated when practitioners have a clear overview of timeline, workflow, and team members. 
Image 1 describes this continuum of care that a patient may experience with a comprehensive pain management 
team, from initial evaluation with a pain management specialist through development of a holistic treatment plan. 

3) Individuals with pain also need to be aware of occupational therapy as a treatment option so they can self-advo- 
cate and request a referral for this non-pharmacological treatment option. A few strategies to improve patient aware- 
ness are occupational therapy practitioners in primary care settings where they can educate patients about their 
role, and having occupational therapy practitioners present about their services at community patient conferences. 
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Can you provide an example of what an integrative team approach that includes occupational therapy 
looks like? 
Image 1 highlights examples of comprehensive treatment plans that can result from interdisciplinary collaboration, 
where all disciplines are considered and integrated appropriately. Self-management is included within each patient’s 
treatment plan to highlight the importance of patient engagement and to show how each team member can play 
a role in facilitating self-management. While some patients enter care teams with strong self-management skills, 
others may need additional training and intervention to develop this invaluable skillset. As noted in Table 1, occupa- 
tional therapy practitioners can play a significant role in training patients to increase their confidence in their health 
management and IADLs, including symptom and condition management, communication with their health care sys- 
tem staff, medication management, and building health-promoting daily routines.3 Each individual will have different 
self-management needs, which is why an individualized, evidence-based, multimodal approach is considered the 
best practice in pain care. 

Image 1: Diagnostic Process and Treatment Examples From an Interdisciplinary Approach to Pain 
Management 

Adapted from: U.S. Department of Health and Human Services (2019, May). Pain Management Best Practices Inter-Agency Task Force 
Report: Updates, Gaps, Inconsistencies, and Recommendations. https://www.hhs.gov/sites/default/files/pmtf-final-report-2019-05-23.pdf46 

A Person With Complex Regional Pain Syndrome: A Case Study 
Mark is a 53-year-old male high school teacher with a diagnosis of complex regional pain syndrome (CRPS) Type 
1 bilaterally in his hands caused by a repetitive strain injury at work. His pain management doctor prescribed neu- 
ralgia medications (Gabapentin, Ketamine, and Mirtazapine) and educated him about additional interventional and 
non-pharmacological treatment options for CRPS including sympathetic nerve blocks, spinal cord or dorsal root 
ganglion nerve stimulators, occupational therapy, physical therapy, and pain psychology. After reviewing his treat- 
ment options and insurance coverage for these recommended treatments, Mark participated in occupational therapy, 
physical therapy, and pain psychology as part of an interdisciplinary team approach. 
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• Acupuncture • Nursing 
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shortterm opioids) 
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Mark took a temporary leave of absence from work when he was diagnosed with CRPS due to his inability to per- 
form his essential job functions. He utilized this time to participate in the interdisciplinary pain management program. 
At the initial occupational therapy evaluation, Mark reported symptoms of aching and shooting pain, sensitivity to 
touch, and occasional edema. Mark identified fine motor movements, driving, and stress as pain triggers, and he 
identified the use of deep pressure as a pain alleviating factor. Mark’s primary functional complaint was pain flares 
that interfered with work-related productivity, most frequently caused by the compounding effect of stress combined 
with repetitive or sustained fine motor use (e.g., handling papers, handwriting, and typing). He also was unable 
to participate in avocation and leisure activities, including playing the piano and transcribing a book he wrote into 
another language. Additionally, his pain negatively impacted his mood and caused interpersonal challenges with his 
partner, as he would avoid participating in social and community activities with her. 

In collaboration with Mark, the following occupational therapy goals were identified: improve tolerance for fine motor 
activities in order to return to work, establish new health-promoting stress management strategies and routines, 
gradually resume participation in preferred avocation activities without triggering a CRPS pain flare up, and explore 
new activities he can tolerate and engage in with his partner. 

Mark had a PPO insurance plan that included occupational therapy, physical therapy, and pain psychology cover- 
age, based on medical necessity with a $30 copayment for each discipline. He was seen for a total of 12 occupa- 
tional therapy sessions before he met his occupational therapy goals and was discharged. Occupational therapy 
visits started at a frequency of once every 2 weeks, then gradually decreased in frequency as Mark became more 
independent with his pain self-management. Mark’s treatment and functional outcomes are summarized below: 

• 
• 

Patient education regarding pain physiology, trigger identification, and symptom management and tracking. 
Activity pacing and energy conservation strategies to avoid over activity during fine motor tasks, to reduce 
frequency and intensity of symptom flare ups. This included a graded activity plan to gradually increase 
tolerance for written grading tasks from 5 minutes to 30 minutes with rest breaks. This approach was also used 
to gradually increase participation in piano playing from 0x/week to 3x/week. 
Advocacy and self-advocacy strategies to identify workplace accommodations that eventually allowed Mark to 
return to work. With the use of new ergonomic and adaptive equipment, including talk-to-text software and a foot 
mouse to reduce fine motor demands, and the incorporation of a teaching assistant to offload fine motor tasks, 
Mark was able to return to full time work. 
Self-regulation and stress management training, including mindfulness and adaptive thinking strategies, to 
decrease stress while driving and teaching and to improve management of pain. 
Reintegrating into outdoor exercise routines with his partner by going on weekend hikes, to alleviate stress and 
to reduce fear avoidance behaviors and risk for social isolation. 

• 

• 

• 

Mark’s recovery process and outcomes achieved were the direct benefit of an interdisciplinary pain management 
team, as each discipline positively reinforced the treatment plan and patient goals communicated by the other 
providers. Images 2 and 3 demonstrate the different treatment modalities used in occupational therapy, physical 
therapy, and pain psychology and how the integrative team approach is used to support each discipline’s goals to 
enhance and progress treatment outcomes. 
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Image 2. Synergistic Interdisciplinary Team Between Physical Therapy and Occupational Therapy to 
Treat Mark 

Image 3. Synergistic Interdisciplinary Team Approach Between Pain Psychology and Occupational Therapy 
to Treat Mark 
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Conclusion 
Pain is complex and requires a person-centered, multimodal, 
interdisciplinary approach to care. A best practice involves a team 
of providers working synergistically and with patient shared deci- 
sion making so that individuals are able to achieve what matters 
to them. Occupational therapy practitioners have an important 
role on an individual’s pain management team. With their training, 
occupational therapy practitioners provide unique, individualized 
interventions focused on nonpharmacological self-management 
and increasing a patient’s functional and meaningful participation 
in their life.47 While occupational therapy practitioners offer their 

While occupational therapy 
practitioners offer their distinctive 

lens on a comprehensive team, 
they are also effective and 
engaged collaborators... 

distinctive lens on a comprehensive team, they are also effective and engaged collaborators, which improves the 
patient’s quality of care through the compounding benefits of a synergistic treatment plan. Moving forward, action 
steps must be taken to increase patient, payer, and provider awareness of occupational therapy’s role, and to ad- 
dress inequities in the health care system in order to optimize the care that occupational therapy practitioners can 
provide. Occupational therapy’s presence on a comprehensive pain management team is a vital factor in providing 
exceptional, holistic patient care. 
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Case Study—At a Glance 

 
Client Factors 

 

• 53 y/o male 
• Diagnosis: Complex regional pain syndrome Type I affecting 

bilateral hands 

Occupational Therapy 
Insurance Coverage and 

Plan of Care 

• PPO insurance plan 
• $30 copay for all disciplines 
• 12 OT sessions 

 
 
 
 

Occupational Therapy 
Treatment Plan 

 

• Team members: pain management doctor, physical therapist, 
occupational therapist, pain psychologist 

• Gabapentin, Ketamine, and Mirtazapine (per prescribing provider) 
• Home exercise program 
• Manual therapy 
• Relaxation training with biofeedback 
• Activity pacing and energy conservation 
• Habit and routine development 
• Disease education and trigger identification 
• Reintegration into meaningful activities 

 
Integrative Pain Management 

Providers Included in Treatment 
 

• Pain management physician 
• Physical therapy 
• Pain psychology 

 
 
 

Functional Outcomes 
 

• Improved understanding of pain mechanism and pain triggers 
• Reduced risk for overexertion and subsequent pain flares with 

improved use of activity pacing 
• Improved participation in work after advocating for accomodations 
• Reintegration of outdoor activities that serve as stress coping, 

avocation, rest, and social participation 

 

 



1
 

 
 

The Alliance to Advance Comprehensive Integrative Pain Management (AACIPM) is the first-of-its-kind 
multi-stakeholder collaborative, comprised of people living with pain, public and private insurers, government 

agencies, patient and caregiver advocates, researchers, purchasers of healthcare, policy experts, and the 
spectrum of healthcare providers involved in the delivery of comprehensive integrative pain management. 

The American Occupational Therapy Association is the national professional association representing the 
interests of more than 220,000 occupational therapists, occupational therapy assistants, and students of 

occupational therapy. The science-driven, evidence-based practice of occupational therapy enables people 
of all ages to live life to its fullest by promoting health and minimizing the functional effects of chronic 
diseases, illness, injury, and disability. AOTA believes that understanding a person’s whole health, 

including function, environment, and context are crucial. 
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Occupational Therapy’s Role With Chronic Conditions 

Introduction 

It is the position of the American Occupational Therapy Association (AOTA) that 

occupational therapy practitioners are distinctly qualified to address the impact of chronic 

conditions on occupational performance and participation across the lifespan. The purpose of this 

paper is twofold: first, it will define chronic conditions and describe the multiple factors 

associated with the development of one or more chronic conditions. Second, it will provide an 

overview of how occupational therapy has a distinct impact on improving the health and 

wellness of persons, groups, and populations with or at risk for chronic conditions through health 

promotion, disease prevention, and intervention. 

Definition and Prevalence 

Chronic conditions are physical diseases, mental health disorders, or neurodevelopmental 

conditions, typically lasting 1 year or more, that require continuous medical monitoring and/or 

significantly impact one or more ADLs (Centers for Disease Control and Prevention [CDC], 

2019a). Common chronic conditions include but are not limited to heart disease, cancer, 

diabetes, obesity, anxiety, bipolar disorder, depression, Alzheimer’s disease, cerebrovascular 

accident (CVA), chronic obstructive pulmonary disease (COPD), autoimmune disorders, and 

chronic pain. Chronic conditions have a complex etiology, including non-modifiable risk factors 

(e.g., genetic, environmental), potentially modifiable risk factors (e.g., excessive alcohol use, 

smoking, exposure to secondhand smoke, poor nutrition, lack of physical activity), as well as 

social determinants of health (SDOH) (e.g., food insecurity, unemployment, neighborhood 
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safety) (CDC, 2019a). Potentially modifiable risk factors play a significant role in the 

development of complications, disease progression, and limitations in occupational performance 

and engagement. 

According to the CDC, 6 in 10 adults living in the United States have a chronic condition, 

and 4 in 10 have two or more chronic conditions (CDC, 2019b). The most prevalent chronic 

conditions in the United States include hypertension (27% of U.S. adults), lipid disorders (22%), 

mood disorders (12%), diabetes (10%), and anxiety disorders (10%) (Buttorff et al., 2017). 

Adults age 65 and older have elevated rates of chronic conditions; 8 in 10 have at least one 

chronic condition (National Council on Aging, n.d.), and nearly 7 in 10 have two or more 

chronic conditions (Centers for Medicare & Medicaid Services, 2015). Children and youth are no 

less impervious to chronic conditions; 1 in 4 have a chronic condition and 1 in 20 have multiple 

chronic conditions (CDC, 2019c; Van Cleave et al., 2010). Some of the most common chronic 

conditions affecting children and youth include asthma, obesity, cerebral palsy, Type 1 diabetes, 

epilepsy, and neurodevelopmental conditions such as attention deficit hyperactivity disorder (Jin 

et al., 2017; Miller et al., 2016). 

While chronic mental health conditions such as mood disorders can and do occur in the 

absence of a physical illness, people who have been diagnosed with a chronic physical condition 

are at greater risk for developing a chronic mental health condition such as major depressive 

disorder, anxiety disorder (Pinquart & Shen, 2011), or substance use disorder (Bahorik et al., 

2017; National Institute of Mental Health [NIMH], 2019; Wu et al., 2018). Conversely, persons 

living with chronic mental health conditions are far more likely to develop a chronic physical 

condition such as cardiovascular disease or diabetes (NIMH, 2019). The high comorbidity of 

physical and mental health chronic conditions can be related to medication side effects (e.g., 
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weight gain leading to metabolic syndrome) and is often directly related to SDOH. According to 

the CDC (2021), “conditions in the places where people live, learn, work, and play affect a wide 

range of health risks and outcomes… are known as social determinants of health.” Social 

determinants of health play a major role in the health or ill health of persons, groups, and 

populations across the lifespan (Cockerham et al., 2017). Social determinants of health such as 

adverse childhood events (Chanlongbutra et al., 2018; Sonu et al., 2019); disparities in access to 

adequate nutrition (Brown et al., 2008), safe and stable housing (Chhabra et al., 2020), work 

opportunities (Robert Wood Johnson Foundation, 2008), education (Hahn et al., 2015), and 

health care (Reed et al., 2019); as well as discrimination and racism have all been linked to 

chronic health conditions (Abramson et al., 2015). 

Significance and Impact 

Chronic conditions are the leading causes of disability and mortality in the US (CDC, 

2019b). Functional limitations are common in persons with chronic conditions, and escalate 

dramatically with multiple chronic conditions. Among persons with 1–2 chronic conditions, 9% 

have physical limitations such as difficulty walking, climbing stairs, or grasping objects; 6% 

have limitations in performing work or school activities; 2% have limitations in IADLs such as 

shopping or preparing meals; and 1% have limitations in ADLs such as bathing or dressing 

(Buttorff et al., 2017). In contrast, among those with five or more chronic conditions, 51% have 

physical limitations, 42% have limitations in performing work or school activities; 18% have 

IADL limitations, and 11% have ADL limitations (Buttorff et al., 2017). Persons with chronic 

conditions often face higher mortality rates than their counterparts; on average, each chronic 

physical condition reduces one’s lifespan by 1.8 years (DuGoff et al., 2014). Similarly, persons 

with severe chronic mental health conditions have their life expectancy reduced by 10 to 25 
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years, with most of these deaths attributable to comorbid chronic physical conditions (World 

Health Organization [WHO], n.d.). These complex comorbidities are largely attributable to 

SDOH and the subsequent disparities in access to preventive care and other resources to support 

engagement in health-supporting behaviors among persons with chronic mental health conditions 

(Price et al., 2016). 

The implications of a chronic condition are not limited to persons, and may also impact 

families, groups, and populations. Family members and friends often serve as unpaid care 

partners to persons with chronic conditions. Approximately 53.0 million U.S. adults provide care 

to an adult or child each year (AARP and the National Alliance for Caregiving [NAC], 2020), 

the majority of whom have chronic (versus short-term) conditions. These care partners spend an 

average of 24 hours per week in this role. Forty percent report a high burden of care and 21% 

report that their own health is fair to poor, compared with only 10% of those in the general 

population who do not identify as care partners. Implications for these individuals include 

physical, emotional, and financial stress as well as potential changes to work routines to 

accommodate the demands of providing care (AARP & NAC, 2020). 

Lastly, the financial cost of chronic conditions is significant. According to the CDC, 90% 

of annual health care expenditures, or $3.3 trillion per year, related to health care is spent on 

medical care for persons with chronic physical and mental health conditions (CDC, 2019d). 

Another $226 billion per year is lost due to missed days of work as a result of managing a 

chronic condition (CDC, 2019e). 

Impact of Chronic Conditions on Occupation 
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Living with one or more chronic conditions has a significant impact on activity patterns 

and occupational performance (Collins et al., 2005; Crespo et al. 2013; Lai et al., 2020). Chronic 

condition self-management requires engagement in a wide range of health management 

occupations to maintain health, manage symptoms, and delay or prevent complications. Health 

management occupations may include symptom and condition management, communication 

with the health care system, medication management, exercise, and nutrition management 

(American Occupational Therapy Association [AOTA], 2020). These activities can be extremely 

time consuming, with one study estimating that persons with chronic conditions and their care 

partners spend approximately 2 hours a day on such activities (Jowsey et al., 2012). In addition 

to making time in daily routines to perform health management occupations, the symptoms and 

sequelae of chronic conditions often impact the performance of other occupations (Pyatak 2011). 

For example, persons with diabetes may have their workday disrupted to treat an emergent 

episode of hypoglycemia; persons experiencing the symptoms of depression may have difficulty 

sleeping or initiating their morning self-care routine; and persons with arthritis may have pain or 

weakness that limits their ability to perform activities related to home management. 

Scope of Occupational Therapy Practice in Chronic Conditions 

Utilizing an occupation-based approach within the three-tiered public health model can 

provide the necessary framework for occupational therapy practitioners to successfully impact 

the genesis and trajectory of chronic conditions. The three-tiered model includes universal 

services or health promotion (Tier 1), targeted services or disease prevention (Tier 2), and 

intensive services or intervention (Tier 3) and has been commonly used in approaching health 

and wellness (WHO, 2001; Miles et al., 2010; O’Connell et al., 2009). Tier 1 or universal 

services provided by occupational therapy practitioners includes the promotion of health and 
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wellness through education and opportunities to engage in health-promoting occupations for 

everyone, regardless of health status. Examples of tier 1 services include workplace wellness 

initiatives providing education on stress management and healthy body mechanics, school-based 

programs addressing positive mental health through community building and peer mentoring 

activities, and consulting on universal design for public spaces to promote accessibility for all. 

Tier 2 or targeted services focus on those who are at risk for a chronic condition, such as persons 

who have exposure to adverse childhood experiences or who have potentially modifiable risk 

factors (CDC, 2019a; Chanlongbutra et al., 2018; Sonu et al., 2019), as well as those who have 

developed a chronic condition and are at risk for developing further complications. Targeted 

services include early identification of risk factors, education, provision of environmental 

supports or modifications, facilitating performance of health management occupations, and 

supporting participation in occupations to enhance health and wellness (Garvey et al, 2015, 

Kyler, Fang, & Smallfield, 2020). Tier 3 or intensive services are interventions to enable 

participation for persons experiencing functional limitations secondary to a chronic condition, 

such as a person with diabetic peripheral neuropathy who is seeing an occupational therapy 

practitioner for interventions to address impaired lower body dressing and functional mobility. 

Occupational Therapy Process 

The changes to occupational performance and engagement attributable to a chronic 

condition can be significant over time, leading to occupational injustices, most notably 

occupational imbalance and occupational deprivation. The time and energy required to manage a 

chronic condition, coupled with often challenging symptoms, can disrupt activity patterns and 

occupational engagement. This disruption, in turn, can potentially exacerbate the condition, 

creating a negative cycle. This scenario exemplifies the unique impact of chronic, versus acute, 
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conditions that is important to consider in the occupational therapy process. Furthermore, it 

highlights the need to intervene holistically, considering interconnections between mind, body, 

and spirit that are inextricably linked. The occupational therapy practitioner’s role is in 

understanding the unique needs of the person, group, or population in context, as it relates to the 

occupational impact of the chronic condition. 

The typical occupational therapy process encompasses evaluation, intervention, and 

assessment of outcomes. The occupational therapy evaluation should include consultation and 

screening, an occupational profile, analysis of occupational performance, and a synthesis of all 

information gathered (AOTA, 2020). Particular evaluation considerations for chronic conditions 

can include assessing the temporal dimensions of the condition (e.g., waxing and waning of 

symptoms); fatigue; and impact on current and desired life roles and activity patterns. 

Occupational therapy intervention encompasses occupations and activities, interventions to 

support occupations, education and training, advocacy, virtual interventions, and group 

interventions (AOTA, 2020). Special considerations for clients with chronic conditions may 

include care partner education and training (e.g., regarding self-care and compassion fatigue); 

integrating condition-specific health management activities into daily routines; self-advocacy in 

expressing health needs and ensuring they are met; and identifying resources for ongoing 

support. Outcomes are often related to occupational performance, role competence, well-being, 

and quality of life, and may vary according to person- and context-specific needs and desires. A 

unique consideration for outcomes among chronic conditions include acknowledging the client’s 

agency in identifying desired outcomes, given the potential for the erosion of self-efficacy due to 

frequent interfacing with health care systems that can be perceived as disempowering. Table 1 

provides examples of intervention strategies for three exemplar chronic conditions (obesity, 
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arthritis, and depression), as delivered at Tier 1, Tier 2, and Tier 3 levels of intervention. The 

occupational therapy intervention process is presented in further detail for persons diagnosed 

with chronic conditions in Table 2. The examples in both Table 1 and Table 2 illustrate the wide 

range of occupational therapy intervention strategies with potential relevance to persons, groups, 

and populations with or at risk of developing chronic conditions. 
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Table 1. Examples of Person-, Group-, and Population-Level Intervention Strategies to 
Address the 3-Tier Model for Chronic Conditions 
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Chronic 

Condition 
 

 
Tier 1: Occupation- 

Based Health 
Promotion Strategies 

for ALL 
Groups/Populations 
That Are Currently 
Not at Risk for the 

Condition 

 
Tier 2: Occupation- 

Based Disease 
Prevention Strategies 
for Groups/Persons 
Who Are at Risk for 
Development of the 

Condition 
 

 
Tier 3: Occupation- 
Based Intervention 

Strategies for Persons 
Who Have Already 

Developed the 
Condition 

 

 
Obesity 

 

 
● Population level: 

Create a 
community-based 
healthy eating and 
exercise program for 
all children and 
youth attending a 
local elementary 
school to foster 
healthy habits and 
routines to support 
school performance 

● Population level: 
Create a 
community-based 
garden for all ages 
to tend, including 
graded activities to 
facilitate different 
levels of 
participation 

● Population level: 
Promote universal 
design on school 
playground for 
equal access for 
children with a full 

 
● Population level: 

Create movement- 
based after school 
program for those 
at risk of obesity 
due to living in a 
food desert 

● Group level: Create 
an exercise club at 
a community 
mental health 
program to enhance 
social participation 
and mitigate 
common side 
effects of 
psychotropic 
medication that 
include weight gain 

● Person level: 
Develop weekly 
routines that 
incorporate regular 
exercise and 
healthy meal 
planning to 
promote agency in 

 
● Person level: Create 

personalized 
physical activity 
programs adapted 
for an individual 
with neuropathic 
pain to support 
independent health 

● Person level: Create 
personalized meal 
plans to promote 
healthy mealtime 
routines while 
incorporating 
familial and cultural 
preferences 

● Person level: 
Identify and 
implement cognitive 
strategies to develop 
motivation to 
engage in health 
promoting behaviors 
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range of sensory, 
motor, cognitive, 
and psychosocial 
abilities 

their recovery 
process 

 

 

 
Arthritis 

 

 
● Population level: 

Promote back health 
by hosting regular 
backpack awareness 
events for school- 
age youth 

● Group level: 
Incorporate 
elementary school 
training of students 
and faculty 
regarding the use of 
proper body 
mechanics to 
support 
musculoskeletal 
integrity over time. 

 
● Person level: 

Encourage use of 
ergonomic 
household wares 
for older adults 

● Group level: 
Implement tailored 
activity programs 
that incorporate 
both strengthening 
and flexibility into 
older adult 
programs 

 

 
● Person level: 

Incorporate use of 
Velcro on clothing 
and shoes as needed 
to minimize pain 

● Person level: 
Incorporate use of 
large-handled 
utensils to minimize 
joint pressure 

● Person or Group 
level: Provide 
adaptive exercises 
as tolerated to 
promote strength 
and flexibility 

 

 
Major 
Depressive 
Disorder 

 

 
● Promote positive 

mental health 
among youth of 
school age by 
utilizing programs 
and initiatives from 
Every Moment 
Counts 
(https://everymomen 
tcounts.org/) 

 
● Develop national 

parenting programs 
that promote infant 
and toddler mental 
health through 

 

 
● Group level: 

Screen for Adverse 
Childhood 
Experiences 
(ACES) among at- 
risk youth 
identified in a 
school setting and 
implement peer 
group support 
program to foster 
secure attachments 

● Group level: 
Develop 
occupation-based 
programming that 

 
● Person or Group 

level: Develop and 
implement sensory 
strategies to develop 
mindfulness and 
enhanced awareness 
of internal 
(interoceptive) 
states 

● Person level: 
Engage client in 
occupations rooted 
in interests to 
enhance health- 
promoting activity 
patterns 

 

https://everymomen/
https://tcounts.org/
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engagement in co- 
occupations 

 

includes 
mentorship to 
university students 
experiencing high 
levels of stress and 
isolation from 
natural support 
systems 

 
 



Table 2. Case Examples of Occupational Therapy Intervention for Chronic Conditions 
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Client and Background—Alex (he/him), age 59, is a male who was referred to occupational 
therapy for evaluation and treatment on the inpatient psychiatric unit where he was admitted 
the day before. Alex was diagnosed with schizoaffective disorder at the age of 18. He was 
admitted voluntarily following a physical altercation with his roommate at the group home 
where he resides, after which he indicated to staff that he felt very out of control and in need 
of a “secure place to get my head together.” He is the only child of parents who divorced 
when he was an infant. He was raised by his mother and various stepfathers who physically 
abused Alex until his early teens. He has had multiple inpatient hospitalizations since the age 
of 19 and spent a total of 8 years in state psychiatric hospitals. 

 
Occupational Profile—Alex currently resides in a group home and attends a day program 3 
days/week. Alex has smoked 2 packs of cigarettes/day since the age of 14. He did not 
graduate from high school and has little to no employment history outside of program-related 
volunteer work mostly related to maintenance and gardening tasks. He enjoys sitting outside 
of his group home or day program and talking to passersby. Although he has recently been 
diagnosed with COPD he never misses an outing to the bowling alley, even when the physical 
exertion is a struggle. He would like to be more independent but worries if he could “make it 
on my own.” 

 
Evaluation 

 

 
Adverse Child Experiences (ACES) (Felitti et al., 1998) screening 
administered and yielded a score of 5/10 (divorce, family member with 
mental illness, physical abuse, substance use, and incarceration of family 
member) indicated increased risk for chronic medical conditions 

 
Canadian Occupational Performance Measure (COPM) (Law et al., 
2019)—Alex willingly participated in the evaluation process and stated that 
he felt “hopeful” and “happy” to receive the help. Alex identified the 
following as occupational challenges that he would like to address with the 
occupational therapy practitioner: 

● Quitting smoking—feels “out of breath” during all 
activities/occupations that require physical exertion 

○ Importance 10/10 
○ Performance 1/10 
○ Satisfaction 1/10 

● Emotional regulation— “pops off” at others when his feelings and 
point of view are not validated 

○ Importance 8/10 
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○ Performance 5/10 
○ Satisfaction 4/10 

● Making friends— Alex has difficulty making meaningful 
connections with others and sometimes misinterprets their social 
cues. 

○ Importance 10/10 
○ Performance 5/10 
○ Satisfaction 5/10 

 
Adolescent/Adult Sensory Profile (Brown & Dunn, 2002)—Quadrant 
scores are as follows: Low registration 25/75 (less than most people), 
Sensation seeking 63/75 (more than most people), Sensory sensitivity 46/75 
(more than most people), and Sensation avoiding 49/75 (much more than 
most people). Alex was seeking most notably in the area of movement, and 
in the areas of touch and auditory he was highly avoidant. 

 
Alex’s high ACE score indicates that complex trauma has played a 
significant role in his development, particularly in regard to strategies to 
manage his chronic stress (smoking, use of movement, and avoidance of 
touch and auditory input). Alex seems highly motivated to engage in self- 
development although does state that he is “nervous” about his ability to 
quit smoking. Both person and group occupational therapy intervention are 
recommended to develop social support and emotional regulation strategies, 
and improve health behaviors related to smoking and physical conditioning. 

 
Intervention 

 

 
A trauma-sensitive and recovery-oriented approach was used with Alex to 
promote justice, voice, and choice for Alex. Alex engaged in 1:1 daily 
sessions with the OT practitioner to develop mindfulness strategies 
including body-based work such as deep breathing, body scans, and simple 
chair yoga techniques to decrease stress response and enable emotional 
regulation. Alex agreed to participate in a smoking cessation group based 
upon harm reduction. To support his efforts, he and the OT practitioner 
developed a sensory tool box for him to enhance interoception and utilize 
when emotionally escalating. Energy conservation techniques were 
identified and mastered by Alex to accommodate the decreased respiratory 
function secondary to smoking. Alex is hopeful that he will not need these 
techniques if he is successful with smoking cessation. Through the smoking 
cessation group, Alex developed several relationships and exchanged 
information with members to enhance his community support system. 
Lastly, Alex engaged in exercise routines within tolerable limits 5 days per 
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week on the unit and wants to continue to include these exercises in his 
daily routine upon discharge. Outpatient OT and social work were 
recommended to f/u with Alex’s desire to be more independent in his living 
situation. 

 
Outcomes 

 

 
The COPM was readministered, with positive change scores in all identified 
areas of importance noted as follows: 1) quitting smoking +5 performance, 
+6 satisfaction; 2) emotional regulation +2 performance, +3 satisfaction; 3) 
making friends +2 performance, +2 satisfaction. Alex identified a variety of 
desired outcomes as a result of participating in the occupational therapy 
evaluation process. Health and wellness, which he has struggled with for 
many years and which resulted in a chronic condition (COPD) was 
addressed through a smoking cessation group and a regular exercise routine, 
as was preventing further complications secondary to the COPD. By the 
end of his 3-week hospitalization, Alex had cut his cigarette consumption 
by half and had not missed a day of exercising while on the unit. A desire to 
make friends resulted in improved social participation and role competence 
as a friend. Finally, quality of life was greatly improved as Alex physically 
felt better due to the exercise program and decrease in cigarette smoking. 
He also reported fewer positive symptoms associated with his diagnosis of 
schizoaffective disorder. 
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related 
resources 
guiding practice 
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Client and Background— Alejandra (Ale) (she/her) is a 16-year-old female with obesity who 
was recently diagnosed with Type 2 diabetes. Ale has a strong family history of diabetes: both 
of her parents, an uncle, and two of her grandparents also have diabetes. Ale’s medical history 
is otherwise unremarkable. With respect to diabetes, Ale’s parents expressed support for 
learning more about how to help her manage diabetes, and stated that they had little education 
or support themselves when they were first diagnosed. Ale and her family were referred by 
their primary care provider to a community-based, family-centered program facilitated by an 
occupational therapy assistant (OTA), with co-leadership and supervision from an 
interdisciplinary team including an occupational therapist, dietician, social worker, and 
certified diabetes care and education specialist. The OTA facilitates the group each week, 
while the other team members rotate through the group sessions to provide information and 
support related to their areas of expertise. The full team also meets weekly to review cases and 
provide supervision. The group meets weekly for 16 weeks, and provides diabetes self- 
management education and support focused on educating families about diabetes and 
supporting them to make healthy lifestyle changes that are sustainable, client-centered, and 
adapted to their individualized goals. Ale, her mother, and her two younger brothers are 
attending the program. 

 

https://doi/
https://org.une.idm.oclc.org/10.1002/2327-6924.12215
https://doi-org.une.idm.oclc.org/10.1037/prj0000099
https://doi-org.une.idm.oclc.org/10.1037/prj0000099
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Occupational Profile—Ale is currently a junior in high school, and works part-time after 
school helping her parents run their small family restaurant. Ale does well in school, and her 
favorite subjects are History and Art. She hopes to earn a scholarship to go to college, and 
studies diligently. In her free time she enjoys hanging out with friends, listening to music, and 
working on paintings. Ale doesn’t currently engage in any regular physical activity, although 
she likes going dancing with her friends on the weekends. Ale’s parents both work at their 
restaurant, and Ale’s mother is the primary care provider for their three children: Ale, age 16; 
Byron, age 13; and Jaime, age 11. Ale’s mother also provides support to Ale’s grandmother, 
who lives nearby and recently stopped driving due to low vision secondary to diabetic 
retinopathy. Ale’s mother visits a few times a week to assist with light housekeeping, grocery 
shopping, and other errands in the community, and Ale sometimes accompanies her to assist 
and spend time with her grandmother. Ale’s family is quite busy and their meals often consist 
of whatever is available at the restaurant; when at home, the children often snack on prepared 
and frozen foods. The family has a ritual of eating Monday night dinners together when the 
restaurant is closed, but otherwise do not often eat family meals together. 

 
Evaluation 

 

 
Canadian Occupational Performance Measure (COPM) (Law et al., 
2019)—Together with her mother, Ale identified the following areas of 
occupational performance that she would like to improve: 

 
- Meal preparation: Finding healthy breakfasts and lunches that can 

be prepared quickly to take to school (Importance 8/10, 
Performance 6/10, Satisfaction 5/10) 

- Physical activity: Engaging in at least 20 minutes of moderate 
physical activity at least 5 times a week (Importance 7/10, 
Performance 4/10, Satisfaction 3/10) 

- Taking medications: Establishing a consistent routine for taking 
daily medication (Importance 10/10, Performance 7/10, Satisfaction 
6/10) 

 
Diabetes Self-Management Questionnaire (DSMQ) (Schmitt et al., 
2013)—The DSMQ was administered to identify Ale’s current performance 
of diabetes self-care activities. Scores are transformed to a 0–10 scale, with 
0 representing the lowest and 10 the highest self-rating of the assessed 
behavior. Ale scored a 5 on the “Glucose Management” subscale 
(referencing taking medication and blood glucose monitoring activities), a 6 
on the “Dietary Control” subscale, a 3 on the “Physical Activity” subscale, 
and an 8 on the “Health Care Use” subscale. 

 



Page 17 of 29 

  
The findings of Ale’s evaluation indicated that she has difficulty 
consistently performing health management occupations relevant to 
effectively managing her diabetes. She is motivated to improve her 
performance on these tasks in order to minimize the risk of developing 
complications, and she has good support from her family to enact lifestyle 
changes. Ale and her family would benefit from occupational therapy 
services to implement consistent routines for taking medications and 
engaging in physical activity, and education on meal preparation strategies 
to improve the nutritional quality of their meals and incorporate preparation 
of healthy meals into their weekday routines. 

 
Intervention 

 

 
Ale, her mother, and her brothers attended weekly group sessions for 16 
weeks to address goals related to meal preparation, physical activity, and 
taking medications. To address meal preparation, the dietician reviewed 
healthy eating patterns for people with diabetes, while the OTA coached 
Ale and her family in identifying healthy meals that could be prepared 
quickly for weekday breakfasts and lunches to take to school. In some cases 
this meant adapting meals they already enjoyed to meet nutritional goals 
(e.g., eating whole rather than refined grains, adjusting portion sizes, or 
substituting leafy for starchy vegetables) and in other cases trying new 
recipes to find ones that their family enjoyed. The occupational therapist, 
drawing on Ale’s interest in art, involved her in creating illustrations for a 
family cookbook that included recipes, meal plans, and grocery lists to 
facilitate ongoing carryover of meal preparation at home. To address 
physical activity, the OTA reviewed strategies to incorporate physical 
activity into the family’s daily routines, and developed a plan with the 
family to incorporate more activity into their day. Over several weeks, Ale 
gradually increased her physical activity through walking to school each 
morning instead of getting a ride, doing body weight exercises while 
watching television in the evening, and going dancing with her friends more 
often on weekends. To address taking medications, the occupational 
therapist provided education on habit formation and the strategy of chaining 
with an existing habitual activity. Ale and her mother (who also takes 
diabetes medications) identified packing school lunches as a strong habit 
and an activity they did together. They placed their medications in the 
kitchen next to the lunch supplies as a cue to take their medication at that 
time, and also supported one another with reminders to take their 
medication until it became a habit. 
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Outcomes 

 

 
Ale and her family derived several measurable benefits from the 
occupational therapy program. Ale addressed her goals of improving her 
medication routines, healthy eating, and physical activity. By the time of 
discharge she was taking her medication consistently at least 6/7 days per 
week, had increased her physical activity to an average of 20 minutes per 
day, and was preparing breakfasts and lunches 5/7 days per week that were 
consistent with her nutritional goals. Her COPM scores reflected +2 
Performance/+3 Satisfaction for meal preparation, +4 Performance/+2 
Satisfaction for physical activity, and +1 Performance/+2 Satisfaction for 
taking medications. Similarly, her scores on the DSMQ subscales increased 
an average of 1.7 points, reflecting a clinically meaningful change. 
Additionally, because Ale’s blood sugar levels were lower, she was 
experiencing decreased fatigue, more energy, and better sleep because of 
decreased nocturia. Ale’s mother also started taking her diabetes 
medications more consistently, and reported preparing healthier meals for 
the family at mealtimes. Lastly, Ale’s family expressed increased 
knowledge about how to manage diabetes and less anxiety about the 
possibility of developing diabetes complications. All of these changes 
increased the family’s overall well-being. 

 
Research 
evidence and 
related 
resources 
guiding practice 

 

 
Cahill, S. M., Polo, K. M., Egan, B. E., & Marasti, N. (2016). Interventions 
to promote diabetes self-management in children and youth: A scoping 
review. American Journal of Occupational Therapy, 70, 7005180020p1- 
7005180020p8. 

 
Fritz, H. (2014). The influence of daily routines on engaging in diabetes 
self-management. Scandinavian Journal of Occupational Therapy, 21(3), 
232–240. 

 
Thompson, M. (2014). Occupations, habits, and routines: Perspectives from 
persons with diabetes. Scandinavian Journal of Occupational Therapy, 
21(2), 153–160. 

 
Pyatak, E. A., Carandang, K., Vigen, C. L., Blanchard, J., Diaz, J., Concha- 
Chavez, A., ... & Peters, A. L. (2018). Occupational therapy intervention 
improves glycemic control and quality of life among young adults with 
diabetes: The Resilient, Empowered, Active Living with Diabetes (REAL 
Diabetes) randomized controlled trial. Diabetes Care, 41(4), 696–704. 
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Pyatak, E., King, M., Vigen, C. L., Salazar, E., Diaz, J., Niemiec, S. L. S., 
... & Shukla, J. (2019). Addressing diabetes in primary care: Hybrid 
effectiveness–implementation study of Lifestyle Redesign® occupational 
therapy. American Journal of Occupational Therapy, 73, 7305185020p1- 
7305185020p12. 

 
Sokol-McKay, D. A. (2011). Occupational therapy’s role in diabetes self- 
management [Fact sheet]. R American Occupational Therapy Association. 
http://www.aota.org/Consumers/Professionals/WhatIsOT/HW/Facts/Diabet 
es.aspx. 

 
Client and Background—Robert (he/him) is a 53-year-old male who worked as a forklift 
operator for 28 years until he became disabled 5 years earlier due to chronic lower back pain 
secondary to sciatica. Robert underwent three epidural nerve injections with little relief of 
reported pain of 9–10/10. Robert underwent two microdiscectomies but these surgeries failed 
to reduce his pain significantly. Consequently, Robert uses large doses of opiates to control 
his back pain. He is divorced and currently lives in a two-bedroom apartment with his 21- 
year-old son who works part time and attends community college. He also has a 24-year-old 
daughter who lives in a neighboring town, but has no other family in the area. Robert receives 
Social Security Disability Insurance and is currently covered under Medicare. 

 
Occupational Profile—Robert worked as a forklift operator for 28 years until the chronic pain 
forced his retirement from the company. He enjoyed his job immensely as it 1) “got me 
outside,” 2) “gave me a certain sense of freedom,” and 3) “paid well.” Robert also mentioned 
the sense of belonging he felt with his co-workers that he had never experienced before, either 
with his family of origin or with his wife and children. Robert currently spends most of his 
day watching television, playing online poker, or reading internet message boards. In the 
evenings, he eats dinner with his son when he is home, and several nights a week meets with 
friends at a local bar to drink and watch sports until late in the evening. Once a week he 
attends a bingo night, and he occasionally goes “cruising” on the weekends, although sitting 
for long periods on his motorcycle exacerbates his back pain. He expresses boredom with his 
current routine and frustration that he is unable to do many activities he previously enjoyed. 
He has noticed since his increased use of opiates that many friends are pulling away from him 
and he expresses an increase in feelings of “loneliness” that have been a constant throughout 
his life. Robert wants the “pain to be over,” states that he feels like a “failure” due to his work 
status, and expresses a desire to “do something more fulfilling than going to the bar every 
day.” 

 

http://www.aota.org/Consumers/Professionals/WhatIsOT/HW/Facts/Diabet
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Evaluation 

 

 
Drug Abuse Screening Tool (DAST) (Skinner, 1982)—Administered as 
part of SBIRT (Screening Brief Intervention & Referral to Treatment) 
protocol. Robert scored 7/10, indicating that he has a substantial level of 
drug use, and an intensive approach to the drug use is warranted. 

 
Beck Depression Inventory II (BDI-II) (Beck et al., 21996)— 
Administered to screen for depression and referral for psychiatric 
consultation. Robert scored 20/63, indicating borderline for clinical 
depression. 

 
Occupational Self-Assessment (OSA) (Baron et al., 2006)— 
Administered to assess occupational competence, values, and satisfaction 
with regard to himself and his environment to better understand his 
occupational adaptation to his disability status. Robert indicated that he was 
satisfied in his ability to manage his finances and basic needs, getting where 
he needs to go and getting along with others. He indicated having “a lot of 
problems” but highly valuing the following OSA areas related to “Myself”: 
physically doing what I need to do, taking care of the place where I live, 
taking care of myself (bathing, dressing, sleeping, and eating nutritious 
meals), expressing myself to others, relaxing and enjoying myself, having a 
satisfying routine, and effectively using my abilities. Robert indicated 
having “a lot of problems” but highly valuing the following OSA areas 
related to “My Environment”: a place where I can be productive and 
opportunities to do things I value and like. 

 
Pain Self-Efficacy Questionnaire (PSEQ) (Nicholas, 2007)— 
Administered to evaluate one’s capability to engage in usual activities and 
routines despite experiencing pain. Scores range from 0–60, with higher 
scores indicating less difficulty. Robert scored a 23 on the PSEQ, indicating 
moderate difficulty engaging in usual activities when pain is present. 

 
Robert’s occupational therapy evaluation indicated limitations in several 
areas of functioning, including self-care, home management, community 
integration, and leisure. His current reliance on opiates as a first-line 
treatment for pain, depressive symptoms, and limited self-efficacy in coping 
with pain contribute to his current level of functioning. Robert is motivated 
to participate in treatment to develop pain-coping strategies that enable his 
performance of self-care and increased engagement in activities outside the 
home. Persons occupational therapy services are indicated to address ADL 
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and IADL performance and satisfaction, increase pain management skills, 
and improve community integration. 

 
Intervention 

 

 
Robert attended a chronic pain clinic 1x/week for 12 weeks. Robert’s list of 
concerns related to his chronic pain were varied and numerous, and in 
collaborating with Robert, the following areas of concern were prioritized: 
1) learn strategies to minimize pain during daily routines including self- 
care, 2) develop relaxation and coping strategies to increase sense of control 
over and competency with pain management, 3) identify potential low or 
unpaid work opportunities, and 4) develop a support system. The therapist 
used a coaching model to support Robert in acquisition of pain management 
strategies. Coaching was used to support development of competency and 
perception of control over the pain and situation. Strategies included 
chunking tasks to embed rest breaks, body mechanics training, and a home 
assessment to modify/adapt the environment to adhere to ergonomic 
principles. The therapist used mindfulness activities such as body scans, 
breathing techniques, and non-contact therapeutic touch to support Robert 
in developing a repertoire of techniques he could use to manage the pain 
without the use of prescription medications. The therapist and Robert 
collaboratively developed a plan to reestablish a volunteer work routine at a 
local community garden for those living in a food desert, which addressed 
his interest of being outside and creating meaningful social support and 
human connections. Finally, the therapist worked with Robert to establish a 
plan for networking, which included a local chronic pain support group. 
Robert also explored social skills related to asserting himself to get his 
social and emotional needs met. 

 
Outcomes 

 

 
Robert’s quality of life was significantly improved following participation 
in occupational therapy via the chronic pain clinic. He learned many new 
strategies to decrease and manage pain and reported that he no longer relies 
on prescription opiates as a first line of defense against the pain. Robert’s 
score on the PSEQ increased 14 points, indicating a clinically meaningful 
improvement in his ability to manage pain. Using proper body mechanics 
and employing principles of ergonomics also improved Robert’s 
occupational performance related to self-care skills such as bathing and 
dressing. Robert’s newfound ability to self-manage much of the pain 
increased his well-being and sense of hope about his future, which 
contributed to a decrease in depressive symptoms—his BDI score decreased 
to 15, indicating mild depressive symptoms. Robert has been consistent in 
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attending his volunteer position at the local community garden, and his role 
competence regarding his perception of his worker role was enhanced. 
Robert's attendance at the local support group was initially sporadic. The 
occupational therapy practitioner suggested that he volunteer to lead the 
group 1x/month, which has increased his attendance and participation in the 
group significantly. His leadership in this area and connection with others 
who are experiencing similar challenges has also contributed to his sense of 
well-being. 

 
Research 
evidence and 
related 
resources 
guiding practice 

 

 
American Occupational Therapy Association. (2017). Occupational therapy 
and complementary health approaches and integrative health. American 
Journal of Occupational Therapy 71(Suppl. 2):7112410020. 
https://doi.org/10.5014/ajot.2017.716S08 

 
Babor, T. F., Del Boca, F., & Bray, J. W. (2017). Screening, Brief 
Intervention and Referral to Treatment: implications of SAMHSA’s SBIRT 
initiative for substance abuse policy and practice. Addiction, 112, 110–117. 
https://doi-org.une.idm.oclc.org/10.1111/add.13675 

 
Hardison, M. E., & Roll, S. C. (2016). Mindfulness interventions in 
physical rehabilitation: A scoping review. American Journal of 
Occupational Therapy, 70, 7003290030. 
https://doi.org/10.5014/ajot.2016.018069 

 
Lagueux, É., Dépelteau, A., & Masse, J. (2018). Occupational therapy’s 
unique contribution to chronic pain management: A scoping review. Pain 
Research & Management, 2018, 1-19. https://doi- 
org.une.idm.oclc.org/10.1155/2018/5378451 

 
McCauley, J. L., Mercer, M. A., Barth, K. S., Brady, K. T., & Back, S. E. 
(2014). Pain management perceptions among prescription opioid dependent 
persons. Drug and Alcohol Dependence, 142, 354–358. https://doi- 
org.une.idm.oclc.org/10.1016/j.drugalcdep.2014.06.024Persson, E., 
Rivano-Fischer, M., & Eklund, M. (2004). Evaluation of changes in 
occupational performance among patients in a pain management program. 
Journal of Rehabilitation Medicine, 36(2), 85–91. 

 
Simon, A. U., & Collins, C. E. (2017). Lifestyle Redesign® for chronic 
pain management: A retrospective clinical efficacy study. American 
Journal of Occupational Therapy, 71(4), 7104190040p1-7104190040p7. 
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Practice Guidelines  

Occupational Therapy Practice 
Guidelines for Adults With Chronic 
Conditions 
Beth Fields, Stacy Smallfield 

Importance: Demand is increasing for occupational therapy practitioners to help the growing population of adults 
with chronic conditions manage their conditions. 

Objective: This Practice Guideline, which is informed by systematic reviews of the literature on the use of self- 
management interventions, is meant to guide occupational therapy practitioners’ clinical decision making when 
working with community-dwelling adults with chronic conditions. The chronic conditions included heart disease, 
chronic lung conditions, diabetes, and kidney disease. The self-management interventions addressed ADLs and 
sleep and rest; IADLs; education, work, volunteering, leisure, and social participation; and the caregiver role. 

Method: We reviewed, discussed, and integrated the clinical recommendations developed from four systematic 
reviews, supporting literature, and expert opinion to provide recommendations for practice. 

Results: A total of 102 articles were included in the systematic reviews, which served as the primary basis for the 
practice recommendations. 

Conclusions and Recommendations: Strong to moderate evidence supports clinical recommendations for the 
use of self-management interventions when working with clients with chronic conditions. We recommend the use 
of a multimodal approach that includes three components—education, goal setting, and problem solving—over an 
extended period to assist clients in establishing self-management habits and routines. On the basis of emerging 
evidence and expert opinion, we recommend that occupational therapy practitioners consider using a prevention 
approach, helping clients establish habits and routines, and emphasizing shared goal setting when addressing 
clients’ self-management of chronic conditions. 

What This Article Adds: This Practice Guideline provides a summary of strong to moderate evidence that 
supports clinical recommendations for the use of self-management interventions with clients with chronic 
conditions. When guided by this evidence, occupational therapy practitioners are better able to help clients meet 
their occupational challenges. 

Fields, B., & Smallfield, S. (2022). Practice Guidelines—Occupational therapy practice guidelines for adults with chronic conditions. American 
Journal of Occupational Therapy, 76, 7602397010. https://doi.org/10.5014/ajot.2022/762001 

T he prevalence and cost of chronic disease in the including the rising age of the population and disease- 
specific risk factors such as poor nutrition and sleep, 
tobacco use, lack of physical activity, and failure to 
attend annual health care visits. In effect, many adults 
with chronic disease experience disability (Hung et al., 
2012). 

Froehlich-Grobe et al. (2016, p. 600) noted that 
adults “living with both chronic diseases and disability 
are at a substantially increased risk for poor health sta- 
tus,” which takes a toll on not only their own 
engagement in meaningful daily activities (occupa- 
tions), but that of their caregivers (i.e., family 
members and friends) as well. Researchers have found 

United States are experiencing rapid growth. 
Approximately 6 in 10 American adults have at least 
one chronic disease, such as heart disease, lung condi- 
tions, diabetes, or kidney disease, that lasts a year or 
more and limits functional daily activities (Centers for 
Disease Control and Prevention [CDC], 2020). 
Chronic disease often requires ongoing medical atten- 
tion, raising annual health care costs. In 2016, chronic 
disease in the United States represented more than $1 
trillion in direct health care expenditures (Waters & 
Graf, 2018). Several factors have contributed to the 
growth in the prevalence and cost of chronic disease, 
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that family members who provide support to adults 
with chronic conditions report greater physical dis- 
tress, lower life satisfaction, and greater limitations in 
daily activities compared with noncaregivers (Gross- 
man & Webb, 2016; Institute of Medicine, 2012). 

Although chronic diseases are among the most 
common and costly health problems, their functional 
implications may be mitigated through health manage- 
ment interventions that occupational therapy 
practitioners provide. Health management interven- 
tions focus on “developing, managing, and 
maintaining health and wellness routines, including 
self-management, with the goal of improving or main- 
taining health to support participation in other 
occupations” (American Occupational Therapy Asso- 
ciation [AOTA], 2020b, p. 32) and are within the 
scope of occupational therapy practice. This Practice 
Guideline provides a summary of self-management 
interventions supported by current research to address 
commonly reported occupational challenges for com- 
munity-dwelling adults with chronic conditions. 
Several descriptions of self-management guided the 
development of this Practice Guideline, including “the 
ability of the individual, in conjunction with family, 
community, and healthcare professionals, to manage 
symptoms, treatments, lifestyle changes, and psychoso- 
cial, cultural and spiritual consequences of health 
conditions” (Richard & Shea, 2011, p. 261); healthy 
lifestyle behaviors undertaken by individuals for opti- 
mal growth and development (Dickson et al., 2008); 
and preventive strategies performed to promote or 
maintain health (Dickson et al., 2008). 

Occupational therapy practitioners have opportuni- 
ties to favorably influence the trajectory of chronic 
disease and resulting disability, thereby maximizing 
the independence of adults and easing the burden on 
their caregivers (Liu et al., 2018). Occupational therapy 
is uniquely positioned to address self-management 
from a holistic perspective, taking into account a cli- 
ent’s intrinsic factors (cognitive, psychological, 
physical, sensory, emotional, and spiritual) and extrin- 
sic influences (culture, social determinants of health, 
social support and capital, the built and natural envi- 
ronment, and policy) while considering the roles and 
activities in which the client participates. 

The four systematic reviews (Kaldenberg et al., 
2020; Kearney et al., 2021a, 2021b; Rouch et al., 2021; 
Smallfield et al., 2021) whose findings are reported in 
this Practice Guideline addressed four common, non- 
communicable, chronic physical conditions that are 
modifiable through health behaviors: heart disease, 
chronic lung conditions, diabetes, and kidney disease 
(see the CDC [2021] list of most common chronic 
conditions). Cancer, stroke, arthritis, and Alzheimer’s 
disease were excluded because AOTA has published 
specific practice guidelines for those conditions (see 
Braveman & Hunter, 2017; Piersol & Jensen, 2017; 
Poole et al., 2017; Wolf & Nilsen, 2015). The practice 
guideline for adults with stroke (Wolf & Nilsen, 2015) 

did not address interventions for caregivers, so the 
review question on caregiver interventions includes 
caregivers of people with stroke. 

Systematic Review Questions 
This Practice Guideline is based on the following four 
questions: 

1. What is the evidence for the effectiveness of self- 
management interventions within the scope of 
occupational therapy practice to improve the per- 
formance of ADLs and sleep and rest among 
community-dwelling adults with chronic condi- 
tions (Smallfield et al., 2021)? 

2. What is the evidence for the effectiveness of self- 
management interventions within the scope of 
occupational therapy practice to improve the per- 
formance of IADLs among community-dwelling 
adults with chronic conditions (Kearney et al., 
2021a, 2021b)? 

3. What is the evidence for the effectiveness of self- 
management interventions within the scope of 
occupational therapy practice to improve the per- 
formance of education, work, volunteering, lei- 
sure, and social participation among community- 
dwelling adults with chronic conditions (Kalden- 
berg et al., 2020)? 

4. What is the evidence for the effectiveness of inter- 
ventions within the scope of occupational therapy 
practice for caregivers of people with chronic 
conditions to facilitate their ability to maintain 
participation in the caregiver role (Rouch et al., 
2021)? 

Goals of This Practice Guideline 
Through this Practice Guideline, AOTA aims to help 
occupational therapy practitioners, as well as the peo- 
ple who manage, reimburse, or set policy regarding 
occupational therapy services, understand occupational 
therapy’s contribution in providing services to adults 
with chronic conditions. This guideline can also serve 
as a reference for health care professionals, health care 
facility managers, education professionals, education 
and health care regulators, third-party payers, man- 
aged care organizations, and those who conduct 
research to advance care of adults with chronic 
conditions. 

This guideline was commissioned, edited, and 
endorsed by AOTA without external funding being 
sought or obtained. It was financially supported 
entirely by AOTA and was developed without any 
involvement of industry. AOTA supports systematic 
reviews on adults with chronic conditions as part of its 
Evidence-Based Practice (EBP) Project. AOTA’s EBP 
Project is based on the principle that the EBP of occupa- 
tional therapy relies on the integration of information 
from three sources: (1) clinical experience and reasoning, 
(2) preferences of clients and their families, and (3) find- 
ings from the best available research. 
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All authors of the systematic reviews completed 
conflict-of-interest disclosures, with no conflicts noted. 
AOTA reviews practice guidelines every 5 years and 
updates them as needed to keep recommendations on 
each topic current according to criteria established by 
ECRI (2020). Guideline topics are evaluated for their 
currency by a multidisciplinary advisory group consist- 
ing of AOTA members, nonmember content experts, 
and external stakeholders. In addition, a preliminary 
search of the literature is conducted to determine 
whether an updated systematic review is warranted. 
The systematic review questions and search terms 
used for this Practice Guideline and the Practice 
Guideline itself were reviewed and revised on the basis 
of feedback from a group of content experts on adults 
with chronic conditions; this group included practi- 
tioners, researchers, educators, clients and consumer 
representatives, and policy experts. Reviewers who 
agreed to be identified are listed in the Acknowledg- 
ments section of this publication. 

This Practice Guideline reports the findings from 
systematic reviews of published scientific research 
addressing focused topic-specific questions; interven- 
tions that did not emerge from the published literature 
or did not meet the inclusion criteria are not included. 
The occupational therapy practitioner makes the ulti- 
mate clinical judgment regarding the appropriateness 
of a given intervention considering a specific client’s 
or group’s circumstances, needs, and response to 
intervention; the practitioner’s own expertise; and the 
evidence available to support the intervention. The 
goal of the Practice Guideline is to inform practition- 
ers about the state of the evidence and to help guide 
them in translating the evidence to practice. We pro- 
vide examples of how this evidence can inform 
practice in the “Case Illustrations and Algorithms” 
section. 

The clinical recommendations for this practice guide- 
line were evaluated and finalized by AOTA staff, the 
AOTA research methodologist, and systematic review 
and practice guideline authors. AOTA uses the grading 
methodology provided by the U.S. Preventive Services 
Task Force (2018) for clinical recommendations. The 
recommendations pertaining to each review question, 
along with the studies’ level of evidence and support- 
ing details, are presented in Tables 1–4. 

For the purposes of this Practice Guideline, we con- 
sidered only findings indicating an A, B, or D grade, 
the grades that best support clinical decision making: 

A: There is strong evidence that occupational 
therapy practitioners should routinely provide 
the intervention to eligible clients. Strong evi- 
dence was found that the intervention improves 
important outcomes and that benefits substan- 
tially outweigh harms. 
B: There is moderate evidence that occupational 
therapy practitioners could routinely provide 
the intervention to eligible clients. There is high 
certainty that the net benefit is moderate, or 
there is moderate certainty that the net benefit is 
moderate to substantial. 
D: It is recommended that occupational therapy 
practitioners not provide the intervention to eli- 
gible clients. At least fair evidence was found 
that the intervention is ineffective or that harms 
outweigh benefits. In these reviews, we did not 
find grade D evidence. 

■ 

■ 

■ 

These grades are reported in Tables 1–4 and desig- 
nated with green, indicating should do if appropriate 
(A), or yellow, indicating consider doing if appropriate 
(B). We do not report the results of interventions that 
had low strength of evidence or insufficient research 
support to determine an A, B, or D grade. None of the 
studies included in these reviews reported adverse 
events or harms related to the interventions evaluated. 

The complete findings from the systematic reviews 
can be found in the applicable Critically Appraised 
Topics (Kaldenberg et al., 2020; Kearney et al., 2021a, 
2021b) and articles in the American Journal of Occupa- 
tional Therapy (Rouch et al., 2021; Smallfield et al., 
2021). 

Clinical Recommendations for 
Occupational Therapy Interventions 
for Adults With Chronic Conditions 
Clinical recommendations are the final phase of syn- 
thesis of systematic review findings. We graded the 
findings for each systematic review question in terms 
of how confident a practitioner can feel that using the 
interventions presented in the evidence will improve 
the outcomes of interest to their clients. The grade is 
based on the specificity of the intervention, number of 
studies supporting the intervention, levels of evidence 
of the studies, quality of the studies, and significance 
of the study findings. Interventions included in the 
clinical recommendations are specific to a population, 
and the articles that describe them provide sufficient 
detail to understand the intervention and the outcome 
of interest. 

Describing the strength of clinical recommenda- 
tions is an important part of communicating an 
intervention’s efficacy to practitioners and other users. 

Translating Clinical 
Recommendations Into Practice 
The purpose of clinical practice guidelines is to help 
practitioners translate pertinent research findings from 
systematic reviews into practice. When making deci- 
sions in practice, practitioners should integrate clinical 
recommendations based on the best available research, 
which are provided in this Practice Guideline, as well 
as their own clinical experience and reasoning and the 
preferences of clients and their families. Algorithms 
related to the clinical recommendations are provided 
to facilitate practitioners’ clinical decision making and 
are presented at the end of each case. 
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Table 1. Clinical Recommendations and Supporting Evidence: Self-Management Interventions to Address ADLs and Sleep 
and Rest Among Community-Dwelling Adults With Chronic Conditions 

(Continued) 
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Grade/Evidence Level Citation Intervention Details 
Mind–Body Self-Care Education 

A: Strong 
 

Recommendation: Practitioners should consider using individual or group sessions of mind–body 
self-care education (6–7 wk in person, group or individual, with 3-mo follow-up) addressing sleep 
hygiene, nutrition, physical activity, and relaxation techniques to improve self-reported sleep 
outcomes (e.g., insomnia severity, sleep quality, wake after sleep onset, fatigue) for clients with 
heart disease or COPD or with at least 1 chronic disease. 

Level 1b 
 

Ghavami et al. (2018) 
 

Participants: N 5 146 adults undergoing isolated 
coronary artery bypass grafting who had sleep 
problems (M age 5 55 yr; 23% female in control 
group, 27% female in intervention group) 
Setting: Unclear (Iran) 
Intervention: Self-care intervention consisting of 6 
educational sessions on sleep hygiene, nutrition, and 
physical activity, 1.5 hr 2×/wk, then individualized 
consulting, 1×/wk for 3 mo 
Outcome measure: PSQI–Persian version 

Level 1b 
 

Kapella et al. (2011) 
 

Participants: N 5 23 adults with COPD and sleep 
disturbances (M age 5 63 yr; 17% female) 
Setting: Community-based group (United States) 
Intervention: Cognitive–behavioral therapy for insomnia 
including relaxation techniques, sleep hygiene, and 
techniques for managing sleep loss, 1×/wk for 6 wk 
Outcome measures: Sleep Impairment Index, PSQI, 
sleep diary, actigraphy, Dysfunctional Beliefs and 
Attitudes About Sleep Scale 

Level 1b 
 

Rybarczyk et al. (2001) 
 

Participants: N 5 243 adults with 6 or more primary 
care visits in the preceding year, diagnosis of ≥1 
chronic illness, normal cognitive functioning, and 
psychosocial sequelae associated with chronic illness 
(M age 5 68 yr; 80% female) 
Setting: Community based (United States) 
Intervention: Instruction on mind–body wellness 
interventions, 1 2-hr session/wk for 8 wk; guest 
presentations by a nutritionist and a fitness instructor; 
and materials for home, including readings and 
relaxation tapes 
Outcome measures: Frequency of sleep difficulties item 
from the Medical Symptoms Checklist 

Foot Care Self-Management Education 
A: Strong 

 
Recommendation: Practitioners should consider using foot care self-management education (e.g., 
foot self-care, risk factors, hygiene, footwear, prevention, goal setting, problem solving), in 
addition to usual care, for adults with diabetes. Dose and administration methods may vary. A 9- 
mo program of texting tailored educational modules and a 4-session health education program 
plus biweekly follow-ups both significantly improved foot care behavior. A single in-person 15- 
min educational session significantly improved self-reported and observed foot care behavior. 

Level 1b 
 

Dobson et al. (2018) 
 

Participants: N 5 366 adults with poorly controlled 
Type 1 or Type 2 diabetes (M age 5 47 yr; 49% 
female) 
Setting: Virtual (New Zealand) 
Intervention: Automated self-management support 
program of educational modules tailored by health care 
personnel to the individual’s needs and goals and 
delivered by text message, with optional additional 
modules on foot care. Clients received a variable 
number of text messages for up to 6 months. 
Outcome measures: Summary of Diabetes Self-Care 
Activities, foot care assessment 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.5606/tgkdc.dergisi.2018.16789
https://doi.org/10.2147/COPD.S24858
https://doi.org/10.1080/08964280109595768
https://doi.org/10.1136/bmj.k1959


Table 1. Clinical Recommendations and Supporting Evidence: Self-Management Interventions to Address ADLs and Sleep 
and Rest Among Community-Dwelling Adults With Chronic Conditions (Cont.) 

(Continued) 

5 THE AMERICAN JOURNAL OF OCCUPATIONAL THERAPY  MARCH/APRIL 2022, VOLUME 76, NUMBER 2 

D
ow

nloaded from
 http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf by R

ichard Bookw
alter on 13 O

ctober 2023 

Grade/Evidence Level Citation Intervention Details 
Level 1b 

 
Ahmad Sharoni et al. (2018) 

 
Participants: N 5 76 adults diagnosed with diabetes, 
with or without diabetic foot problems, able to perform 
daily activities independently (M age 5 70 yr, 29% 
female) 
Setting: Community (Malaysia) 
Intervention: 12-wk group health education program 
consisting of 1 20- to 30-min education seminar on foot 
self-care behavior, including information on risk factors 
and complications, hygiene and inspection, skin and nail 
care, appropriate footwear, injury prevention, and when to 
seek a health care professional, followed by 3 weekly and 
3 biweekly visits by a nurse and 2 20-min 1:1 follow-up 
visits by a researcher to share experiences, discuss 
feedback on goals, and assess obstacles 
Outcome measures: Foot self-care behavior, foot care 
self-efficacy, foot care outcome expectation, knowledge of 
foot care 

Level 1b 
 

Borges & Ostwald (2008) 
 

Participants: N 5 142 adults with Type 2 diabetes 
receiving nonemergent care (M age 5 62 yr; 77% 
female) 
Setting: Home (United States) 
Intervention: Single 5-min foot exam assessing risk for 
lower extremity amputation plus 15 min of education to 
improve diabetes self-efficacy and foot self-care 
behaviors, including risk scores and the importance of 
daily foot self-care, barriers to performing foot self- 
care, and strategies to overcome barriers 
Outcome measures: Foot Self-Care subscale of the 
Diabetes Knowledge Questionnaire–24, Foot Self-Care 
Observation Guide 

Level 3b 
 

Fan et al. (2014) 
 

Participants: N 5 56 adults with Type 2 diabetes, no 
prior formal diabetes education, low risk for foot ulcers 
(M age 5 56 yr, 54% female) 
Setting: Primary care (Canada) 
Intervention: 3-wk intervention including a 1-hr 1:1 in- 
person session to discuss foot self-care strategies, a 1- 
hr 1:1 in-person session for hands-on practice of 
strategies, and 2 10-min telephone booster sessions for 
reinforcement and problem solving; content included 
awareness of risk factors, importance of annual exam, 
daily foot self-care, proper footwear, toenail care, and 
when to seek professional help 
Outcome measures: foot self-care knowledge,, foot 
self-care efficacy, and foot self-care behavior 

Physical Training 

B: Moderate 
 

Recommendation: Practitioners could consider using physical training (e.g., aerobic and resistance 
exercise; 12-wk program, outpatient or home setting), with or without additional education on 
techniques to overcome ADL impairments, to address ADL issues and improve ADL performance 
for adults with heart disease or COPD. 

Level 2b 
 

Gary et al. (2011) 
 

Participants: N 5 24 adults with heart failure, onset ≥6 
mo, left ventricular ejection fraction 15%–40%, using 
current cardiac medications ≥3 mo (M age 5 60 yr; 
50% female) 
Setting: Home (United States) 
Intervention: Home visits consisting of a combined 
aerobic and resistance exercise program and 
individualized instruction and demonstration, 1 hr 3×/ 
wk for 12 wk 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1371/journal.pone.0192417
https://doi.org/10.1177/0193945907303104
https://doi.org/10.1177/1054773813491282
https://doi.org/10.1016/j.apmr.2011.02.022


Table 1. Clinical Recommendations and Supporting Evidence: Self-Management Interventions to Address ADLs and Sleep 
and Rest Among Community-Dwelling Adults With Chronic Conditions (Cont.) 

Note. All studies had statistically significant positive outcomes related to the interventions discussed. ADLs 5 activities of daily living; 
COPD 5 chronic obstructive pulmonary disease; PSQI 5 Pittsburgh Sleep Quality Index. 

Clinical Reasoning Considerations 
Very rarely will practitioners find an evidence-based 
intervention that perfectly fits their clinical setting and 
the client’s specific needs. Practitioners need to con- 
sider several questions as they evaluate the research 
and consider whether they can use an intervention, or 
adapt it in a well-reasoned way, to meet the client’s 
needs (Highfield et al., 2015): 

1. Exactly what intervention do I need to provide? 

Can I make minimal changes to the interven- 
tion, such as reordering the content of ses- 
sions, or does the need for substantial 
changes indicate I should select another 
intervention? 

8 

To modify or adapt evidence-based interventions to 
practice, practitioners must plan ahead and proactively 
think through the changes they need to make to fit the 
intervention to the client and practice setting. In addi- 
tion, they must document how and why they altered 
the researched intervention so others in their setting 
know how to implement the intervention and why the 
changes were made. When practitioners adapt an 
intervention, it is no longer evidence based, but rather 
evidence informed. If extensive adaptations to the 
intervention are necessary, the intervention is probably 
not right for the client or setting. If the practitioner 
finds that the intervention does not suit the client, 
they should not use that intervention. Clinical inter- 
ventions should be as similar as possible to interventions 
used in the research. 

What types of client outcomes am I looking 
for? 
Do the studies I’ve located provide enough 
detail on the intervention so that I know what 
to do and how to do it? 

8 

8 

2. How well do the conditions in which I will pro- 
vide the intervention match those in the studies? 

What are the demographic characteristics 
(e.g., age, gender, diagnosis, comorbidities) of 
the participants in the research studies? 
In which setting (e.g., inpatient, home, com- 
munity, school) did the studies take place? 
Do any contextual factors (e.g., resources, 
policies) that are different from those in the 
studies influence my ability to provide the 
intervention? 

8 

8 

8 

Case Illustrations and Algorithms 
Two case studies are presented to demonstrate how 
practitioners can use the evidence from the systematic 
reviews to inform their practice. We developed the 
cases using the evidence for the effectiveness of self- 
management interventions to promote performance 
and participation in occupations among community- 
dwelling adults with chronic conditions. To support 
the clinical decision making in the cases and ensure 
they fully represent current practice for adults with 
chronic conditions, we also describe other important 
resources, including the practitioner’s expertise and 
the client’s values and preferences. 

3. How flexible is the intervention, and how much 
can I modify or adapt it? 

If my setting or client population differs from 
those of the studies, can I modify or adapt the 
intervention without changing its integrity? 
If I modify or adapt the intervention, what 
client characteristics (e.g., comorbidities) do I 
need to consider? 
Can I be proactive and plan how to modify or 
adapt the intervention before I start imple- 
menting it? 

8 

8 

8 
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  Outcome measures: 10-Item Continuous Scale Physical 

Functional Performance Test, including ADL items of 
donning and doffing jacket and scarf pickup 

Level 2b 
 

Bendstrup et al. (1997) 
 

Participants: N 5 32 adults with moderate to severe 
COPD, stable condition for 4 wk (M age 5 65 yr; 44% 
female) 
Setting: Outpatient rehabilitation (Denmark) 
Intervention: Occupational therapy small-group 
intervention consisting of 2 sessions of education on 
techniques to overcome ADL impairments, physical 
training, education, and smoking cessation therapy, 
1 hr 3×/wk for 12 wk 
Outcome measures: ADL assessment consisting of 41 
questions covering eating, personal care, dressing, 
bathing, going to the toilet, preparing meals, cleaning, 
washing clothes, shopping, social activities, and work 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1183/09031936.97.10122801


Table 2. Clinical Recommendations and Supporting Evidence: Self-Management Interventions to Address IADLs Among 
Community-Dwelling Adults With Chronic Conditions 
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Grade/Evidence 
Level 

 
Citation 

 
Intervention Details 

Diabetes 

Long-Duration Group Interventions 

A: Strong 
 

Recommendation: Practitioners should consider providing long-duration (1×/wk for 1–3 mo) group 
interventions that include education (diagnosis, self-management), skills (action plan, goal setting, 
problem solving), and group process (social support, modeling) for adults with diabetes to improve 
outcomes such as HbA1c level, self-monitored blood glucose level, diet and decreased fatty food, and 
increased physical activity. 

Level 1b 
 

Beverly, Fitzgerald, Brooks, et al. 
(2013) 

 

Participants: N 5 134 adults with Type 2 diabetes taking 
insulin or oral medication ≥1 yr (M age 5 59 yr; 51% female) 
Setting: Community based (United States) 
Intervention: U.S. Diabetes Conversation Maps program 
focused on diabetes self-management incorporating education, 
group discussion, goal setting, and plan development, 4 1-hr 
group sessions (number of sessions/week and duration not 
reported) 
Outcome measures: HbA1c levels 

Level 1b 
 

Fisher et al. (2018) 
 

Participants: N 5 301 adults with Type 1 diabetes for ≥1 yr, 
Type 1 Diabetes Distress Scale score >2, HbA1c level >7.5% 
(M age 5 45 yr; 69.1% female) 
Setting: Community based (United States) 
Intervention: 1-day group workshop and 4 1-hr online group 
meetings over 3 mo focusing on key factors in Type 1 
diabetes causes and management and development of an 
action plan for glucose monitoring, new therapies, 
hypoglycemia, and travel 
Outcome measures: HbA1c levels, Type 1 Diabetes Distress 
Scale 

Level 1b 
 

Habibzadeh et al. (2017) 
 

Participants: N 5 90 adults with Type 2 diabetes ≥1 yr 
(M age 5 52 yr; 72.2% female) 
Setting: Community based (Iran) 
Intervention: Group discussion–based educational sessions 
focusing on barrier identification, individual strategies to 
promote behavior change, and lifestyle management, 60–90 
min 1×/wk over 8 wk 
Outcome measures: Lin’s Self-Management Questionnaire, 
adherence to proposed diet, SMBG levels 

Level 1b 
 

Beverly, Fitzgerald, Sitnikov, et al. 
(2013) 

 

Participants: N 5 222 adults with Type 1 or Type 2 diabetes 
on insulin or oral medication ≥1 yr, no participation in 
diabetes education program in previous 6 mo (M age 5 52 yr; 
50.4% female) 
Setting: Community based (United States) 
Intervention: Manual-based group diabetes education program 
focusing on self-care goal setting, behavior modeling, and 
problem solving to improve diabetes self-management; 5 
sessions over 6 wk 
Outcome measures: Self-Care Inventory, SMBG levels, physical 
activity, self-controlled coping, diabetes self-efficacy 

Level 1b 
 

Lee et al. (2011) 
 

Participants: N 5 157 adults with unstable diabetes, HbA1c 
level ≥7% (M age NR; 62.4% female) 
Setting: Community based (Hong Kong) 
Intervention: Self-management course focused on problem 
solving, self-efficacy, group discussion, and action planning for 
behavior change in addition to knowledge and skill attainment, 
1×/wk for 6 wk 
Outcome measures: HbA1c levels, waist-to-hip ratio, BMI, 
dietary habits (removal of fat), Diabetes Management Self- 
Efficacy 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.2337/dc18-0391
https://doi.org/10.5001/omj.2017.95
https://doi.org/10.1136/pgmj.2011.118885
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Citation 

 
Intervention Details 

Level 1b 
 

Cooper et al. (2008) 
 

Participants: N 5 89 adults with Type 2 diabetes ≥1 yr (M 
age 5 59 yr; 44% female) 
Setting: Community based (United Kingdom) 
Intervention: Diabetes Boxes intervention, designed by the 
researchers, that used visuals and analogies to address 
education, goal setting, and relaxation strategies, 2 hr 
1×/wk for 8 wk 
Outcome measures: HbA1c levels, SMBG levels 

Level 1b 
 

Rygg et al. (2012) 
 

Participants: N 5 146 adults with physician-confirmed Type 2 
diabetes, had a physician consultation in previous 3 yr 
(M age 5 66 yr; 45% female) 
Setting: Community based (Norway) 
Intervention: Group-based self-management training with 
education, skills training, and discussion; 15 hr total in 3 
sessions over 6 wk 
Outcome measures: HbA1c levels, diabetes knowledge, self- 
care (foot inspection, avoidance of fatty foods, SMBG levels) 

Level 1b 
 

De Greef et al. (2010) 
 

Participants: N 5 41 adults diagnosed with Type 2 diabetes 
within previous 6 mo (M age 5 61.3 yr; 31.7% female) 
Setting: Community based (Belgium) 
Intervention: Group-based lifestyle intervention based on 
cognitive–behavioral therapy, including self-monitoring, social 
support, problem solving and barrier identification, action 
planning and goal setting, and a pedometer and pedometer 
diary; 5 1-hr sessions (Wk 2, 3, 5, 8, and 12) and 1 booster 
session in the 10 wk after last session (Wk 23) 
Outcome measures: HbA1c levels, physical activity 

Short-Duration Group Interventions 
A: Strong 

 
Recommendation: Practitioners should consider providing short-duration (1–3 days) group interventions 
including education (diagnosis, mindfulness) and skills development (action planning, problem solving) 
to improve HbA1c levels, SMBG levels, and dietary behavior for adults with diabetes. 

Level 1b 
 

Gregg et al. (2007) 
 

Participants: N 5 81 adults with Type 2 diabetes who were 
patients at a low-income community health center (M age 
5 50.9 yr; 46.9% female) 
Setting: Community based (United States) 
Intervention: 1-day workshop (duration not reported) 
combining education, acceptance, mindful thinking, and 
action planning based on goals and values 
Outcome measures: Diabetic control, physical activity, 
SMBG levels, Acceptance and Action Diabetes Questionnaire 

Level 1b 
 

Trouilloud & Regnier (2013) 
 

Participants: N 5 120 (99 completed study) adults with 
physician-confirmed Type 2 diabetes (M age 5 56.7 yr; 48% 
female) 
Setting: Community based (France) 
Intervention: Patient-centered group intervention consisting of 
disease education and problem-solving activities; 8 2- to 3-hr 
sessions over 3 days 
Outcome measures: HbA1c levels, physical activity, dietary 
behavior, perceived competence to meet dietary 
recommendations 

Individualized, One-on-One Interventions 
A: Strong 

 
Recommendation: Practitioners should consider providing individualized 1:1 interventions (7 wk–12 mo) 
that provide self-management skills (action plan, goal setting, and problem solving) and education to 
improve diet and physical activity for adults with diabetes. 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1016/j.diabres.2008.07.013
https://doi.org/10.1016/j.pec.2011.04.008
https://doi.org/10.1093/her/cyq017
https://doi.org/10.1037/0022-006X.75.2.336
https://doi.org/10.1177/1757975913483331
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Intervention Details 

Level 1b 
 

Clark et al. (2004) 
 

Participants: N 5 100 adults with Type 2 diabetes, BMI >25, 
able to participate in exercise (M age 5 59.5 yr; 42% female) 
Setting: Community based (United Kingdom) 
Intervention: Single 30-min session to develop tailored self- 
management plan, set goals, and provide motivational 
interviewing, followed by phone calls 1 wk, 3 wk, and 7 wk 
after session 
Outcome measures: Dietary behavior change, waist 
circumference, BMI 

Level 1b 
 

Farmer et al. (2009) 
 

Participants: N 5 453 adults with Type 2 diabetes, not on 
insulin, HbA1c level >6.2% (M age 5 65.7 yr; 42.6% female) 
Setting: Community based (United Kingdom) 
Intervention: Education on diet, physical activity, medication, 
behavior change techniques, and goal setting at initial visit 
with reinforcement and review at each follow-up visit, as well 
as blood glucose meter and self-monitoring diary with 
instructions on how often to test and when to contact 
physician, every 3 mo for 9 mo (duration not reported) 
Outcome measures: Cholesterol, SMBG levels 

Level 1b 
 

Yuan et al. (2016) 
 

Participants: N 5 108 adults with Type 2 diabetes ≥3 mo, 
independent in self-care (M age 5 58.7 yr; 50.4% female) 
Setting: Community based (China) 
Intervention: Individual case management–based behavior 
change intervention including skills training, problem solving, 
goal setting, and action planning; 1×/mo for 12 mo 
Outcome measures: Diet, physical activity, medication 
adherence 

Group + Individual Services 
A: Strong 

 
Recommendation: Practitioners should consider providing a combination of group (4–10 sessions) and 
individual (2–12 sessions) education sessions addressing diagnosis, self-management skills, and 
lifestyle change to reduce HbA1c levels for adults with diabetes. 

Level 1b 
 

Cai & Hu (2016) 
 

Participants: N 5 60 adults with self-reported diagnosis of 
Type 2 diabetes ≥1 yr, HbA1c level ≥7%, with a family 
member willing to participate (M age 5 65.3 yr for 
participants, M age 5 63.4 yr for family members; 61.4% 
female for participants) 
Setting: Community based and home (China) 
Intervention: Education to improve diabetes knowledge and 
self-management based on self-efficacy; 7 1-hr sessions with 
2 1-hr home visits and 5 weekly 1-hr group sessions over 12 
wk 
Outcome measures: HbA1c levels, BMI, waist circumference, 
diabetes knowledge, family support, diabetes management 
self-efficacy, diabetes self-care activities 

Level 1b 
 

Azami et al. (2018) 
 

Participants: N 5 142 adults with clinical diagnosis of Type 2 
diabetes ≥6 mo, HbA1c level ≥8% (M age 5 54.2 yr; 65.5% 
female) 
Setting: Community based and telephone (Iran) 
Intervention: Usual care (individual diabetes self-management 
program, 20–30 min 1×/mo for 3 mo) plus 12-wk Diabetes 
Self-Management Education intervention consisting of 
motivational interviewing, information booklet, 4 10-min movie 
clips, 4 weekly group sessions (duration not reported), and 
weekly follow-up phone calls 
Outcome measures: HbA1c levels, triglyceride levels, blood 
pressure, weight, BMI, Diabetes Self-Management Efficacy, 
Perceived Therapeutic Efficacy Scale 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1348/1359107041557066
https://doi.org/10.3310/hta13150
https://doi.org/10.1016/j.pec.2016.03.010
https://doi.org/10.1177/0145721716674325
https://doi.org/10.1155/2018/4930157
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Individual Phone Sessions 

B: Moderate 
 

Recommendation: Practitioners could consider providing individual phone sessions (up to 11 calls over 
6 mo) to address barriers to and facilitators of self-management and to provide self-management 
strategies to improve HbA1c levels for adults with diabetes. 

Level 1b 
 

Munshi et al. (2013) 
 

Participants: N 5 100 adults with Type 1 or Type 2 diabetes, 
HbA1c level >8% (M age 5 75.5 yr; 54% female) 
Setting: Home via telephone 
Intervention: 1:1 phone sessions to address barriers to and 
facilitators of self-management and optimization of self-care 
strategies; up to 11 phone calls over 6 mo 
Outcome measures: HbA1c levels, self-care inventory 

Pulmonary Conditions 

Group Education Sessions 

B: Moderate 
 

Recommendation: Practitioners could consider providing group sessions (3 90-min sessions) addressing 
diagnosis education, skills training, and self-management to increase self-efficacy and improve self- 
treatment behavior for adults with asthma. 

Level 1b 
 

van der Palen et al. (2001) 
 

Participants: N 5 245 adults with asthma (M age 5 43.5 yr 
for intervention group, M age 5 45.2 yr for control group; 
54.6% female) 
Setting: Community based (Netherlands) 
Intervention: Group discussion–based self-management education 
and skills training sessions and information about treating asthma 
exacerbations; 3 90-min sessions over 3 wk 
Outcome measures: Self-efficacy, self-treatment behavior 

Individual Sessions 

B: Moderate 
 

Practitioners could consider providing individual sessions (3 30-min sessions over 6 wk) addressing use 
of a daily peak flow meter and symptom monitoring diary to improve nighttime waking, self- 
management behavior, and perceived asthma control for adults with asthma. 

Level 1b 
 

Janson et al. (2009) 
 

Participants: N 5 84 adults with moderate to severe asthma (M 
age 5 38.25 yr; 53.6% female) 
Setting: Community based (United States) 
Intervention: 1:1 self-management education sessions addressing 
use of a daily electronic peak flow meter and symptom 
monitoring diary; 3 30-min sessions over 6 wk 
Outcome measures: Nighttime waking, self-management behavior, 
perceived asthma control 

Combined Group and Individual Sessions 

B: Moderate 
 

Recommendation: Practitioners could consider providing combined group and individual sessions (1×/ 
wk for 7 wk) addressing self-management skills and peer support to improve forced vital capacity and 
understanding of peak flow monitoring and to reduce asthma triggers for adults with asthma. 

Level 1b 
 

Tousman et al. (2011) 
 

Participants: N 5 45 adults with asthma (M age 5 53 yr; 
67.4% female) 
Setting: Community based (United States) 
Intervention: Learner-centered self-management program 
consisting of a brief individual counseling session followed by 
group discussion and self-management behavior homework 
assignment; 2 hr 1×/wk for 7 wk 
Outcome measures: Forced vital capacity, reduced asthma 
triggers, asthma understanding, peak flow monitoring, 
handwashing, physical activity, Asthma Self-Efficacy Scale 
score (Wigal et al., 1993), Patient Activation Measure score 
(Hibbard et al., 2005) 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.2337/dc12-1303
https://doi.org/10.1016/S0738-3991
https://doi.org/10.1016/j.jaci.2009.01.053
https://doi.org/10.1177/2150129710395752
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Cardiac Conditions 

B: Moderate 
 

Recommendation: Practitioners could consider providing individual services, in person or in person with 
phone follow-ups (4–18 contacts over 2–6 mo), addressing supports of and barriers to physical activity, 
goal setting, physical activity diary, and diagnosis education to increase physical activity and 
medication adherence and reduce BMI, weight, and blood pressure for adults with cardiac conditions 
(congestive heart failure, hypertension). 

Individual Services 

Level 1b 
 

Wang et al. (2017) 
 

Participants: N 5 62 adults with Class II–IV congestive heart 
failure, responsive to treatment, in stable condition, able to 
participate in exercise (M age 5 63.4 yr; gender NR) 
Setting: Community (China) 
Intervention: PRECEDE model–based individual intervention 
addressing predisposing, enabling, and reinforcing factors for 
self-management; 1 60- to 90-min session/wk for 9 wk 
Outcome measures: Weight, symptom monitoring, diet, 
medication adherence items of the European Heart Failure 
Self-Care Behaviour Scale 

Level 1b 
 

Alsaleh et al. (2016) 
 

Participants: N 5 156 adults with coronary heart disease, able 
to participate in exercise, access to mobile phone (M age 5 
57.8 yr; 46.1% female) 
Setting: Community based and telephone (Jordan) 
Intervention: Behavioral intervention using motivational 
interviewing techniques to discuss and address patients’ 
barriers to physical activity, highlight perceived facilitators of 
active lifestyles, and increase self-efficacy for physical activity 
and goal setting, as well as use of a physical activity diary; 1 
face-to-face consultation, 6 phone consultations, and 18 one- 
way text message prompts over 6 mo 
Outcome measures: Blood pressure, weight, BMI, physical 
activity (frequency, duration, intensity), Exercise Self-Efficacy 
Scale 

Group-Based Care 

B: Moderate 
 

Recommendation: Practitioners could consider providing group-based care (2.5-hr sessions 1×/wk over 
5 wk) including diagnosis education, goal setting, action planning, self-monitoring skills, and group 
support to improve blood pressure, cholesterol levels, BMI, and physical activity for adults with 
hypertension. 

Level 1b 
 

Xue et al. (2008) 
 

Participants: N 5 140 adults with mild to moderate 
hypertension (M age 5 57.45 yr; 58.5% female) 
Setting: Community based (China) 
Intervention: Group-based self-management intervention 
consisting of education, skills training, goal setting, exercise, 
self-monitoring, and group facilitation; 2.5-hr sessions 1×/wk 
for 5 wk 
Outcome measures: Blood pressure, total cholesterol, BMI, 
waist circumference, physical activity 

Kidney Disease 

B: Moderate 
 

Recommendation: Practitioners could consider providing individual sessions (1 60-min in-person session 
plus follow-up phone calls) addressing action plans, goal setting, and diagnosis education to improve 
self-management skills, self-efficacy, and kidney disease knowledge for adults with chronic kidney 
disease not on dialysis. 

Level 1b 
 

Nguyen et al. (2019) 
 

Participants: N 5 135 adults with Stage 3–5 chronic kidney 
disease, not on dialysis (M age 5 48.9 yr; 50% female) 
Setting: Community based (Vietnam) 
Intervention: Self-management program consisting of a 1-hr 
1:1 session on using self-efficacy theory to improve self- 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1186/s12872-017-0698-8
https://doi.org/10.1186/s12889-016-3313-5
https://doi.org/10.1186/1471-2261-8-10
https://doi.org/10.1111/jan.13924
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Note. All studies had statistically significant positive outcomes related to the interventions discussed. BMI 5 body mass index; HbA1c 5 
hemoglobin A1c; NR 5 not reported; SMBG 5 self-monitored blood glucose. 

Algorithms based on the developed clinical recom- 
mendations were developed by the authors and AOTA 
staff to assist practitioners in identifying appropriate 
interventions for people with chronic conditions. Each 
algorithm includes decision points and actions for 
practitioners to take. When using algorithms to inform 
clinical decision making, it is important for practition- 
ers to consider each potential intervention in relation 
to the client’s individual goals, interests, habits, rou- 
tines, and environment. Practitioners should choose 
interventions that strongly align with or are supportive 
of these factors in the context of the client’s occupa- 
tional profile. 

Salomé complains of poor sleep and is easily fatigued 
when completing meal preparation and cleanup tasks 
and light household cleaning. She recently had an 
exacerbation of her COPD that required an overnight 
stay in the hospital. After discharge, she was 
referred to home health occupational therapy 
services to address self-management of her multi- 
ple chronic conditions, specifically the decline in 
her activity tolerance and ability to care for herself 
at home. 

Occupational Therapy Initial Evaluation and 
Findings 
Using AOTA’s (2021b) Occupational Profile Template 
as a guide, Salomé’s occupational therapist conducted 
an initial evaluation, which revealed the following: 

Case Study 1: Salomé 
Salomé is a 60-yr-old woman with multiple chronic 
conditions, including chronic obstructive pulmonary 
disease (COPD), congestive heart failure, morbid obe- 
sity, hypertension, and elevated cholesterol. Salomé 
lives in a low-income, subsidized two-bedroom apart- 
ment with her partner, Jan, who works night shifts. 

Salomé is currently on 1 L of oxygen via nasal 
cannula. She has a home oxygen concentrator 
located in the living room with extended oxygen 
tubing that allows her to move around the 
apartment. 

■ 

Table 3. Clinical Recommendations and Supporting Evidence: Self-Management Interventions to Promote Education, Work, 
Volunteering, Leisure, and Social Participation Among Community-Dwelling Adults With Chronic Conditions 

Note. All studies had statistically significant positive outcomes related to the interventions discussed. 
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Grade/Evidence Level Citation Intervention Details 
B: Moderate 

 
Recommendation: Practitioners could consider using a multimodal physical activity intervention (1 2- 
hr in-person session and telephone follow-up at 1 wk and 1 mo after) using tailored computer 
technology and health counseling to improve leisure and social participation for adults with Type 2 
diabetes. 

Level 1b 
 

King et al. (2006) 
 

Participants: N 5 335 community-based adults with Type 2 
diabetes (M age 5 61.5 yr; 50.2% female) 
Setting: Community based via telephone (United States) 
Intervention: Self-management group intervention consisting 
of 2 participant-selected physical activities from a list of 
moderate-level activities with specific frequency and 
duration specified, tailored interactive CD-ROM technology, 
1:1 health counseling (1 2-hr session), and telephone 
follow-up support (1 wk and 1 mo after in-person 
sessions), as well as a tailored health newsletter, 
instruction on resistance band exercises, problem solving, 
goal setting, ways to increase physical activity (e.g., 
exercise, gardening), and an integrated diet plan. 
Outcome measures: Community Healthy Activities Model 
Program for Seniors physical activity questionnaire 

Grade/Evidence 
Level 

 
Citation 

 
Intervention Details 

  management and 2 follow-up phone calls at Wk 4 and 12 to 
reinforce the action plan, assess goals, and address barriers, 
as well as a booklet on goal setting and education 
Outcome measures: Self-management skills, self-efficacy, and 
kidney disease knowledge 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1207/s15324796abm3102_4
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Problem-Solving Interventions 

B: Moderate 
 

Recommendation: Practitioners could consider using problem-solving training consisting of education 
and a multistep strategy for addressing pressing problems to improve depression in caregivers of 
people with stroke. The dose may vary from a single 3-hr training followed by 7 40-min telephone 
calls for community-based caregivers to 3 individualized in-person sessions followed by 7 weekly 
individual telephone sessions for caregivers transitioning a stroke survivor from the acute care 
hospital back home. 

Level 1b 
 

Grant et al. (2002) 
 

Participants: N 5 74 caregivers (M age 5 56 yr; 91% 
female) 
Setting: Community based (United States) 
Intervention: Education in and facilitation of the use of the 
positive problem orientation strategy; single 3-hr training 
session and 7 40- to 45-min telephone calls 
Outcome measures: SF–36, PSI, CSQ, CES–D, PCS, CBS 

Level 2b 
 

Grant (1999) 
 

Participants: N 5 30 caregivers (M age 5 56 yr; gender 
NR) 
Setting: Community based (United States) 
Intervention: Education and facilitation on the use of a 
problem-solving strategy to apply to the most pressing 
problems; single 3-hr individualized training session and 7 
20- to 45-min individualized telephone sessions 
Outcome measures: SF–36, PSI, CSQ, CES–D, PCS, CBS 

Level 3b 
 

King et al. (2007) 
 

Participants: N 5 15 caregivers (M age 5 62.3 yr; 67% 
female); N 5 15 care receivers (M age 5 66.2; 40% 
female) 
Setting: Hospital with telephone follow-up (United States) 
Intervention: Education and training in problem orientation, 
problem solving, and cognitive–behavioral therapy; 3 
individualized sessions in the hospital and 7 weekly 45- to 
60-min individualized telephone sessions 
Outcome measures: CES–D, Profile of Mood States 
Tension Anxiety subscale, Bakas Caregiving Outcomes 
Scale, Healthy Caregiving Scale, PCS 

High-Dose Group Interventions 

B: Moderate 
 

Recommendation: Practitioners could consider using high-dose group-based interventions (2 hr 
session 1×/wk for 8 wk, followed by 10 2-hr sessions 1×/mo or 15 90-min sessions bimonthly) 
focused on coping strategies, problem-solving skills, and disease-specific education to improve 
depression and quality of life in caregivers of people with stroke. 

Level 1b 
 

Toseland et al. (2004) 
 

Participants: N 5 104 caregivers (M age 5 69.3 yr; 69% 
female); N 5 106 care receivers (M age 5 72.6; 28% 
female) 
Setting: Community-based (United States) 
Intervention: Group education and coaching for caregivers 
on the application of problem-solving skills and coping 
strategies; 8 weekly 2-hr sessions followed by 10 monthly 
2-hr sessions 
Outcome measures: GHQ, Social Provisions Scale, SF–36, 
Montgomery Borgotta Caregiver Burden Scale, Pressing 
Problems Index (developed for the study), Knowledge and 
Use of Community Services Scale, Self-Appraisal of 
Change (developed for the study) 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1161/01.STR.0000020711.38824.E3
https://doi.org/10.1002/j.2048-7940.1999.tb02192.x
https://doi.org/10.1002/j.2048-7940.2007.tb00154.x
https://doi.org/10.1037/0002-9432.74.3.349
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Grade/Evidence Level Citation Intervention Details 
Level 2b 

 
Wilz & Barskova (2007) 

 
Participants: N 5 124 caregivers (M age 5 65 yr; 72% 
female); N 5 124 care receivers (M age 5 67 yr; 28% 
female) 
Setting: Community based (Germany) 
Intervention: Group education and support sessions 
focused on expressing emotions and social sharing, 
problem solving, acceptance and commitment therapy, 
and disease-specific information; 15 90-min structured 
sessions every other month 
Outcome measures: Beck Anxiety Inventory, Beck 
Depression Inventory, World Health Organization Quality of 
Life Questionnaire Brief version 

Group Education Interventions 

B: Moderate 
 

Recommendation: Practitioners could consider using a group education intervention (2–7 1-hr 
sessions in the hospital) addressing stroke knowledge, available resources, recovery, prevention, and 
adaptation of daily living skills to improve stroke knowledge in caregivers of people with stroke. 

Level 2b 
 

Rodgers et al. (1999) 
 

Participants: N 5 176 caregivers (M age 5 59 yr; 69% 
female), N 5 204 care receivers (M age 5 75 yr; 52% 
female) 
Setting: Hospital (United Kingdom) 
Intervention: Group education and discussion about stroke, 
available resources, recovery, and prevention; 7 1-hr 
sessions over 6 wk 
Outcome measures: SF–36, knowledge of stroke, GHQ–30 

Level 3b 
 

Louie et al. (2006) 
 

Participants: N 5 32 caregivers (M age 5 49 yr; 66% 
female); N 5 54 care receivers (M age 5 72 yr; 94% 
female) 
Setting: Hospital (Hong Kong) 
Intervention: Group education and discussion on how to 
adapt daily living skills; 2 1-hr sessions 
Outcome measures: Relatives’ Stress Scale, knowledge of 
proper handling and caring skills (developed for this 
study), SF–36 Chinese (Hong Kong) version 

Safe Transfer and Handling Techniques 

B: Moderate 
 

Recommendation: Practitioners could consider providing hands-on training in safe transfer and 
handling techniques (3–5 30- to 45-min inpatient sessions with 1 follow-up home session or 3 2- to 
2.5-hr inpatient sessions with 3 follow-up telephone sessions) to improve quality of life and reduce 
perceived burden in caregivers of people with stroke. 

Level 1b 
 

Kalra et al. (2004) 
 

Participants: N 5 300 caregivers (M age NR; gender NR), 
N 5 300 care receivers (M age 5 76; 47% female) 
Setting: Stroke rehabilitation unit (United Kingdom) 
Intervention: Caregiver training including instruction on 
secondary conditions associated with stroke and handling 
techniques, hands-on training, and frequent feedback; 3–5 
30- to 45-min sessions plus 1 follow-through home session 
Outcome measures: Frenchay Activities Index, Hospital 
Anxiety and Depression Scale, CBS, EuroQol visual analog 
scale (version not specified) 

Level 2b 
 

Oupra et al. (2010) 
 

Participants: N 5 140 caregivers (M age 5 44; 71% 
female); N 5 140 care receivers (M age NR; gender NR) 
Setting: Hospital (Thailand) 
Intervention: Didactic stroke education sessions on nursing 
skills and education, physical handling, and caregiver health 
with hands-on training for family caregivers, as well as an 
information packet; 3 120- to 150-min sessions 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf
https://doi.org/10.1016/j.brat.2007.04.010
https://doi.org/10.1161/01.STR.30.12.2585
https://doi.org/10.1097/01.mrr.0000191851.03317.f0
https://doi.org/10.1136/bmj.328.7448.1099
https://doi.org/10.1111/j.1365-2524.2009.00865.x


Table 4. Clinical Recommendations and Supporting Evidence: Interventions for Caregivers of People With Stroke to Maintain 
Their Participation in the Caregiver Role (Cont.) 

Note. All studies had statistically significant positive outcomes related to the interventions discussed. CBS 5 Caregiver Burden Scale; 
CES–D 5 Center for Epidemiologic Studies Depression Scale; CSQ 5 Client Satisfaction Questionnaire; GHQ 5 General Health Question- 
naire; GHQ–12 5 Short General Health Questionnaire; GHQ–30 5 General Health Questionnaire 30-item version; NR 5 not reported; 
PCS 5 Preparedness for Caregiving Scale; PSI 5 Problem-Solving Inventory; SF–36 5 36-item Short Form Survey. 

Salomé normally wakes in the early morning 
when Jan returns home from work. She is often 
not able to get back to sleep. She reports that on 
average she sleeps 5 hr or less most nights. 
Salomé is no longer able to manage paid 
employment because of her chronic conditions 
and is on a fixed disability income. She used to 
work as a cashier at a local grocery store. 
Jan, who works overnight shifts in environmental 
services for a large office building, returns to the 
apartment in the early morning hours. She sleeps 
until about noon and leaves for work in the early 
evening. 
Salomé is not able to leave her apartment as much 
as she would like because of her low activity toler- 
ance and need for portable oxygen. She reports that 
she wants someone to assist her when in the com- 
munity, and Jan expresses discomfort with manag- 
ing the portable oxygen because she is unfamiliar 

with it and fears running out of oxygen when they 
are away from home. 
Salomé enjoys reading the newspaper each 
morning while she drinks coffee, caring for her 
cat, talking to friends on the telephone, reading 
books and magazines from the library, and 
watching movies, both at home and in the 
theater. 
Because of Salomé’s COPD, she stopped smok- 
ing 5 yr ago; however, Jan continues to smoke 

■ 

■ 

■ 

■ 
■ 

outside the apartment. 
Additional findings from the evaluation are 

provided in Table 5. 
■ 

Occupational Therapy Interventions 
Salomé participated in nine scheduled occupational 
therapy sessions over 2 mo, including the initial 
evaluation and reevaluation at discharge. After the 
initial evaluation, the occupational therapist used 

Table 5. Assessment Findings for Salome´ 
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Assessment Findings 
Canadian Occupational Performance Measure (COPM; Law 
et al., 2019) 

 

▪ The practitioner uses the COPM to complete Salomé’s 
occupational profile (AOTA, 2021b). Salomé is dissatisfied with 
her sleep quality and with her ability to complete activity 
without becoming tired and short of breath, leave her 
apartment, and manage her health. Her Performance score is 
3/10, and her Satisfaction score is 4/10. 

Clinical observation of occupations and interview 
 

▪ Salomé is independent in dressing, eating, and grooming, but 
she needs extra time to complete dressing and grooming 
tasks because of her need for rest breaks. She completes 
tasks from a seated position when possible. 

▪ She requires frequent seated rest breaks while completing a 
light meal prep task. She tolerates standing during the task 
for 3 min at a time before taking a seated break. 

▪ She moves around the apartment on her own but requires 
supervision when getting in and out of the tub–shower using a 
tub transfer bench. 

Geriatric Depression Scale (GDS; Yesavage et al., 1982–
1983) 

 

▪ The GDS is a 15-item screening tool for depression. A score 
of 0–5 indicates normal mood, and a score >5 indicates 
depression. 

▪ Salomé scores 5 on the GDS, indicating borderline risk for 
depression. 

Pittsburgh Sleep Quality Index (PSQI; Buysse et al., 1989) 
 

▪ The PSQI is a measure of sleep quality. Global PSQI scores 
range from 0 to 21, with higher scores indicating lower sleep 
quality. 

▪ Salomé scores 19 on the PSQI, indicating poor sleep quality. 

Grade/Evidence Level Citation Intervention Details 
  Outcome measures: GHQ–28 Thai version, Caregiver Strain 

Index 

 

http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf


Figure 1. Decision-making algorithm for interventions to increase activity tolerance among clients with heart dis- 
ease or chronic lung conditions. 

Skilled OT services are not 
indicated for decreased 

activity tolerance; continue 
OT evaluation if needed and 
discontinue OT services if no 
skilled needs are identified. 

NO OT evaluation for 
client with cardiac or 

COPD diagnosis. 

Does client demonstrate 
decreased activity 

tolerance? 

YES 

Does client demonstrate 
adequate problem-solving 

skills to adjust activity levels 
and modify tasks depending on 

fluctuations in tolerance? 

NO 
   Provide caregiver 

education. 

YES 

Provide client education 
to overcome impairment 

in ADLs, increase physical 
training, and encourage 

smoking cessation. 

(Bendstrup et al., 1997, 
Level 2b) 

COPD 
The client’s diagnosis is 

Cardiac 

Provide behavioral 
intervention, 
motivational 

interviewing, phone 
follow-up, and text 
message prompts. 

(Alsaleh et al., 2016, 
Level 1b) 

Provide client 
education about 

self-management. 

(Wang et al., 2017, 
Level 1b) 

Provide client 
education on aerobic 

and strengthening 
program. 

(Gary et al., 2011, 
Level 2b) 

and/or and/or 

Note. Occupational therapy practitioners should always consider the client’s personal preferences, access to resources, and interests 
when developing the plan of care and selecting interventions. ADLs 5 activities of daily living; COPD 5 chronic obstructive pulmonary 
disease; OT 5 occupational therapy. 

the activity tolerance algorithm displayed in Figure 
1 to develop a plan of care that used a multicompo- 
nent approach to enhance Salomé’s self-manage- 
ment of her multiple chronic conditions. This 
approach included client and caregiver education, 
health management, resource advocacy, and train- 
ing in problem-solving strategies. Goals included 
improved tolerance for activity within the apart- 
ment, sleep, health management, and participation 
in leisure and social activities. The sections that fol- 
low describe evidence-based interventions that 
could be implemented with Salomé by either an 
occupational therapist or an occupational therapy 
assistant. 

Sleep and Health Management Intervention 
Three sessions were focused on addressing sleep and 
enhancing Salomé’s activity tolerance during the day. 
The occupational therapy practitioner provided educa- 
tion regarding sleep hygiene and the benefits of a 
regular sleep routine (Kapella et al., 2011; Rybarczyk 
et al., 2001). Salomé determined that her poor sleep 
was in part attributable to waking early when Jan 
returned home. The practitioner discussed the option 
of sleeping in separate bedrooms to make it less likely 
that Salomé wakes when Jan returns home. They also 
discussed the option of Jan using night lights instead 
of room lights in the early morning hours. Addition- 
ally, the practitioner demonstrated a variety of 
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mindfulness and relaxation techniques to Salomé, who 
provided return demonstration. Salomé selected one of 
the strategies to implement when she prepared for 
sleep and when she woke in the middle of the night. 

The practitioner also discussed the benefits of a 
routine physical activity schedule to promote overall 
well-being. Together, they reviewed a seated aerobic 
and strengthening exercise program that Salomé could 
integrate into her daily routine (Bendstrup et al., 1997; 
Gary et al., 2011). Salomé provided return demonstra- 
tion of the exercise routine. As they considered 
Salomé’s daily activities and existing performance pat- 
terns, they determined that she would first try the 
strategy of completing the exercises each day before 
reading the newspaper and drinking her coffee to inte- 
grate the exercise into her routine. 

practicing their selected option of using an oxygen 
cylinder shoulder bag during functional mobility 
from the apartment to their vehicle to enable them 
to plan participating in occasional community- 
based activities. 

Discharge Summary 
Salomé met her goals after completing 8 wk of home 
health occupational therapy services. Salomé reported 
that she increased her satisfaction with her sleep, 
which had resulted in more energy to participate in 
daytime activities, including her seated exercise pro- 
gram. She was also beginning to plan community- 
based activities with Jan on the weekends, which had 
improved their social relationship. They planned the 
activities together in advance to ensure that Salomé 
built in opportunities to take rest breaks when needed. 

By discharge, Salomé and Jan had gone to the 
movie theater for an afternoon matinee and visited the 
public library to check out books Salomé could read at 
home. Salomé found the activity diary helpful for see- 
ing the progress she had made in activity tolerance, 
and the telephone consultations between therapy visits 
kept her on track. Because Jan observed the effective- 
ness of the activity diary in improving Salomé’s 
activity tolerance, she decided to add it to her daily 
routine as a strategy to reduce her smoking. 

Salomé’s scores on the Canadian Occupational Per- 
formance Measure improved from 3/10 to 7/10 for 
Performance and from 4/10 to 7/10 for Satisfaction 
(Law et al., 2019). Her Geriatric Depression Scale score 
improved 2 points to a score of 3, indicating no 
depressive symptoms (Yesavage et al., 1982–1983). Her 
global score on the Pittsburgh Sleep Quality Index 
improved from 19/21 to 10/21 (Buysse et al., 1989), 
indicating improved sleep quality. Salomé reported she 
was now consistently getting 6.5 hr of uninterrupted 
sleep each night and felt refreshed when she woke up. 
She reported completing her seated physical activity 
program 5 days per week for 30 min at a time with 3 
rest breaks. She reported using energy conservation 
and problem-solving strategies to plan her days and 
varying her activities throughout the day and the 
week, to which she attributed her elevated mood. 
She reached out to her local senior center and was 
now receiving Meals on Wheels, which she saved 
for the evening to avoid having to prepare a meal 
while Jan was at work. 

Individual Self-Management Intervention 
For the next two sessions, Salomé continued to 
address her self-management skills (Wang et al., 2017). 
The practitioner introduced Salomé to keeping an 
activity diary to aid in tracking her sleep, exercise pro- 
gram, medication adherence, and activity tolerance. 
The activity diary also included space for reflection on 
her mood. Once Salomé was oriented to the diary, she 
participated in a laundry task while self-monitoring 
her tolerance for the activity. Afterward, she completed 
her first diary entry, which included reflection on her 
tolerance for the activity and her overall mood. 
Between therapy visits, the practitioner consulted with 
Salomé every other week over the phone during the 2 
months of occupational therapy services to review the 
activity diary and adjust activity levels and time use as 
needed—for example, adjusting the time of day when 
Salomé completed her household tasks to best align 
with her energy level. 

Psychoeducation and Problem-Solving 
Intervention 
Two sessions centered on disease-specific educa- 
tion and problem-solving training with Salomé 
and Jan (Ågren et al., 2012; Toseland et al., 2004). 
The occupational therapy practitioner provided 
education on the functional limitations caused by 
Salomé’s multiple chronic conditions, and the 
three collaborated on developing a strategy of steps 
to use when Salomé faced challenges that pre- 
vented engagement in occupations. This strategy 
included writing down the problem, developing a 
list of potential solutions, selecting the option that 
is most suitable to try first, implementing the 
option, and evaluating its effectiveness. Salomé 
and Jan then applied this problem-solving strategy 
to several barriers to Salomé’s engagement in 
activities outside the apartment, including man- 
agement of Salomé’s portable oxygen and low 
activity tolerance. After discussing potential solu- 
tions, the practitioner guided Salomé and Jan in 

Case Study 2: Jordan 
Jordan is a nonbinary 75-yr-old who was referred 
to outpatient occupational therapy because of the 
recent progression of diabetic neuropathy in their 
lower extremities secondary to long-standing Type 
2 diabetes mellitus, resulting in a fall. Jordan is a 
retired university professor emeritus of mathemat- 
ics. They live alone in an urban neighborhood near 
campus in a townhome. Jordan manages the home 
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and is not responsible for snow removal or lawn 
care. Their daily routine includes sleeping in, 
meeting retired colleagues for coffee, working on 
scholarly activities for several hours each day at 
their campus office, and caring for their cat. Jor- 
dan’s hobbies include cooking for weekend dinner 
parties with friends and reading. Before the dia- 
betic neuropathy worsened, Jordan enjoyed 
walking to campus when the weather allowed. Jor- 
dan was referred to occupational therapy for self- 
management of their diabetes and diabetic 
neuropathy. 

the need to take better care of their feet and would like 
to learn strategies for preventing further foot complica- 
tions. They also want to find ways to exercise but 
prefer to do it in a group. Additional findings from the 
evaluation are provided in Table 6. 

Occupational Therapy Interventions 
Jordan attended six occupational therapy outpa- 
tient visits over 6 wk. All visits were delivered in 
person at the clinic. Using the diabetes foot care 
algorithm displayed in Figure 2, the practitioner 
and Jordan collaboratively focused their plan of 
care on diabetic foot care strategies and group- 
based education and exercise. The sections that 
follow describe evidence-based interventions that 
could be implemented with Jordan by either an 
occupational therapist or an occupational therapy 
assistant. Target outcomes included improved per- 
formance of ADLs and participation in leisure and 
social activities. 

Occupational Therapy Initial Evaluation and 
Findings 
Using AOTA’s (2021b) Occupational Profile Template 
as a guide, Jordan’s occupational therapist conducted 
an initial evaluation, which revealed the following: 

Jordan is independent in functional mobility, 
dressing, eating, and showering. 
They have been sedentary since the recent fall. 
Jordan does not have issues with balance or 
home safety. They describe their home as being 
very accessible. They had purposefully pur- 
chased the townhome 10 yr previously to allow 
them to age in place. The townhome has one 
level with a no-step entry and has decorative 
grab bars installed near the toilet and in the 
walk-in shower. 
Jordan enjoys entertaining friends by making 
fun cocktails and cooking extravagant meals. 

■ 

■ 

■ 

Diabetic Foot Care Intervention 
The occupational therapy practitioner educated 
Jordan on foot self-care. In particular, the practi- 
tioner shared information on risk factors, 
appropriate footwear, when to call the doctor, and 
the importance of daily foot inspections. The 
practitioner taught Jordan problem-solving strate- 
gies for avoiding serious foot problems (Ahmad 
Sharoni et al., 2018; Borges & Ostwald, 2008; Fan 
et al., 2014). For example, the practitioner 
instructed Jordan to do a daily skin and nail 

■ 

Over the past several months, Jordan has noticed 
numbness and tingling in their feet. Jordan recognizes 

Table 6. Assessment Findings for Jordan 
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Assessment Findings 
Canadian Occupational Performance Measure (Law et al., 
2019) 

 

▪ Jordan’s Performance and Satisfaction scores are 4/10. They 
are unhappy with their performance in health management 
and physical activity. 

Observation of occupations 
 

▪ Jordan demonstrates their morning hygiene and grooming 
routine using the outpatient clinic’s simulated apartment. 
Jordan’s routine does not include caring for skin or nails, and 
they verbalize that they rarely perform these tasks. 

Problem Areas in Diabetes (PAID; Polonsky et al., 1995) 
 

▪ The PAID is a 20-item questionnaire used to assess diabetes 
distress, with higher scores indicating greater distress. 

▪ Jordan scores 37.5/100, indicating a moderate level of 
distress. 

Tinetti Assessment Tool (Tinetti, 1986) 
 

▪ The Tinetti Assessment Tool is a task-performance measure 
of balance and gait, with lower scores indicating greater risk 
of falls. 

▪ Jordan scores 15/16 on the 9-item balance component, 
indicating low risk for loss of balance. 

Semmes–Weinstein monofilament foot testing 
 

▪ Jordan responds to the 3.61 monofilament size, indicating 
diminished light touch. 

Fear of Falling Questionnaire–Revised (FFQ–R; Bower et al., 
2015) 

 

▪ The FFQ–R is a 15-item multidimensional self-report measure 
of fear of falling, with higher scores indicating greater fear. 

▪ Jordan scores 15/60, indicating little fear of falling. 
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Figure 2. Decision-making algorithm for interventions to prevent diabetes foot complications. 

Skilled OT services are not 
indicated for diabetes-related 
foot complications; continue 
OT evaluation if needed and 
discontinue OT if no skilled 

needs are identified. 

Is client at risk for 
diabetes-related foot 

complications? 

NO OT evaluation for 
client with diabetes 

   

YES 
 

Does client demonstrate or 
describe adequate foot care 

routines AND have support for 
medical diabetes education and 

management? 
 

NO 

Skilled OT services are not 
indicated for diabetes-related 

foot complications; continue 
OT evaluation if needed and 
discontinue OT if no skilled 

needs are identified. 

YES    

Provide caregiver education. 
Report medical education 

needs and related cognitive 
observations and assessment 
results to referring provider. 

Refer client to additional 
services if needed: 

Does client demonstrate ability 
to self-manage foot care with OR 
without compensatory strategies? 

NO 

YES 

Refer client to medical 
diabetes educator if needed. 

If compensatory strategies are 
needed, note details in the referral. 

Podiatry 

Specialty footwear 
provider Implement multimodal 

interventions over time, including 

Community-based foot 
care options 

Provide client education on 

Risk factors 

Footwear 

Problem solving for diabetes management 

Foot inspection, skin care, and nail care 

• 

• 

• 

• 

Provide text messaging prompts for 
diabetes self-management support. 

(Dobson et al., 2018, Level 1b) 

(Ahmad Sharoni et al., 2018, Level 1b; Borges & 
Otswald, 2008, Level 1b; Fan et al., 2014, Level 3b) 

Note. Occupational therapy practitioners should always consider the client’s personal preferences, access to resources, and interests 
when developing the plan of care and selecting interventions. OT 5 occupational therapy. 

inspection of their feet. Jordan recognized that 
their nails were discolored and brittle. To help 
Jordan understand the problem, the practitioner 
shared that discoloration could be a result of a 
fungal infection and encouraged them to schedule 
a call with a podiatrist and do some online 
research on available treatments. The practitioner 
also provided Jordan with information on an 
automated text messaging program called 
SMS4BG (Dobson et al., 2018). This program was 
designed to help motivate people with diabetes to 
engage in healthy behaviors, such as daily foot 
inspections. Jordan learned that they could receive 
the motivational messages for free by signing up 
for the program online. 

Group-Based Self-Management and Exercise 
Intervention 
Every Thursday morning for an hour, the occupational 
therapy practitioner led a group-based diabetes self- 
management program focused on goal setting, physical 
activity, and healthy eating (Gregg et al., 2007; Trouil- 
loud & Regnier, 2013). Jordan decided to participate 
in the program for five of their six occupational ther- 
apy visits. During this time, Jordan connected with 
others who had diabetes. As a group, they engaged 
in resistance band exercises and shared healthy rec- 
ipes (King et al., 2006). The practitioner was 
familiar with community resources and assembled a 
list of local support groups for people with Type 2 
diabetes to share with the group. Participation in 
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these support groups can create a sense of commu- 
nity and empower people to improve or maintain 
their health and wellness (Self-Management 
Resource Center, 2021). 

can come from practitioners’ own training and expe- 
rience or from connecting with experts in an area to 
gather their opinions. In the sections that follow, we 
pinpoint important gaps in the evidence for interven- 
tions that practitioners can consider using as 
appropriate. 

Discharge Summary 
After participating in occupational therapy interven- 
tions in six outpatient visits, Jordan met their 
established goals. Jordan’s COPM scores improved 
from 4/10 to 8/10 in both Performance and Satisfac- 
tion. Their Problem Areas in Diabetes score (Polonsky 
et al., 1995) improved from 37.5/100 to 12.5/100, indi- 
cating reduced diabetes distress. Jordan reported that 
they had resumed walking to campus on a more regu- 
lar basis. They had also started preparing the healthy 
recipes they learned from the self-management pro- 
gram for their friends during weekend dinner parties. 
Although Jordan had not yet joined a support group 
in the community, they had established a routine of 
meeting up with new friends from the self-manage- 
ment program at a local YMCA to exercise twice a 
week. Jordan had also incorporated a daily feet check 
into their hygiene and grooming routine. They now 
trimmed their nails regularly, washed and dried their 
feet every day, and inspected their feet for any sores or 
changes to the skin. 

Limitations: Gaps in the Evidence 
Gaps in knowledge exist when the information in the 
literature about interventions is insufficient, imprecise, 
inconsistent, or biased (Robinson et al., 2011). Gaps 
also exist when the information in the literature is not 
sufficient to answer a clinical question. Therefore, 
practitioners must combine current evidence with 
expert opinion and their own training and experience 
to provide the best care possible. 

Practitioners need to think about the elements of 
evidence-based practice as they evaluate this guideline 
in light of gaps in the literature related to their clinical 
practice. Practitioners should consider the following 
questions when they identify these gaps (Gutenbrun- 
ner & Nugraha, 2020): 

1. What evidence exists? 
What are the best practices associated with 
providing services to this client population? 
What interventions are contraindicated for 
this population? 
What outcomes am I hoping to achieve with 
this client? 
Does evidence exist in another field or disci- 
pline related to interventions and desired 
outcomes that are within the scope of occu- 
pational therapy practice with this client 
population? 

8 

8 

8 Strengths and Limitations of the 
Current Body of Evidence 
Strengths 
Systematic reviews explore specific clinical questions 
that are guided by a priori question development and 
a review process protocol. No systematic review can 
address all aspects of a topic; systematic review authors 
make decisions on which aspects to include and 
exclude before conducting the review. Additionally, 
the literature search may miss relevant articles; using 
best practice methodology can reduce this bias. We 
attempted to follow best practices at every step of the 
process, in part by getting input at all stages from 
practitioners, researchers, consumers, and experts in 
the topic areas included in the review. 

The review questions that form the basis for this 
practice guideline were developed with an intentional 
focus on occupation-based outcomes. Because occupa- 
tion-based outcomes are the goal of occupational 
therapy, these were the outcomes reported in the 
reviews. Additionally, AOTA has published systematic 
reviews and practice guidelines for diagnoses such as 
stroke, Alzheimer’s disease, and arthritis; we did not 
include those diagnoses in this review to avoid over- 
lap. Gaps in the research supporting particular 
interventions does not mean that practitioners should 
not use those interventions. Rather, it means that the 
evidence is insufficient to support evidence-based 
practice and that practitioners should instead rely on 
expert knowledge to guide practice. Such knowledge 

8 

2. What are my client’s preferences and values? 
Does my client prefer one intervention over 
another? 
Are available resources, cost, or time 
influencing my client’s preference? 

8 

8 

How might the intervention I am considering 
affect my client’s performance patterns and 
roles? 
Does my client find the intervention I am 
considering meaningful? 

8 

8 

3. What experience and expertise do I have that can 
help guide my decisions? 

What types of interventions have I used pre- 
viously that were effective with similar clients 
or populations? 
What types of interventions have I used pre- 
viously that were ineffective with similar cli- 
ents or populations? 
What potential risks does the intervention I 
am considering pose to my client or this client 
population? 
What types of interventions to address this 
client’s concerns and challenges were part of 
my occupational therapy education? 

8 

8 

8 

8 
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4. Will the health care system or organization be 
supportive of this intervention? 

on the Lifestyle Redesign program has demonstrated 
the program’s ability to enhance health and quality of 
life among community-dwelling older adults (Juang 
et al., 2018; Uyeshiro Simon & Collins, 2017). 

How will I document this intervention? 
How will I document the outcomes associated 
with this intervention? 
Is it likely that this intervention will be 
reimbursed? 

8 
8 

8 Shared Goal Setting 
Much of the evidence in the systematic reviews is 
focused on helping clients develop individual self- 
management goals. Studies on goal setting infrequently 
included family and caregivers in the process. Social 
support has been found to help adults build “the skills 
and confidence they need to lead healthier lives” 
(Agency for Healthcare Research and Quality, 2020, 
para. 6). Family and caregivers often help adults iden- 
tify personal barriers and incorporate problem-solving 
techniques into their daily lives (Jordan, 2014). Occu- 
pational therapy practitioners can take advantage of a 
variety of tools, such as goal-setting worksheets, to 
help improve clients’ self-management support. The 
Institute for Healthcare Improvement (2021) has pro- 
vided a list of tips for setting and documenting 
collaborative self-management goals for adults with 
chronic conditions. 

Overall, the results from the systematic reviews on 
chronic conditions support occupational therapy prac- 
titioners’ use of a multimodal approach to help adults 
manage one or more chronic conditions. This 
approach must include education, goal setting, and 
problem-solving components delivered over an 
extended period of time. The clinical recommendations 
from the systematic reviews may be incomplete because 
of insufficient, imprecise, inconsistent, or biased evi- 
dence. Therefore, the following sections present 
additional information and suggestions related to occu- 
pational therapy’s role in addressing self-management 
of chronic conditions with adult clients. These sections 
are based on existing or emerging evidence, expert 
opinion, or both. 

Prevention Approach 
Much of the evidence in the systematic reviews is 
focused on strategies adults can use to improve or 
maintain health behaviors after diagnosis with one or 
more chronic conditions. However, the evidence pro- 
vides no strategies that focus on prevention. The risk 
of having more than one chronic condition increases 
with age (Vogeli et al., 2007); therefore, adults must be 
provided with strategies for preventing not only the 
progression of their current chronic conditions, but 
also the onset of additional chronic conditions. Occu- 
pational therapy practitioners can intervene at the 
primary, secondary, and tertiary prevention levels 
using occupation-based interventions. AOTA (2020a) 
developed a position statement on occupational ther- 
apy’s role in the promotion of health and well-being 
that provides examples of occupation-based primary, 
secondary, and tertiary prevention interventions. 

ADLs and Medication Management 
Much of the evidence in the systematic reviews does 
not specifically address ADLs beyond diabetic foot 
care. ADLs in general are commonly addressed in 
occupational therapy intervention (AOTA, 2020b; 
Laposha & Smallfield (2020), and yet relatively little 
evidence in the reviews relates self-management of 
chronic conditions to improved ADL performance. In 
much of the research, reported outcomes for ADL and 
IADL performance were combined; future research 
teasing ADL and IADL outcomes apart would enhance 
knowledge and intervention in these areas. Similarly, 
medication management is an important component 
of self-management of chronic conditions and is 
within the occupational therapy scope of practice 
(AOTA, 2020b; Schwartz & Smith, 2017); additional 
research is needed that focuses on the distinct value of 
occupational therapy interventions in promoting med- 
ication management for adults living with chronic 
conditions. 

Habits and Routines 
Much of the evidence in the systematic reviews does 
not explicitly connect self-management interventions 
to habits and routines, likely because most interven- 
tionists in the literature were not occupational therapy 
practitioners. Occupational therapy practitioners are 
skilled at assessing and addressing clients’ perfor- 
mance patterns, which “are the acquired habits, 
routines, roles, and rituals used in the process of 
engaging consistently in occupations and can . . . help 
establish [healthy] lifestyles” (AOTA, 2020b, p. 12). 
The evidence-based Lifestyle Redesign® program, for 
example, provides occupational therapy practitioners 
with practical guidance on helping adults enact a per- 
sonalized and sustainable daily routine that promotes 
health and well-being (Jackson et al., 1998). Research 

Young Adults 
Much of the research in the systematic reviews was 
conducted with middle-aged and older adult partici- 
pants. This finding may be attributed to how young 
adults transition through U.S. health systems (Butler, 
2021). Many young adults with chronic conditions 
must learn to navigate the complexity of medical serv- 
ices and insurance coverage when they move from 
pediatric to adult care. Many also transition to college, 
where parents have less oversight and involvement in 
their health care. To better address the needs of young 
adults with one or more chronic conditions, occupa- 
tional therapy practitioners can advocate for the 
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creation of child–adult transitional teams within their 
settings. They can also participate in the political sys- 
tem by writing or calling members of Congress to 
promote legislation that covers transition planning 
and services. AOTA offers practitioners tips and tools 
for taking action to support this underrepresented 
population (AOTA, 2021a). 
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Summary 
This Practice Guideline summarizes the current evi- 
dence to inform occupational therapy practitioners’ 
clinical decision making regarding self-management 
interventions for adults with heart disease, chronic 
lung conditions, diabetes, and kidney disease. This 
guideline can also be used to inform occupational 
therapy educational curricula and professional devel- 
opment and to guide the future research agenda on 
adults with chronic conditions. 

On the basis of the systematic review findings, 
occupational therapy practitioners are encouraged to 
routinely use a multimodal approach in interventions 
with adults with chronic conditions. Multimodal inter- 
ventions include education, goal setting, and problem- 
solving components provided over an extended period 
of time to help clients establish self-management hab- 
its and routines. Practitioners should also consider the 
following when planning and delivering services: 

Using standardized performance-based assess- 
ments in addition to client self-report can cap- 
ture a more holistic picture of the client’s 
functional performance and more accurately 
measure outcomes of services. 
Including telehealth delivery modes in combina- 
tion with in-person visits can promote clients’ 
self-management and development of habits and 
routines. 
Collaborating with members of the interprofes- 
sional team, which includes health care practi- 
tioners, the client, and their caregivers, can help 
ensure delivery of a comprehensive and inte- 
grated plan of care. 

■ 

■ 

■ 

Occupational therapy is uniquely positioned to 
address self-management from a holistic perspective, 
taking into account clients’ characteristics, occupa- 
tions, and surrounding environment. This Practice 
Guideline equips occupational therapy practitioners 
with a summary of the available evidence along with 
clinical recommendations for translating the evidence 
into practice when working with adult clients with 
chronic conditions. 
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Participants with heart disease, chronic lung 
conditions, diabetes, or kidney disease, as well as 
caregivers of adults with stroke for Question 4. 

Exclusion criteria were as follows: 

Appendix: Overview of the Systematic 
Review Methods and Findings 

■ 

The systematic reviews completed for this Practice 
Guideline were conducted according to the Cochrane 
Collaboration methodology (Higgins et al., 2019) and 
are reported consistent with the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guidelines (Moher et al., 2009). 

Dissertations, theses, presentations, and 
proceedings 
Published outside the date range of the review 
Evidence at Level 4 or 5 
Interventions outside the scope of occupational 
therapy practice 
Average age of participants <18 yr 
Participants residing in a skilled nursing facility 
Participants with acute or chronic conditions 
covered in another American Occupational 
Therapy Association (AOTA) practice guideline 
(e.g., stroke [except caregivers for Question 4], 
Alzheimer’s disease, arthritis, cancer) 
Older adults in the hospital not being discharged 
to the community. 

■ 

■ 

■ 

■ 

■ 

Review Questions 
1. What is the evidence for the effectiveness of self- 

management interventions within the scope of 
occupational therapy practice to improve the per- 
formances of ADLs and sleep and rest among 
community-dwelling adults with chronic 
conditions? 

2. What is the evidence for the effectiveness of self- 
management interventions within the scope of 
occupational therapy practice to improve the per- 
formance of IADLs among community-dwelling 
adults with chronic conditions? 

3. What is the evidence for the effectiveness of self- 
management interventions within the scope of 
occupational therapy practice to improve the per- 
formance of education, work, volunteering, lei- 
sure, and social participation among community- 
dwelling adults with chronic conditions? 

4. What is the evidence for the effectiveness of 
interventions within the scope of occupational 
therapy practice for caregivers of people with 
chronic conditions to facilitate their ability to 
maintain participation in the caregiver role? 

■ 

■ 

■ 

The following databases were searched: 
MEDLINE 
PsycINFO 
CINAHL 
OTseeker 
Cochrane databases 

■ 

■ 

■ 

■ 

■ 

Levels of Evidence 
Each article evaluated in the reviews was assigned a 
level of evidence using the Oxford Centre for Evi- 
dence-Based Medicine (2009) framework: 

Level 1a: Systematic review of homogeneous 
RCTs (e.g., similar population, intervention) 
with or without meta-analysis 
Level 1b: Well-designed individual RCT (not a 
pilot or feasibility study with a small sample 
size) 
Level 2a: Systematic review of cohort studies 
Level 2b: Individual prospective cohort study, 
low-quality RCT (e.g., <80% follow-up or low 
number of participants, pilot or feasibility 
study), ecological study, or two-group non- 
randomized study 
Level 3a: Systematic review of case–control 
studies 
Level 3b: Individual retrospective case–control 
study, one-group nonrandomized pretest–post- 
test study, or cohort study 
Level 4: Case series (or low-quality cohort or 
case–control study) 
Level 5: Expert opinion without explicit critical 
appraisal. 

■ 

■ 

Search Terms, Inclusion and Exclusion Criteria, 
and Databases Searched 
Table A.1 summarizes the search strategy for this sys- 
tematic review. Inclusion criteria were as follows: 

■ 

■ 

Peer-reviewed journal articles 
Publication in English (unless review authors 
were able to translate) 
Publication dates from January 1995 to Decem- 
ber 2018 
Evidence at Level 1b, 2b, or 3b (see “Levels of 
Evidence” section) 
Interventions within the scope of occupational 
therapy practice 
Participants who were adults aged >18 yr) 
Participants residing in the community, a retire- 
ment home, or assisted living 

■ 

■ 

■ ■ 

■ ■ 

■ 

■ 

■ 

■ ■ 
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Table A.1. Search Strategy for the Systematic Reviews on Self-Management Interventions for Adults With 
Chronic Conditions 

(Continued) 
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Category Key Search Terms 
Population adult (181), elderly, older adult, seniors 
Diagnosis and conditions 

 
cardiovascular disease, chronic disease, chronic illness, 
chronic respiratory problems, heart disease, hypertension, 
kidney disease, Type 2 diabetes 

Study and trial designs 
 

behavioral interventions, behavior change, best practices, case 
control, case report, case series, clinical guidelines, clinical 
trial, cohort, comparative study, controlled clinical trial, cross 
over, cross-sectional, double-blind, energy conservation, 
epidemiology, evaluation study, evidence-based, evidence 
synthesis, feasibility study, follow-up, health technology 
assessment, intervention, longitudinal, main outcome measure, 
meta-analysis, multicenter study, observational study, outcome 
and process assessment, pilot, practice guidelines, 
prospective, random allocation, randomized controlled trials, 
retrospective, sampling, single subject design, standard of 
care, systematic literature review, systematic review, treatment 
outcome, time management, validation study 

All questions 
 

acquiring information, activity patterns, advocating, behavior 
change, body image, chronic care model, chronic disease 
management, chronic disease self-management, client 
education, communication, comorbidities, coping strategies, 
daily routines, decision making, dependence, depression, 
diabetic diet, diet, disease management, empowerment, 
exercise, exercise adherence, fatigue, goal setting, group 
education, group self-management program, habit, habits, 
health behavior, health beliefs, health education, health 
knowledge, health literacy, health maintenance, health 
management, health promotion, healthy attitudes, identity, 
lifestyle, lifestyle interventions, lifestyle redesign, managing 
symptoms, medication compliance, medication errors, 
medication management, menu planning, mindfulness, 
motivation, multimorbidity, multiple morbidity, nutrition, 
nutrition education, obesity, on-line, pacing, pain, patient 
education, peer support, physical activity, physical fitness, 
planning, prevention, priorities, prioritizing, problem solving, 
routines, secondary prevention, sedentary behavior, self- 
efficacy, self-esteem, self-management, self-management 
education program, self-worth, smoking cessation, stigma, 
strategies, stress, stress management, substance-related 
disorders, technology, telehealth, therapeutic exercise, tobacco 
use cessation, values, weight control, weight loss, well-being, 
wellness, wellness programs 

Interventions—ADLs, rest and sleep 
 

activities of daily living, adaptive device, adaptive equipment, 
bathing, bowel and bladder management, daily living activities, 
dressing, durable medical equipment, eating, feeding, 
functional mobility, grooming, hearing aids, incontinence, 
mobility, mobility aid, oral hygiene, personal care, personal 
device care, personal healthcare device, personal hygiene, 
self-care, self-feeding, self-help devices, sexual activity, sexual 
behavior, sexual education, showering, toilet hygiene, toileting 
bedtime routine, fatigue, insomnia, napping, relaxation, rest, 
sleep, sleep apnea, sleep deprivation, sleep hygiene, sleep 
medication, sleep participation, sleep preparation, sleep quality 

Interventions—IADLs 
 

activity therapy, assistive devices, assistive devices and 
communication, assistive technology, child rearing, 
communication skills training, community mobility, computer 
literacy, cooking, daily activities, driving, electronic security 
systems, emergency preparation, energy conservation, 
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Table A.1. Search Strategy for the Systematic Reviews on Self-Management Interventions for Adults With 
Chronic Conditions (Cont.) 

Note. ADLs 5 activities of daily living; IADLs 5 instrumental activities of daily living. 

Article Screening and Data Extraction 
The medical librarian conducted the search and 
removed duplicates, and the review teams (of at 
least two authors) screened titles and abstracts on 
the basis of the inclusion criteria. Reviewers resolved 
any differences by discussion and, if necessary, con- 
sultation with a third party (an AOTA Evidence- 
Based Project team member) until consensus was 
reached. The review teams then obtained and 
reviewed the full-text articles to determine inclusion 
or exclusion. They extracted data from the included 
studies in an evidence table, which summarized 
each study’s methods, risk-of-bias evaluation, partic- 
ipants, intervention setting, intervention and control 
conditions, outcome measures, and results. 

Quality of the Evidence and Risk of Bias 
Two members of each review team independently 
assigned quality ratings to each study and collabo- 
rated to reach consensus. The review teams evalu- 
ated risk of bias on the basis of study design 
(controlled or noncontrolled trial). For studies that 
included a control group (randomized or non- 
randomized), they used the Cochrane tool (Higgins 
et al., 2016), and for noncontrolled trials, they used 
a tool developed by the National Heart, Lung, and 
Blood Institute (2014). 

Strength of Evidence 
Each systematic review team grouped the evidence 
into themes and determined the strength of the 

THE AMERICAN JOURNAL OF OCCUPATIONAL THERAPY  MARCH/APRIL 2022, VOLUME 76, NUMBER 2 28 

D
ow

nloaded from
 http://research.aota.org/ajot/article-pdf/76/2/7602397010/74223/7602397010.pdf by R

ichard Bookw
alter on 13 O

ctober 2023 

Category Key Search Terms 
 falls, fall prevention, financial management, financial skills, 

food preparation, grandparent, grandparenting, habit training, 
home maintenance, home management, household 
maintenance, household management, household security, 
housekeeping, instrumental activities, instrumental activities of 
daily living, laundry, meal planning, meal preparation, 
medication management, medication routine, menu planning, 
money management, pets, religious activities, religious service 
attendance, routines, safety, shopping, telephone, 
transportation, walking 

Interventions—Education, work, volunteering, leisure, social 
participation 

 

adult education, civic engagement, civic participation, 
community service, continuing education, distance education, 
education, employment, employment interests, employment 
pursuits, informal education, job, job holder, job search, labor, 
labor force, lifelong learning, phased retirement, productive 
activities, retired senior volunteer program (RSVP), retirement, 
retirement planning, retirement preparation, return to work, 
vocation, vocational training, volunteer, volunteer exploration, 
volunteerism, volunteer participation, volunteer work, wage 
earner, work, worker, work role, work transition 
activity participation, career, clubs, computer application, 
computer tablet, computer tablet technology, computer use, 
crafts, family relations, friends, friendships, games, hobbies, 
hobby, interpersonal relations, leisure, leisure activities, leisure 
exploration, leisure participation, mobile application, mobile 
device, mobile phone, neighbor relations, peer, personal 
support, political, reading, recreation, relationships, religious, 
senior center, smartphone use, social activity, social 
adjustment, social capital, social environment, social 
interaction, social isolation, socialization, socializing, social 
participation, social skills, social support, sports, travel 

Interventions—Caregiver role 
 

caregiver, caregiver appraisal, caregiver burden, caregiver 
confidence, caregiver depression, caregiver education, 
caregiver participation, caregiver perception, caregiver 
routines, caregiver quality of life, caregivers, caregiver 
strategies, caregiver stress, caregiver support, caregiver 
training, caregiver upset, caregiving, care of others, care 
partner, carer, education, family caregiver, family member, 
psychoeducation, psychosocial intervention, skill-building, 
spouse, training 
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Table A.2. Strength of Evidence (Level of Certainty) Designations 

Note. The determination of strength of evidence is based on the guidelines of the U.S. Preventive Services Task Force (2018). 

evidence for each theme. The strength-of-evidence 
designations are outlined in Table A.2 and are based 
on the guidelines of the U.S. Preventive Services Task 
Force (2018). Strength-of-evidence designations are a 
synthesis of level of evidence, quality of evidence (risk 
of bias), and findings of the studies (e.g., significance). 
Synthesizing these three elements of the evidence 
enabled the review authors to determine the level of 
certainty that the interventions discussed in the articles 
resulted in the outcomes shown. 

and 533 for Question 4, which were given to the 
review teams. 

Teams of two or more reviewers with expertise in 
the content areas carried out the systematic reviews. 
The review teams completed the next step of eliminat- 
ing articles on the basis of the abstracts, retrieved the 
full-text versions of potential articles, and determined 
final inclusion in the reviews on the basis of the inclu- 
sion and exclusion criteria. 

A total of 102 studies were included in the sys- 
tematic reviews, including 50 Level 1b, 42 Level 
2b, and 10 Level 3b studies. Table A.3 lists the 
number of studies included in each review and 
their levels of evidence. Citations for the system- 
atic review articles and critically appraised topics 
are as follows: 

Overview of Search Results 
The searches located 17,967 citations and abstracts 
for Questions 1–3 and 12,216 for Question 4. The 
research methodologist completed the first step of 
eliminating references on the basis of the titles, 
removing duplicates and studies clearly not within 
the parameters of the review (e.g., date of publica- 
tion, population, intervention). This step reduced 
the number of citations to 3,345 for Questions 1–3 

Kaldenberg, J., Newman, R., & Emmert, C. 
(2020). Self-management interventions for social 
and leisure participation among community- 
dwelling adults with chronic conditions: 

■ 

Table A.3. Number of Articles Included in the Systematic Reviews, by Topic 

Note. ADLs 5 activities of daily living; IADLs 5 instrumental activities of daily living. 
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Review Question Topic 
Level of Evidence  

Total 1b 2b 3b 
1. ADLs and sleep and rest 6 5 4 15 
2. IADLs 30 6 0 36 
3. Education, work, volunteering, leisure, and social participation 1 2 0 3 
4. Caregiver role 13 29 6 48 

Total 50 42 10 102 

Level Description 
Strong 

 
▪ Two or more Level 1a or 1b studies 
▪ The available evidence usually includes consistent results from well-designed, well-conducted studies. The 
findings are strong, and they are unlikely to be strongly called into question by the results of future studies. 

Moderate 
 

▪ At least 1 Level 1a or 1b high-quality study or multiple moderate-quality studies (e.g., Level 2a or 2b, Level 3a 
or 3b). 

▪ The available evidence is sufficient to determine the effects on health outcomes, but confidence in the estimate 
is constrained by such factors as 
 number, size, or quality of individual studies and 
 inconsistency of findings across individual studies. 

▪ As more information (other research findings) becomes available, the magnitude or direction of the observed 
effect could change, and this change may be large enough to alter the conclusion related to the usefulness of 
the intervention. 

Low 
 

▪ Small number of low-level studies, flaws in the studies, etc. 
▪ The available evidence is insufficient to assess effects on health and other outcomes of relevance to 

occupational therapy. Evidence is insufficient because of 
 limited number or size of studies; 
 important flaws in study design or methods; 
 Inconsistency of findings across individual studies; or 
 lack of information on important health outcomes. 

▪ More information may allow estimation of effects on health and other outcomes of relevance to occupational 
therapy. 
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Systematic review of related literature from 
1995–2018 [Critically Appraised Topic]. Ameri- 
can Occupational Therapy Association. https:// 
www.aota.org/-/media/Corporate/Files/Secure/ 
Practice/CCL/Productive%20Aging/ 
Chronic-Conditions-CAT-Social-Leisure.pdf 
Kearney, P., Watford, P., and Sutton, K. (2021). 
Self-management interventions for people with 
chronic pulmonary, cardiac, or kidney condi- 
tions [Critically Appraised Topic]. American 
Occupational Therapy Association. https:// 
www.aota.org/-/media/Corporate/Files/Secure/ 
Practice/CCL/Productive%20Aging/ 
CC-CAT-Pulm-Card-Kidney.pdf 
Kearney, P., Watford, P., and Sutton, K. 
(2021). Self-management interventions for 
people with diabetes [Critically Appraised 
Topic]. American Occupational Therapy 

Association. https://www.aota.org/-/media/ 
Corporate/Files/Secure/Practice/CCL/ 
Productive%20Aging/ 
CC-CAT-IADL-Diabetes.pdf 
Rouch, S. A., Fields, B. E., Alibrahim, H. A., 
Rodakowski, J., & Leland, N. E. (2021). Evi- 
dence for the effectiveness of interventions for 
caregivers of people with chronic conditions: 
A systematic review. American Journal of 
Occupational Therapy, 75, 7504190030. 
https://doi.org/10.5014/ajot.2021.042838 
Smallfield, S., Fang, L., & Kyler, D. (2021). Self- 
management interventions to improve activities 
of daily living and rest and sleep for adults with 
chronic conditions: A systematic review. Ameri- 
can Journal of Occupational Therapy, 75, 
7504190010. https://doi.org/10.5014/ 
ajot.2021.046946 

■ 

■ 

■ 

■ 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

additional years until it reaches 25 or until 
the 5 most recent calendar years are 
included in the total. Programs that did 
not have candidates who sat for the exam 
in each of the 3 most recent calendar years 
must meet the required 80% pass rate 
each year until data for 3 calendar years 
are available. 

additional years until it reaches 25 or until 
the 5 most recent calendar years are 
included in the total. Programs that did 
not have candidates who sat for the exam 
in each of the 3 most recent calendar years 
must meet the required 80% pass rate 
each year until data for 3 calendar years 
are available. 

additional years until it reaches 25 or until 
the 5 most recent calendar years are 
included in the total. Programs that did 
not have candidates who sat for the exam 
in each of the 3 most recent calendar years 
must meet the required 80% pass rate 
each year until data for 3 calendar years 
are available. 

additional years until it reaches 25 or until 
the 5 most recent calendar years are 
included in the total. Programs that did 
not have candidates who sat for the exam 
in each of the 3 most recent calendar years 
must meet the required 80% pass rate 
each year until data for 3 calendar years 
are available. 

SECTION B: CONTENT REQUIREMENTS 

The content requirements are written as expected student outcomes. Faculty are responsible for developing learning activities and evaluation methods to document that students 
meet these outcomes. Level II Fieldwork, the Baccalaureate Project, or the Doctoral Capstone Experience and Project syllabi may not be used to document compliance with a section B 
content Standard. 

B.1.0. FOUNDATIONAL CONTENT REQUIREMENTS 

Program content must be based on a broad foundation in the liberal arts and sciences. A strong foundation in the biological, physical, social, and behavioral sciences supports an 
understanding of occupation across the lifespan. If the content of the Standard is met through prerequisite coursework, the application of foundational content in the sciences must 
also be evident in professional coursework. The student will be able to: 

B.1.1. Human Body, Development, and Behavior 
B.1.1. Demonstrate knowledge of: 

• The structure and function of the 
human body to include the biological 
and physical sciences, neurosciences, 
kinesiology, and biomechanics. 

• Human development throughout the 
lifespan (infants, children, adolescents, 
adults, and older adults). Course 
content must include, but is not 
limited to, developmental psychology. 

• Concepts of human behavior to 
include the behavioral sciences, social 
sciences, and science of occupation. 

Demonstrate knowledge of: 

• The structure and function of the 
human body to include the biological 
and physical sciences, neurosciences, 
kinesiology, and biomechanics. 

• Human development throughout the 
lifespan (infants, children, adolescents, 
adults, and older adults). Course 
content must include, but is not 
limited to, developmental psychology. 

• Concepts of human behavior to 
include the behavioral sciences, social 
sciences, and science of occupation. 

Demonstrate knowledge of: 

• The structure and function of the 
human body to include the biological 
and physical sciences, neurosciences, 
kinesiology, and biomechanics. 

• Human development throughout the 
lifespan (infants, children, adolescents, 
adults, and older adults). Course 
content must include, but is not 
limited to, developmental psychology. 

• Concepts of human behavior to 
include the behavioral sciences, social 
sciences, and science of occupation. 

Demonstrate knowledge of: 

• The structure and function of the 
human body to include the biological 
and physical sciences, neurosciences, 
kinesiology, and biomechanics. 

• Human development throughout the 
lifespan (infants, children, adolescents, 
adults, and older adults). Course 
content must include, but is not 
limited to, developmental psychology. 

• Concepts of human behavior to 
include the behavioral sciences, social 
sciences, and science of occupation. 

B.1.2. Sociocultural, Socioeconomic, Diversity Factors, and Lifestyle Choices 
B.1.2. Apply, analyze, and evaluate the role of 

sociocultural, socioeconomic, and diversity 
factors, as well as lifestyle choices in 
contemporary society to meet the needs of 
persons, groups, and populations. Course 
content must include, but is not limited to, 
introductory psychology, abnormal 

Apply and analyze the role of sociocultural, 
socioeconomic, and diversity factors, as 
well as lifestyle choices in contemporary 
society to meet the needs of persons, 
groups, and populations. Course content 
must include, but is not limited to, 
introductory psychology, abnormal 

Apply knowledge and appreciation of the 
role of sociocultural, socioeconomic, and 
diversity factors, as well as lifestyle 
choices in contemporary society to meet 
the needs of persons, groups, and 
populations (e.g., principles of psychology, 
sociology, and abnormal psychology). 

Explain the role of sociocultural, 
socioeconomic, and diversity factors, as 
well as lifestyle choices in contemporary 
society to meet the needs of persons, 
groups, and populations (e.g., principles of 
psychology, sociology, and abnormal 
psychology). 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

psychology, and introductory sociology or 
introductory anthropology. 

psychology, and introductory sociology or 
introductory anthropology. 

B.1.3. Social Determinants of Health 
B.1.3. Demonstrate knowledge of the social 

determinants of health for persons, 
groups, and populations with or at risk for 
disabilities and chronic health conditions. 
This must include an analysis of the 
epidemiological factors that impact the 
public health and welfare of populations. 

Demonstrate knowledge of the social 
determinants of health for persons, 
groups, and populations with or at risk for 
disabilities and chronic health conditions. 
This must include an analysis of the 
epidemiological factors that impact the 
public health and welfare of populations. 

Demonstrate knowledge of the social 
determinants of health for persons, 
groups, and populations with or at risk for 
disabilities and chronic health conditions. 
This must include an understanding of the 
epidemiological factors that impact the 
public health and welfare of populations. 

Demonstrate knowledge of the social 
determinants of health for persons, 
groups, and populations with or at risk for 
disabilities and chronic health conditions. 
This must include an understanding of the 
epidemiological factors that impact the 
public health and welfare of populations. 

B.1.4. Quantitative Statistics and Qualitative Analysis 
B.1.4. Demonstrate the ability to use quantitative 

statistics and qualitative analysis to 
interpret tests and measurements for the 
purpose of establishing and delivering 
evidence-based practice. 

Demonstrate the ability to use quantitative 
statistics and qualitative analysis to 
interpret tests and measurements for the 
purpose of establishing and delivering 
evidence-based practice. 

(No related Standard) (No related Standard) 

B.2.0. OCCUPATIONAL THERAPY THEORETICAL PERSPECTIVES 

Current and relevant interprofessional perspectives including rehabilitation, disability, and developmental as well as person/population-environment-occupation models, theories 
and frameworks of practice. The program must facilitate the development of the performance criteria listed below. The student will be able to: 

B.2.1. Scientific Evidence, Theories, Models of Practice, and Frames of Reference 
B.2.1. Apply, analyze, and evaluate scientific 

evidence, theories, models of practice, and 
frames of reference that underlie the 
practice of occupational therapy to guide 
and inform interventions for persons, 
groups, and populations in a variety of 
practice contexts and environments. 

Apply, analyze, and evaluate scientific 
evidence, theories, models of practice, and 
frames of reference that underlie the 
practice of occupational therapy to guide 
and inform interventions for persons, 
groups, and populations in a variety of 
practice contexts and environments. 

Apply scientific evidence, theories, models 
of practice, and frames of reference that 
underlie the practice of occupational 
therapy to guide and inform interventions 
for persons, groups, and populations in a 
variety of practice contexts and 
environments. 

Apply scientific evidence, theories, models 
of practice, and frames of reference that 
underlie the practice of occupational 
therapy to guide and inform interventions 
for persons, groups, and populations in a 
variety of practice contexts and 
environments. 

B.2.2. Theory Development 
B.2.2. Explain the process of theory development 

in occupational therapy and its desired 
impact and influence on society. 

Explain the process of theory development 
and its importance to occupational 
therapy. 

Define the process of theory development 
and its importance to occupational 
therapy. 

Define the process of theory development 
and its importance to occupational 
therapy. 

B.3.0. BASIC TENETS OF OCCUPATIONAL THERAPY 

Coursework must facilitate development of the performance criteria listed below. The student will be able to: 

B.3.1. OT History, Philosophical Base, Theory, and Sociopolitical Climate 
B.3.1. Analyze and evaluate occupational 

therapy history, philosophical base, 
theory, and sociopolitical climate and 
their importance in meeting society’s 
current and future occupational needs as 

Analyze occupational therapy history, 
philosophical base, theory, and 
sociopolitical climate and their 
importance in meeting society’s current 
and future occupational needs as well as 

Apply knowledge of occupational therapy 
history, philosophical base, theory, and 
sociopolitical climate and their importance 
in meeting society’s current and future 
occupational needs as well as how these 

Apply knowledge of occupational therapy 
history, philosophical base, theory, and 
sociopolitical climate and their importance 
in meeting society’s current and future 
occupational needs as well as how these 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

well as how these factors influence and 
are influenced by practice. 

how these factors influence and are 
influenced by practice. 

factors influence and are influenced by 
practice. 

factors influence and are influenced by 
practice. 

B.3.2. Interaction of Occupation and Activity 
B.3.2. Apply, analyze, and evaluate the 

interaction of occupation and activity, 
including areas of occupation, performance 
skills, performance patterns, context(s) 
and environments, and client factors. 

Apply, analyze, and evaluate the 
interaction of occupation and activity, 
including areas of occupation, performance 
skills, performance patterns, context(s) 
and environments, and client factors. 

Demonstrate knowledge of and apply the 
interaction of occupation and activity, 
including areas of occupation, performance 
skills, performance patterns, context(s) 
and environments, and client factors. 

Demonstrate knowledge of and apply the 
interaction of occupation and activity, 
including areas of occupation, performance 
skills, performance patterns, context(s) 
and environments, and client factors. 

B.3.3. Distinct Nature of Occupation 
B.3.3. Explain to consumers, potential 

employers, colleagues, third-party payers, 
regulatory boards, policymakers, and the 
general public the distinct nature of 
occupation and the evidence that 
occupation supports performance, 
participation, health, and well-being. 

Explain to consumers, potential 
employers, colleagues, third-party payers, 
regulatory boards, policymakers, and the 
general public the distinct nature of 
occupation and the evidence that 
occupation supports performance, 
participation, health, and well-being. 

Explain to consumers, potential 
employers, colleagues, third-party payers, 
regulatory boards, policymakers, and the 
general public the distinct nature of 
occupation and the evidence that 
occupation supports performance, 
participation, health, and well-being. 

Explain to consumers, potential 
employers, colleagues, third-party payers, 
regulatory boards, policymakers, and the 
general public the distinct nature of 
occupation and the evidence that 
occupation supports performance, 
participation, health, and well-being. 

B.3.4. Balancing Areas of Occupation, Role in Promotion of Health, and Prevention 
B.3.4. Apply, analyze, and evaluate scientific 

evidence to explain the importance of 
balancing areas of occupation; the role of 
occupation in the promotion of health; 
and the prevention of disease, illness, and 
dysfunction for persons, groups, and 
populations. 

Apply and analyze scientific evidence to 
explain the importance of balancing areas 
of occupation; the role of occupation in the 
promotion of health; and the prevention of 
disease, illness, and dysfunction for 
persons, groups, and populations. 

Demonstrate knowledge of scientific 
evidence as it relates to the importance of 
balancing areas of occupation; the role of 
occupation in the promotion of health; and 
the prevention of disease, illness, and 
dysfunction for persons, groups, and 
populations. 

Demonstrate knowledge of scientific 
evidence as it relates to the importance of 
balancing areas of occupation; the role of 
occupation in the promotion of health; and 
the prevention of disease, illness, and 
dysfunction for persons, groups, and 
populations. 

B.3.5. Effects of Disease Processes 
B.3.5. Analyze and evaluate the effects of disease 

processes including heritable diseases, 
genetic conditions, mental illness, 
disability, trauma, and injury on 
occupational performance. 

Analyze the effects of disease processes 
including heritable diseases, genetic 
conditions, mental illness, disability, 
trauma, and injury on occupational 
performance. 

Demonstrate knowledge of the effects of 
disease processes including heritable 
diseases, genetic conditions, mental illness, 
disability, trauma, and injury on 
occupational performance. 

Demonstrate knowledge of the effects of 
disease processes including heritable 
diseases, genetic conditions, mental illness, 
disability, trauma, and injury on 
occupational performance. 

B.3.6. Activity Analysis 
B.3.6. Demonstrate activity analysis in areas of 

occupation, performance skills, 
performance patterns, context(s) and 
environments, and client factors to 
formulate the intervention plan. 

Demonstrate activity analysis in areas of 
occupation, performance skills, 
performance patterns, context(s) and 
environments, and client factors to 
formulate the intervention plan. 

Demonstrate activity analysis in areas of 
occupation, performance skills, 
performance patterns, context(s) and 
environments, and client factors to 
implement the intervention plan. 

Demonstrate activity analysis in areas of 
occupation, performance skills, 
performance patterns, context(s) and 
environments, and client factors to 
implement the intervention plan. 

B.3.7. Safety of Self and Others 
B.3.7. Demonstrate sound judgment in regard to 

safety of self and others and adhere to 
safety regulations throughout the 
occupational therapy process as 

Demonstrate sound judgment in regard to 
safety of self and others and adhere to 
safety regulations throughout the 
occupational therapy process as 

Demonstrate sound judgment in regard to 
safety of self and others and adhere to 
safety regulations throughout the 
occupational therapy process as 

Demonstrate sound judgment in regard to 
safety of self and others and adhere to 
safety regulations throughout the 
occupational therapy process as 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

appropriate to the setting and scope of 
practice. This must include the ability to 
assess and monitor vital signs (e.g., blood 
pressure, heart rate, respiratory status, 
and temperature) to ensure that the client 
is stable for intervention. 

appropriate to the setting and scope of 
practice. This must include the ability to 
assess and monitor vital signs (e.g., blood 
pressure, heart rate, respiratory status, 
and temperature) to ensure that the client 
is stable for intervention. 

appropriate to the setting and scope of 
practice. This must include the ability to 
assess and monitor vital signs (e.g., blood 
pressure, heart rate, respiratory status, 
and temperature) to ensure that the client 
is stable for intervention. 

appropriate to the setting and scope of 
practice. This must include the ability to 
assess and monitor vital signs (e.g., blood 
pressure, heart rate, respiratory status, 
and temperature) to ensure that the client 
is stable for intervention. 

B.4.0. REFERRAL, SCREENING, EVALUATION, AND INTERVENTION PLAN 

The process of referral, screening, evaluation, and diagnosis as related to 
occupational performance and participation must be client centered; culturally 
relevant; and based on theoretical perspectives, models of practice, frames of 
reference, and available evidence. 

INTERVENTION PLAN: FORMULATION AND IMPLEMENTATION 

The process of formulation and implementation of the therapeutic intervention 
plan to facilitate occupational performance and participation must be client 
centered and culturally relevant; reflective of current and emerging occupational 
therapy practice; based on available evidence; and based on theoretical 
perspectives, models of practice, and frames of reference. 

These processes must consider the needs of persons, groups, and populations. 

The program must facilitate development of the performance criteria listed 
below. The student will be able to: 

SCREENING, EVALUATION, AND INTERVENTION PLAN 

The process of screening and evaluation as related to occupational performance and 
participation must be conducted under the supervision of and in cooperation with 
the occupational therapist and must be client centered; culturally relevant; and 
based on theoretical perspectives, models of practice, frames of reference, and 
available evidence. These processes must consider the needs of persons, groups, and 
populations. 

INTERVENTION AND IMPLEMENTATION 

The process of intervention to facilitate occupational performance and participation 
must be done under the supervision of and in cooperation with the occupational 
therapist and must be client centered, culturally relevant, reflective of current 
occupational therapy practice, and based on available evidence. 

The program must facilitate development of the performance criteria listed below. 
The student will be able to: 

B.4.1. Therapeutic Use of Self 
B.4.1. Demonstrate therapeutic use of self, 

including one’s personality, insights, 
perceptions, and judgments, as part of the 
therapeutic process in both individual and 
group interaction. 

Demonstrate therapeutic use of self, 
including one’s personality, insights, 
perceptions, and judgments, as part of the 
therapeutic process in both individual and 
group interaction. 

Demonstrate therapeutic use of self, 
including one’s personality, insights, 
perceptions, and judgments, as part of the 
therapeutic process in both individual and 
group interaction. 

Demonstrate therapeutic use of self, 
including one’s personality, insights, 
perceptions, and judgments, as part of the 
therapeutic process in both individual and 
group interaction. 

B.4.2. Clinical Reasoning 
B.4.2. Demonstrate clinical reasoning to evaluate, 

analyze, diagnose, and provide occupation-
based interventions to address client 
factors, performance patterns, and 
performance skills. 

Demonstrate clinical reasoning to evaluate, 
analyze, diagnose, and provide occupation-
based interventions to address client 
factors, performance patterns, and 
performance skills. 

Demonstrate clinical reasoning to address 
occupation-based interventions, client 
factors, performance patterns, and 
performance skills. 

Demonstrate clinical reasoning to address 
occupation-based interventions, client 
factors, performance patterns, and 
performance skills. 

B.4.3. Occupation-Based Interventions 
B.4.3. Utilize clinical reasoning to facilitate 

occupation-based interventions that 
address client factors. This must include 
interventions focused on promotion, 
compensation, adaptation, and prevention. 

Utilize clinical reasoning to facilitate 
occupation-based interventions that 
address client factors. This must include 
interventions focused on promotion, 
compensation, adaptation, and prevention. 

Utilize clinical reasoning to facilitate 
occupation-based interventions that 
address client factors. This must include 
interventions focused on promotion, 
compensation, adaptation, and prevention. 

Utilize clinical reasoning to facilitate 
occupation-based interventions that 
address client factors. This must include 
interventions focused on promotion, 
compensation, adaptation, and prevention. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

B.4.4. Standardized and Nonstandardized Screening and Assessment Tools 
B.4.4. Evaluate client(s)’ occupational 

performance, including occupational 
profile, by analyzing and selecting 
standardized and non-standardized 
screenings and assessment tools to 
determine the need for occupational 
therapy intervention(s). Assessment 
methods must take into consideration 
cultural and contextual factors of the client. 

Interpret evaluation findings of 
occupational performance and 
participation deficits to develop 
occupation-based intervention plans and 
strategies. 

Intervention plans and strategies must be 
client centered, culturally relevant, 
reflective of current occupational therapy 
practice, and based on available evidence. 

Evaluate client(s)’ occupational 
performance, including occupational 
profile, by analyzing and selecting 
standardized and non-standardized 
screenings and assessment tools to 
determine the need for occupational 
therapy intervention(s). Assessment 
methods must take into consideration 
cultural and contextual factors of the client. 

Interpret evaluation findings of 
occupational performance and 
participation deficits to develop 
occupation-based intervention plans and 
strategies. 

Intervention plans and strategies must be 
client centered, culturally relevant, 
reflective of current occupational therapy 
practice, and based on available evidence. 

Contribute to the evaluation process of 
client(s)’ occupational performance, 
including an occupational profile, by 
administering standardized and 
nonstandardized screenings and 
assessment tools and collaborating in the 
development of occupation-based 
intervention plans and strategies. 

Explain the importance of using 
psychometrically sound assessment tools 
when considering client needs, and cultural 
and contextual factors to deliver evidence-
based intervention plans and strategies. 

Intervention plans and strategies must be 
client centered, culturally relevant, 
reflective of current occupational therapy 
practice, and based on available evidence. 

Contribute to the evaluation process of 
client(s)’ occupational performance, 
including an occupational profile, by 
administering standardized and 
nonstandardized screenings and 
assessment tools and collaborating in the 
development of occupation-based 
intervention plans and strategies. 

Explain the importance of using 
psychometrically sound assessment tools 
when considering client needs, and cultural 
and contextual factors to deliver evidence-
based intervention plans and strategies. 

Intervention plans and strategies must be 
client centered, culturally relevant, 
reflective of current occupational therapy 
practice, and based on available evidence. 

B.4.5. Application of Assessment Tools and Interpretation of Results 
B.4.5. Select and apply assessment tools, 

considering client needs, and cultural and 
contextual factors. 

Administer selected standardized and 
nonstandardized assessments using 
appropriate procedures and protocols. 

Interpret the results based on 
psychometric properties of tests 
considering factors that might bias 
assessment results (e.g., culture and 
disability status related to the person and 
context). 

Select and apply assessment tools, 
considering client needs, and cultural and 
contextual factors. 

Administer selected standardized and 
nonstandardized assessments using 
appropriate procedures and protocols. 

Interpret the results based on 
psychometric properties of tests 
considering factors that might bias 
assessment results (e.g., culture and 
disability status related to the person and 
context). 

(No related Standard) (No related Standard) 

B.4.6. Reporting Data 
B.4.6. Collect, analyze, and report data in a 

systematic manner for evaluation of client 
and practice outcomes. Report evaluation 
results and modify practice as needed. 

Collect, analyze, and report data in a 
systematic manner for evaluation of client 
and practice outcomes. Report evaluation 
results and modify practice as needed. 

Under the direction of an occupational 
therapist, collect, organize, and report on 
data for evaluation of client outcomes. 

Under the direction of an occupational 
therapist, collect, organize, and report on 
data for evaluation of client outcomes. 

B.4.7. Interpret Standardized Test Scores 
B.4.7. Interpret criterion-referenced and norm-

referenced standardized test scores on the 
Interpret criterion-referenced and norm-
referenced standardized test scores on the 

(No related Standard) (No related Standard) 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

basis of an understanding of sampling, 
normative data, standard and criterion 
scores, reliability, and validity. 

basis of an understanding of sampling, 
normative data, standard and criterion 
scores, reliability, and validity. 

B.4.8. Interpret Evaluation Data 
B.4.8. Interpret the evaluation data in relation to 

accepted terminology of the profession 
and explain the findings to the 
interprofessional team. 

Interpret the evaluation data in relation to 
accepted terminology of the profession 
and explain the findings to the 
interprofessional team. 

(No related Standard) (No related Standard) 

B.4.9. Remediation and Compensation 
B.4.9. Design and implement intervention 

strategies to remediate and/or 
compensate for functional cognitive 
deficits, visual deficits, and psychosocial 
and behavioral health deficits that affect 
occupational performance. 

Design and implement intervention 
strategies to remediate and/or 
compensate for functional cognitive 
deficits, visual deficits, and psychosocial 
and behavioral health deficits that affect 
occupational performance. 

Demonstrate an understanding of the 
intervention strategies that remediate 
and/or compensate for functional 
cognitive deficits, visual deficits, and 
psychosocial and behavioral health deficits 
that affect occupational performance. 

Demonstrate an understanding of the 
intervention strategies that remediate 
and/or compensate for functional 
cognitive deficits, visual deficits, and 
psychosocial and behavioral health deficits 
that affect occupational performance. 

B.4.10. Provide Interventions and Procedures 
B.4.10. Recommend and provide direct 

interventions and procedures to persons, 
groups, and populations to enhance safety, 
health and wellness, and performance in 
occupations. 

This must include the ability to select and 
deliver occupations and activities, 
preparatory methods and tasks (including 
therapeutic exercise), education and 
training, and advocacy. 

Recommend and provide direct 
interventions and procedures to persons, 
groups, and populations to enhance safety, 
health and wellness, and performance in 
occupations. 

This must include the ability to select and 
deliver occupations and activities, 
preparatory methods and tasks (including 
therapeutic exercise), education and 
training, and advocacy. 

Provide direct interventions and 
procedures to persons, groups, and 
populations to enhance safety, health and 
wellness, and performance in occupations. 

This must include the ability to select and 
deliver occupations and activities, 
preparatory methods and tasks (including 
therapeutic exercise), education and 
training, and advocacy. 

Provide direct interventions and 
procedures to persons, groups, and 
populations to enhance safety, health and 
wellness, and performance in occupations. 

This must include the ability to select and 
deliver occupations and activities, 
preparatory methods and tasks (including 
therapeutic exercise), education and 
training, and advocacy. 

B.4.11. Assistive Technologies and Devices 
B.4.11. Assess the need for and demonstrate the 

ability to design, fabricate, apply, fit, and 
train in assistive technologies and devices 
(e.g., electronic aids to daily living, seating 
and positioning systems) used to enhance 
occupational performance and foster 
participation and well-being. 

Assess the need for and demonstrate the 
ability to design, fabricate, apply, fit, and 
train in assistive technologies and devices 
(e.g., electronic aids to daily living, seating 
and positioning systems) used to enhance 
occupational performance and foster 
participation and well-being. 

Explain the need for and demonstrate 
strategies with assistive technologies and 
devices (e.g., electronic aids to daily living, 
seating and positioning systems) used to 
enhance occupational performance and 
foster participation and well-being. 

Explain the need for and demonstrate 
strategies with assistive technologies and 
devices (e.g., electronic aids to daily living, 
seating and positioning systems) used to 
enhance occupational performance and 
foster participation and well-being. 

B.4.12. Orthoses and Prosthetic Devices 
B.4.12. Assess the need for orthotics, and design, 

fabricate, apply, fit, and train in orthoses 
and devices used to enhance occupational 
performance and participation. 

Assess the need for orthotics, and design, 
fabricate, apply, fit, and train in orthoses 
and devices used to enhance occupational 
performance and participation. 

Explain the need for orthotics, and design, 
fabricate, apply, fit, and train in orthoses 
and devices used to enhance occupational 
performance and participation. 

Explain the need for orthotics, and design, 
fabricate, apply, fit, and train in orthoses 
and devices used to enhance occupational 
performance and participation. 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

Train in the safe and effective use of 
prosthetic devices. 

Train in the safe and effective use of 
prosthetic devices. 

Train in the safe and effective use of 
prosthetic devices. 

Train in the safe and effective use of 
prosthetic devices. 

B.4.13. Functional Mobility 
B.4.13. Provide recommendations and training in 

techniques to enhance functional mobility, 
including physical transfers, wheelchair 
management, and mobility devices. 

Provide recommendations and training in 
techniques to enhance functional mobility, 
including physical transfers, wheelchair 
management, and mobility devices. 

Provide training in techniques to enhance 
functional mobility, including physical 
transfers, wheelchair management, and 
mobility devices. 

Provide training in techniques to enhance 
functional mobility, including physical 
transfers, wheelchair management, and 
mobility devices. 

B.4.14. Community Mobility 
B.4.14. Evaluate the needs of persons, groups, and 

populations to design programs that 
enhance community mobility, and 
implement transportation transitions, 
including driver rehabilitation and 
community access. 

Evaluate the needs of persons, groups, and 
populations to design programs that 
enhance community mobility, and 
implement transportation transitions, 
including driver rehabilitation and 
community access. 

Provide training in techniques to enhance 
community mobility, and address 
transportation transitions, including 
driver rehabilitation and community 
access. 

Provide training in techniques to enhance 
community mobility, and address 
transportation transitions, including 
driver rehabilitation and community 
access. 

B.4.15. Technology in Practice 
B.4.15. Demonstrate knowledge of the use of 

technology in practice, which must include: 

• Electronic documentation systems 
• Virtual environments 
• Telehealth technology 

Demonstrate knowledge of the use of 
technology in practice, which must include: 

• Electronic documentation systems 
• Virtual environments 

• Telehealth technology 

Demonstrate knowledge of the use of 
technology in practice, which must include: 

• Electronic documentation systems 
• Virtual environments 
• Telehealth technology 

Demonstrate knowledge of the use of 
technology in practice, which must include: 

• Electronic documentation systems 
• Virtual environments 
• Telehealth technology 

B.4.16. Dysphagia and Feeding Disorders 
B.4.16. Evaluate and provide interventions for 

dysphagia and disorders of feeding and 
eating to enable performance, and train 
others in precautions and techniques 
while considering client and contextual 
factors. 

Evaluate and provide interventions for 
dysphagia and disorders of feeding and 
eating to enable performance, and train 
others in precautions and techniques 
while considering client and contextual 
factors. 

Demonstrate interventions that address 
dysphagia and disorders of feeding and 
eating, and train others in precautions and 
techniques while considering client and 
contextual factors. 

Demonstrate interventions that address 
dysphagia and disorders of feeding and 
eating, and train others in precautions and 
techniques while considering client and 
contextual factors. 

B.4.17. Superficial Thermal, Deep Thermal, and Electrotherapeutic Agents and Mechanical Devices 
B.4.17. Demonstrate knowledge and use of the 

safe and effective application of superficial 
thermal agents, deep thermal agents, 
electrotherapeutic agents, and mechanical 
devices as a preparatory measure to 
improve occupational performance. This 
must include indications, 
contraindications, and precautions. 

Demonstrate knowledge and use of the 
safe and effective application of superficial 
thermal agents, deep thermal agents, 
electrotherapeutic agents, and mechanical 
devices as a preparatory measure to 
improve occupational performance. This 
must include indications, 
contraindications, and precautions. 

Define the safe and effective application of 
superficial thermal agents, deep thermal 
agents, electrotherapeutic agents, and 
mechanical devices as a preparatory 
measure to improve occupational 
performance. This must include indications, 
contraindications, and precautions. 

Define the safe and effective application of 
superficial thermal agents, deep thermal 
agents, electrotherapeutic agents, and 
mechanical devices as a preparatory 
measure to improve occupational 
performance. This must include indications, 
contraindications, and precautions. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

B.4.18. Grade and Adapt Processes or Environments 
B.4.18. Assess, grade, and modify the way persons, 

groups, and populations perform 
occupations and activities by adapting 
processes, modifying environments, and 
applying ergonomic principles to reflect 
the changing needs of the client, 
sociocultural context, and technological 
advances. 

Assess, grade, and modify the way persons, 
groups, and populations perform 
occupations and activities by adapting 
processes, modifying environments, and 
applying ergonomic principles to reflect 
the changing needs of the client, 
sociocultural context, and technological 
advances. 

Assess, grade, and modify the way persons, 
groups, and populations perform 
occupations and activities by adapting 
processes, modifying environments, and 
applying ergonomic principles to reflect the 
changing needs of the client, sociocultural 
context, and technological advances. 

Assess, grade, and modify the way persons, 
groups, and populations perform 
occupations and activities by adapting 
processes, modifying environments, and 
applying ergonomic principles to reflect the 
changing needs of the client, sociocultural 
context, and technological advances. 

B.4.19. Consultative Process 
B.4.19. Demonstrate, evaluate, and plan the 

consultative process with persons, groups, 
programs, organizations, or communities 
in collaboration with inter- and 
intraprofessional colleagues. 

Demonstrate, evaluate, and plan the 
consultative process with persons, groups, 
programs, organizations, or communities 
in collaboration with inter- and 
intraprofessional colleagues. 

Engage in the consultative process with 
persons, groups, programs, organizations, 
or communities in collaboration with 
inter- and intraprofessional colleagues. 

Engage in the consultative process with 
persons, groups, programs, organizations, 
or communities in collaboration with 
inter- and intraprofessional colleagues. 

B.4.20. Care Coordination, Case Management, and Transition Services 
B.4.20. Demonstrate, evaluate, and plan care 

coordination, case management, and 
transition services in traditional and 
emerging practice environments. 

Demonstrate, evaluate, and plan care 
coordination, case management, and 
transition services in traditional and 
emerging practice environments. 

Demonstrate, evaluate, and plan care 
coordination and case management. 
Understand and articulate transition 
services in traditional and emerging 
practice environments. 

Understand and articulate care 
coordination, case management, and 
transition services in traditional and 
emerging practice environments. 

B.4.21. Teaching–Learning Process and Health Literacy 
B.4.21. Demonstrate, evaluate, and utilize the 

principles of the teaching–learning 
process using educational methods and 
health literacy education approaches: 

• To design activities and clinical 
training for persons, groups, and 
populations. 

• To instruct and train the client, 
caregiver, family, significant others, 
and communities at the level of the 
audience. 

Demonstrate, evaluate, and utilize the 
principles of the teaching–learning 
process using educational methods and 
health literacy education approaches: 

• To design activities and clinical 
training for persons, groups, and 
populations. 

• To instruct and train the client, 
caregiver, family, significant others, 
and communities at the level of the 
audience. 

Demonstrate the principles of the teaching– 
learning process using educational methods 
and health literacy education approaches: 

• To design activities and clinical 
training for persons, groups, and 
populations. 

• To instruct and train the client, 
caregiver, family, significant others, 
and communities at the level of the 
audience. 

Demonstrate the principles of the teaching– 
learning process using educational methods 
and health literacy education approaches: 

• To design activities and clinical 
training for persons, groups, and 
populations. 

• To instruct and train the client, 
caregiver, family, significant others, 
and communities at the level of the 
audience. 

B.4.22. Need for Continued or Modified Intervention 
B.4.22. Monitor and reassess, in collaboration with 

the client, caregiver, family, and significant 
others, the effect of occupational therapy 
intervention and the need for continued or 
modified intervention. 

Monitor and reassess, in collaboration with 
the client, caregiver, family, and significant 
others, the effect of occupational therapy 
intervention and the need for continued or 
modified intervention. 

Monitor and reassess, in collaboration with 
the client, caregiver, family, and significant 
others, the effect of occupational therapy 
intervention and the need for continued or 
modified intervention, and communicate 
the identified needs to the occupational 
therapist. 

Monitor and reassess, in collaboration with 
the client, caregiver, family, and significant 
others, the effect of occupational therapy 
intervention and the need for continued or 
modified intervention, and communicate 
the identified needs to the occupational 
therapist. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

B.4.23. Effective Communication 
B.4.23. Identify occupational needs through 

effective communication with patients, 
families, communities, and members of 
the interprofessional team in a responsive 
and responsible manner that supports a 
team approach to the promotion of health 
and wellness. 

Identify occupational needs through 
effective communication with patients, 
families, communities, and members of 
the interprofessional team in a responsive 
and responsible manner that supports a 
team approach to the promotion of health 
and wellness. 

Identify occupational needs through 
effective communication with patients, 
families, communities, and members of 
the interprofessional team in a responsive 
and responsible manner that supports a 
team approach to the promotion of health 
and wellness. 

Identify occupational needs through 
effective communication with patients, 
families, communities, and members of 
the interprofessional team in a responsive 
and responsible manner that supports a 
team approach to the promotion of health 
and wellness. 

B.4.24. Effective Intraprofessional Collaboration 
B.4.24. Demonstrate effective intraprofessional 

OT/OTA collaboration to: 

• Identify the role of the occupational 
therapist and occupational therapy 
assistant in the screening and 
evaluation process. 

• Demonstrate and identify techniques 
in skills of supervision and 
collaboration with occupational 
therapy assistants. 

Demonstrate effective intraprofessional 
OT/OTA collaboration to: 

• Identify the role of the occupational 
therapist and occupational therapy 
assistant in the screening and 
evaluation process. 

• Demonstrate and identify techniques 
in skills of supervision and 
collaboration with occupational 
therapy assistants. 

Demonstrate effective intraprofessional 
OT/OTA collaboration to explain the role 
of the occupational therapy assistant and 
occupational therapist in the screening 
and evaluation process. 

Demonstrate effective intraprofessional 
OT/OTA collaboration to explain the role 
of the occupational therapy assistant and 
occupational therapist in the screening 
and evaluation process. 

B.4.25. Principles of Interprofessional Team Dynamics 
B.4.25. Demonstrate knowledge of the principles 

of interprofessional team dynamics to 
perform effectively in different team roles 
to plan, deliver, and evaluate patient- and 
population-centered care as well as 
population health programs and policies 
that are safe, timely, efficient, effective, 
and equitable. 

Demonstrate knowledge of the principles 
of interprofessional team dynamics to 
perform effectively in different team roles 
to plan, deliver, and evaluate patient- and 
population-centered care as well as 
population health programs and policies 
that are safe, timely, efficient, effective, 
and equitable. 

Demonstrate awareness of the principles 
of interprofessional team dynamics to 
perform effectively in different team roles 
to plan, deliver, and evaluate patient- and 
population-centered care as well as 
population health programs and policies 
that are safe, timely, efficient, effective, 
and equitable. 

Demonstrate awareness of the principles 
of interprofessional team dynamics to 
perform effectively in different team roles 
to plan, deliver, and evaluate patient- and 
population-centered care as well as 
population health programs and policies 
that are safe, timely, efficient, effective, 
and equitable. 

B.4.26. Referral to Specialists 
B.4.26. Evaluate and discuss mechanisms for 

referring clients to specialists both 
internal and external to the profession, 
including community agencies. 

Evaluate and discuss mechanisms for 
referring clients to specialists both 
internal and external to the profession, 
including community agencies. 

Identify and communicate to the 
occupational therapist the need to refer to 
specialists both internal and external to the 
profession, including community agencies. 

Identify and communicate to the 
occupational therapist the need to refer to 
specialists both internal and external to the 
profession, including community agencies. 

B.4.27. Community and Primary Care Programs 
B.4.27. Evaluate access to community resources, 

and design community or primary care 
programs to support occupational 
performance for persons, groups, and 
populations. 

Evaluate access to community resources, 
and design community or primary care 
programs to support occupational 
performance for persons, groups, and 
populations. 

Identify and communicate to the 
occupational therapist the need to design 
community and primary care programs to 
support occupational performance for 
persons, groups, and populations. 

Identify and communicate to the 
occupational therapist the need to design 
community and primary care programs to 
support occupational performance for 
persons, groups, and populations. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 
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OCCUPATIONAL THERAPIST 
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EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

B.4.28. Plan for Discharge 
B.4.28. Develop a plan for discharge from 

occupational therapy services in 
collaboration with the client and members 
of the interprofessional team by reviewing 
the needs of the client, caregiver, family, 
and significant others; available resources; 
and discharge environment. 

Develop a plan for discharge from 
occupational therapy services in 
collaboration with the client and members 
of the interprofessional team by reviewing 
the needs of the client, caregiver, family, 
and significant others; available resources; 
and discharge environment. 

Implement a discharge plan from 
occupational therapy services that was 
developed by the occupational therapist in 
collaboration with the client and members 
of the interprofessional team by reviewing 
the needs of the client, caregiver, family, 
and significant others; available resources; 
and discharge environment. 

Implement a discharge plan from 
occupational therapy services that was 
developed by the occupational therapist in 
collaboration with the client and members 
of the interprofessional team by reviewing 
the needs of the client, caregiver, family, 
and significant others; available resources; 
and discharge environment. 

B.4.29. Reimbursement Systems and Documentation 
B.4.29. Demonstrate knowledge of various 

reimbursement systems and funding 
mechanisms (e.g., federal, state, third 
party, private payer), appeals mechanisms, 
treatment/diagnosis codes (e.g., CPT®, 
ICD, DSM® codes), and coding and 
documentation requirements that affect 
consumers and the practice of 
occupational therapy. 

Documentation must effectively 
communicate the need and rationale for 
occupational therapy services. 

Demonstrate knowledge of various 
reimbursement systems and funding 
mechanisms (e.g., federal, state, third 
party, private payer), appeals mechanisms, 
treatment/diagnosis codes (e.g., CPT®, 
ICD, DSM® codes), and coding and 
documentation requirements that affect 
consumers and the practice of 
occupational therapy. 

Documentation must effectively 
communicate the need and rationale for 
occupational therapy services. 

Demonstrate knowledge of various 
reimbursement systems and funding 
mechanisms (e.g., federal, state, third 
party, private payer), treatment/diagnosis 
codes (e.g., CPT®, ICD, DSM® codes), and 
coding and documentation requirements 
that affect consumers and the practice of 
occupational therapy. 

Documentation must effectively 
communicate the need and rationale for 
occupational therapy services. 

Demonstrate knowledge of various 
reimbursement systems and funding 
mechanisms (e.g., federal, state, third 
party, private payer), treatment/diagnosis 
codes (e.g., CPT®, ICD, DSM® codes), and 
coding and documentation requirements 
that affect consumers and the practice of 
occupational therapy. 

Documentation must effectively 
communicate the need and rationale for 
occupational therapy services. 

B.5.0. CONTEXT OF SERVICE DELIVERY, LEADERSHIP, AND MANAGEMENT OF OCCUPATIONAL THERAPY SERVICES 

Context of service delivery includes knowledge and understanding of the various contexts, such as professional, social, cultural, political, economic, and ecological, in 
which occupational therapy services are provided. 

Management and leadership skills of occupational therapy services include the application of principles of management and systems in the provision of occupational 
therapy services to persons, groups, populations, and organizations. 

The program must facilitate development of the performance criteria listed below. The student will: 

B.5.1. Factors, Policy Issues, and Social Systems 
B.5.1. Identify, analyze, and evaluate the 

contextual factors; current policy issues; 
and socioeconomic, political, geographic, 
and demographic factors on the delivery 
of occupational therapy services for 
persons, groups, and populations to 
promote policy development and social 
systems as they relate to the practice of 
occupational therapy. 

Identify, analyze, and evaluate the 
contextual factors; current policy issues; 
and socioeconomic, political, geographic, 
and demographic factors on the delivery 
of occupational therapy services for 
persons, groups, and populations to 
promote policy development and social 
systems as they relate to the practice of 
occupational therapy. 

Identify and explain the contextual factors; 
current policy issues; and socioeconomic, 
political, geographic, and demographic 
factors on the delivery of occupational 
therapy services for persons, groups, and 
populations to promote policy development 
and social systems as they relate to the 
practice of occupational therapy. 

Identify and explain the contextual factors; 
current policy issues; and socioeconomic, 
political, geographic, and demographic 
factors on the delivery of occupational 
therapy services for persons, groups, and 
populations and social systems as they 
relate to the practice of occupational 
therapy. 

34 



 

 
 

 
 

 
 

 
 

 
 

 
 
 

 

 
 

 
 

  
   

 

 

   
 

 

 

 

 
 

 

 
 

 

  
 

 
 
 

 
 

 
 

 
 

  
 

 
  

  

    
  

   
  

 
 

 
 

  
 

 
 

     

 

 

  

 
   

 
 

 
  

  

 
 

 
  

  

  
 

 
  

  

 
 

 
  

    
 

 
 

 
 

 
 

 
 

  
 

 

 

 

 

 
 

 
  

 

 
 

 
 

 
 

 

 
 

 
 

 

STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

B.5.2. Advocacy 
B.5.2. Identify, analyze, and advocate for existing 

and future service delivery models and 
policies, and their potential effect on the 
practice of occupational therapy and 
opportunities to address societal needs. 

Identify, analyze, and advocate for existing 
and future service delivery models and 
policies, and their potential effect on the 
practice of occupational therapy and 
opportunities to address societal needs. 

Explain the role and responsibility of the 
practitioner to advocate for changes in 
service delivery policies, effect changes in 
the system, recognize opportunities in 
emerging practice areas, and advocate for 
opportunities to expand the occupational 
therapy assistant’s role. 

Explain the role and responsibility of the 
practitioner to advocate for changes in 
service delivery policies, effect changes in 
the system, recognize opportunities in 
emerging practice areas, and advocate for 
opportunities to expand the occupational 
therapy assistant’s role. 

B.5.3. Business Aspects of Practice 
B.5.3. Demonstrate knowledge of and evaluate 

the business aspects of practice including, 
but not limited to, the development of 
business plans, financial management, 
program evaluation models, and strategic 
planning. 

Demonstrate knowledge of and evaluate 
the business aspects of practice including, 
but not limited to, the development of 
business plans, financial management, 
program evaluation models, and strategic 
planning. 

Explain the business aspects of practice 
including, but not limited to, the 
development of business plans, financial 
management, program evaluation models, 
and strategic planning. 

Explain an understanding of the business 
aspects of practice including, but not 
limited to, financial management, billing, 
and coding. 

B.5.4. Systems and Structures That Create Legislation 
B.5.4. Identify and evaluate the systems and 

structures that create federal and state 
legislation and regulations and their 
implications and effects on persons, 
groups, and populations, as well as 
practice and policy. 

Identify and evaluate the systems and 
structures that create federal and state 
legislation and regulations and their 
implications and effects on persons, 
groups, and populations, as well as practice. 

Identify the systems and structures that 
create federal and state legislation and 
regulations, and their implications and 
effects on persons, groups, and 
populations, as well as practice. 

Define the systems and structures that 
create federal and state legislation and 
regulations, and their implications and 
effects on persons, groups, and 
populations, as well as practice. 

B.5.5. Requirements for Credentialing and Licensure 
B.5.5. Provide care and programs that 

demonstrate knowledge of applicable 
national requirements for credentialing 
and requirements for licensure, 
certification, or registration consistent 
with federal and state laws. 

Provide care and programs that 
demonstrate knowledge of applicable 
national requirements for credentialing 
and requirements for licensure, 
certification, or registration consistent 
with federal and state laws. 

Provide care and programs that 
demonstrate knowledge of applicable 
national requirements for credentialing 
and requirements for licensure, 
certification, or registration consistent 
with federal and state laws. 

Provide care and programs that 
demonstrate knowledge of applicable 
national requirements for credentialing 
and requirements for licensure, 
certification, or registration consistent 
with federal and state laws. 

B.5.6. Market the Delivery of Services 
B.5.6. Demonstrate leadership skills in the 

ability to plan, develop, organize, and 
market the delivery of services to include 
the determination of programmatic needs 
and service delivery options, and 
formulation and management of staffing 
for effective service provision. 

Demonstrate the ability to plan, develop, 
organize, and market the delivery of 
services to include the determination of 
programmatic needs and service delivery 
options, and formulation and management 
of staffing for effective service provision. 

Identify the need and demonstrate the 
ability to participate in the development, 
marketing, and management of service 
delivery options. 

Identify the need and demonstrate the 
ability to participate in the development, 
marketing, and management of service 
delivery options. 

B.5.7. Quality Management and Improvement 
B.5.7. Demonstrate leadership skills in the 

ability to design ongoing processes for 
quality management and improvement 
(e.g., outcome studies analysis and client 
engagement surveys) and develop 

Demonstrate the ability to design ongoing 
processes for quality management and 
improvement (e.g., outcome studies 
analysis and client engagement surveys) 
and develop program changes as needed 

Identify the need for and evaluate 
processes for quality management and 
improvement (e.g., outcome studies 
analysis and client engagement surveys) 

Participate in the documentation of 
ongoing processes for quality 
management and improvement (e.g., 
outcome studies analysis and client 
engagement surveys) and implement 
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OCCUPATIONAL THERAPY ASSISTANT 

program changes as needed to 
demonstrate quality of services and 
direct administrative changes. 

to demonstrate quality of services and 
direct administrative changes. 

and implement program changes as 
needed to demonstrate quality of services. 

program changes as needed to 
demonstrate quality of services. 

B.5.8. Supervision of Personnel 
B.5.8. Develop strategies for effective, 

competency-based legal and ethical 
supervision of occupational therapy and 
non–occupational therapy personnel. 

Analyze staff development and 
professional abilities and competencies of 
supervised staff as they relate to job 
responsibilities. 

Develop strategies for effective, 
competency-based legal and ethical 
supervision of occupational therapy and 
non–occupational therapy personnel. 

Develop strategies for effective, 
competency-based legal and ethical 
supervision of occupational therapy 
assistants and non-occupational therapy 
personnel. 

Define strategies for effective, 
competency-based legal and ethical 
supervision of occupational therapy 
assistants and non-occupational therapy 
personnel. 

B.6.0. SCHOLARSHIP 

Promotion of science and scholarly endeavors will serve to describe and interpret the scope of the profession, build research capacity, establish new knowledge, and interpret and 
apply this knowledge to practice. The program must facilitate development of the performance criteria listed below. The student will be able to: 

B.6.1. Scholarly Study B.6.1. Professional Literature and Scholarly Activities 
B.6.1. • Critique quantitative and qualitative 

research in order to analyze and 
evaluate scholarly activities, which 
contribute to the development of a 
body of knowledge. This includes the: 

o Level of evidence 
o Validity of research studies 
o Strength of the methodology 
o Relevance to the profession of 

occupational therapy 

• Locate, select, analyze, and evaluate 
scholarly literature to make evidence-
based decisions. 

• Design and implement a scholarly 
study that aligns with current research 
priorities and advances knowledge 
translation, professional practice, 
service delivery, or professional issues 
(e.g., Scholarship of Integration, 
Scholarship of Application, 
Scholarship of Teaching and Learning). 

This may include a literature review that 
requires analysis and synthesis of data. 
Systematic reviews that require analysis 

• Critique quantitative and qualitative 
research in order to analyze and 
evaluate scholarly activities, which 
contribute to the development of a 
body of knowledge. This includes the: 

o Level of evidence 
o Validity of research studies 
o Strength of the methodology 
o Relevance to the profession of 

occupational therapy. 

• Locate, select, analyze, and evaluate 
scholarly literature to make evidence-
based decisions. 

• Participate in scholarly activities that 
align with current research priorities 
and advances knowledge translation, 
professional practice, service delivery, 
or professional issues (e.g., Scholarship 
of Integration, Scholarship of 
Application, Scholarship of Teaching 
and Learning). 

This may include a literature review that 
requires analysis and synthesis of data. 
Systematic reviews that require analysis 

• Locate and demonstrate 
understanding of professional 
literature, including the quality of the 
source of information, to make 
evidence-based practice decisions in 
collaboration with the occupational 
therapist. 

• Explain how scholarly activities and 
literature contribute to the 
development of the profession. 

• Locate and demonstrate 
understanding of professional 
literature, including the quality of the 
source of information, to make 
evidence-based practice decisions in 
collaboration with the occupational 
therapist. 

• Explain how scholarly activities and 
literature contribute to the 
development of the profession. 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

and synthesis of data meet the 
requirement for this Standard. 

and synthesis of data meet the 
requirement for this Standard. A research 
project is not required for this Standard, 
and narrative reviews do not meet this 
Standard. 

B.6.2. Quantitative and Qualitative Methods 
B.6.2. Select, apply, and interpret quantitative 

and qualitative methods for data analysis 
to include: 

• Basic descriptive, correlational, and 
inferential quantitative statistics. 

• Analysis and synthesis of qualitative 
data. 

Demonstrate an understanding and use of 
quantitative and qualitative methods for 
data analysis to include: 

• Basic descriptive, correlational, and 
inferential quantitative statistics. 

• Analysis and synthesis of qualitative 
data. 

Understand the use of quantitative and 
qualitative methods for data analysis that 
include: 

• Basic descriptive, correlational, and 
inferential quantitative statistics. 

• Analysis and synthesis of qualitative 
data. 

Understand the difference between 
quantitative and qualitative research 
studies. 

B.6.3. Scholarly Reports 
B.6.3. Create scholarly reports appropriate for 

presentation or for publication in a peer-
reviewed journal that support skills of 
clinical practice. The reports must be 
made available to professional or public 
audiences. 

Demonstrate the skills necessary to write 
a scholarly report in a format for 
presentation or publication, which may be 
made available to professional or public 
audiences. 

Demonstrate the skills to understand a 
scholarly report. 

Demonstrate the skills to understand a 
scholarly report. 

B.6.4. Locating and Securing Grants 
B.6.4. Demonstrate an understanding of the 

process of locating and securing grants 
and how grants can serve as a fiscal 
resource for scholarly activities and 
program development. Create grant 
proposals to support scholarly activities 
and program development. 

Demonstrate an understanding of the 
process of locating and securing grants 
and how grants can serve as a fiscal 
resource for scholarly activities and 
program development. 

(No related Standard) (No related Standard) 

B.6.5. Ethical Policies and Procedures for Research 
B.6.5. Demonstrate an understanding of how to 

design a scholarly proposal in regards to 
ethical policies and procedures necessary 
to conduct human-subject research, 
educational research, or research related 
to population health. 

Demonstrate an understanding of the 
ethical policies and procedures for 
human-subject research, educational 
research, or research related to population 
health. 

(No related Standard) (No related Standard) 

B.6.6. Preparation for Work in an Academic Setting 
B.6.6. Demonstrate an understanding and apply 

the principles of instructional design and 
teaching and learning in preparation for 
work in an academic setting. 

Demonstrate an understanding and apply 
the principles of instructional design and 
teaching and learning in preparation for 
work in an academic setting. 

Understand the principles of instructional 
design and teaching and learning in 
preparation for work in an academic 
setting. 

Understand the principles of teaching and 
learning in preparation for work in an 
academic setting. 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

B.7.0. PROFESSIONAL ETHICS, VALUES, AND RESPONSIBILITIES 

Professional ethics, values, and responsibilities include an understanding and appreciation of ethics and values of the profession of occupational therapy. Professional behaviors 
include the ability to advocate for social responsibility and equitable services to support health equity and address social determinants of health; commit to engaging in lifelong 
learning; and evaluate the outcome of services, which include client engagement, judicious health care utilization, and population health. The program must facilitate development of 
the performance criteria listed below. The student will be able to: 

B.7.1 Ethical Decision Making 
B.7.1. Demonstrate knowledge of the American 

Occupational Therapy Association (AOTA) 
Occupational Therapy Code of Ethics and 
AOTA Standards of Practice and use them 
as a guide for ethical decision making in 
professional interactions, client 
interventions, employment settings, and 
when confronted with personal and 
organizational ethical conflicts. 

Demonstrate knowledge of the American 
Occupational Therapy Association (AOTA) 
Occupational Therapy Code of Ethics and 
AOTA Standards of Practice and use them 
as a guide for ethical decision making in 
professional interactions, client 
interventions, employment settings, and 
when confronted with personal and 
organizational ethical conflicts. 

Demonstrate knowledge of the American 
Occupational Therapy Association (AOTA) 
Occupational Therapy Code of Ethics and 
AOTA Standards of Practice and use them 
as a guide for ethical decision making in 
professional interactions, client 
interventions, employment settings, and 
when confronted with personal and 
organizational ethical conflicts. 

Demonstrate knowledge of the American 
Occupational Therapy Association (AOTA) 
Occupational Therapy Code of Ethics and 
AOTA Standards of Practice and use them 
as a guide for ethical decision making in 
professional interactions, client 
interventions, employment settings, and 
when confronted with personal and 
organizational ethical conflicts. 

B.7.2. Professional Engagement 
B.7.2. Demonstrate knowledge of how the role of 

a professional is enhanced by participating 
and engaging in local, national, and 
international leadership positions in 
organizations or agencies. 

Demonstrate knowledge of how the role of 
a professional is enhanced by participating 
and engaging in local, national, and 
international leadership positions in 
organizations or agencies. 

Demonstrate knowledge of how the role of 
a professional is enhanced by participating 
and engaging in local, national, and 
international leadership positions in 
organizations or agencies. 

Demonstrate knowledge of how the role of 
a professional is enhanced by participating 
and engaging in local, national, and 
international leadership positions in 
organizations or agencies. 

B.7.3. Promote Occupational Therapy 
B.7.3. Promote occupational therapy by 

educating other professionals, service 
providers, consumers, third-party payers, 
regulatory bodies, and the public. 

Promote occupational therapy by 
educating other professionals, service 
providers, consumers, third-party payers, 
regulatory bodies, and the public. 

Promote occupational therapy by 
educating other professionals, service 
providers, consumers, third-party payers, 
regulatory bodies, and the public. 

Promote occupational therapy by 
educating other professionals, service 
providers, consumers, third-party payers, 
regulatory bodies, and the public. 

B.7.4. Ongoing Professional Development 
B.7.4. Identify and develop strategies for 

ongoing professional development to 
ensure that practice is consistent with 
current and accepted standards. 

Identify and develop strategies for 
ongoing professional development to 
ensure that practice is consistent with 
current and accepted standards. 

Identify and develop strategies for 
ongoing professional development to 
ensure that practice is consistent with 
current and accepted standards. 

Identify and develop strategies for 
ongoing professional development to 
ensure that practice is consistent with 
current and accepted standards. 

B.7.5. Personal and Professional Responsibilities 
B.7.5. Demonstrate knowledge of personal and 

professional responsibilities related to: 

• Liability issues under current models 
of service provision. 

• Varied roles of the occupational 
therapist providing service on a 
contractual basis. 

Demonstrate knowledge of personal and 
professional responsibilities related to: 

• Liability issues under current models 
of service provision. 

• Varied roles of the occupational 
therapist providing service on a 
contractual basis. 

Demonstrate knowledge of personal and 
professional responsibilities related to: 

• Liability issues under current models 
of service provision. 

• Varied roles of the occupational 
therapy assistant providing service 
on a contractual basis. 

Demonstrate knowledge of personal and 
professional responsibilities related to: 

• Liability issues under current models 
of service provision. 

• Varied roles of the occupational 
therapy assistant providing service 
on a contractual basis. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

SECTION C: FIELDWORK EDUCATION 

C.1.0: FIELDWORK EDUCATION 

Fieldwork education is a crucial part of professional preparation and is best integrated as a component of the curriculum design. The fieldwork experience is designed to promote 
clinical reasoning and reflective practice, transmit the values and beliefs that enable ethical practice, and develop professionalism and competence in career responsibilities. 
Fieldwork experiences should be implemented and evaluated for their effectiveness by the educational institution. The experience should provide the student with the opportunity 
to carry out professional responsibilities under the supervision of qualified personnel serving as a role model. The academic fieldwork coordinator is responsible for the program’s 
compliance with fieldwork education requirements. The academic fieldwork coordinator will: 

C.1.1. Fieldwork Program Reflects the Curriculum Design 
C.1.1. Ensure that the fieldwork program reflects 

the sequence and scope of content in the 
curriculum design, in collaboration with 
faculty, so that fieldwork experiences in 
traditional, nontraditional, and emerging 
settings strengthen the ties between 
didactic and fieldwork education. 

Ensure that the fieldwork program reflects 
the sequence and scope of content in the 
curriculum design, in collaboration with 
faculty, so that fieldwork experiences in 
traditional, nontraditional, and emerging 
settings strengthen the ties between 
didactic and fieldwork education. 

Ensure that the fieldwork program reflects 
the sequence and scope of content in the 
curriculum design, in collaboration with 
faculty, so that fieldwork experiences in 
traditional, nontraditional, and emerging 
settings strengthen the ties between 
didactic and fieldwork education. 

Ensure that the fieldwork program reflects 
the sequence and scope of content in the 
curriculum design, in collaboration with 
faculty, so that fieldwork experiences in 
traditional, nontraditional, and emerging 
settings strengthen the ties between 
didactic and fieldwork education. 

C.1.2. Criteria and Process for Selecting Fieldwork Sites 
C.1.2. Document the criteria and process for 

selecting fieldwork sites, to include 
maintaining memoranda of understanding, 
complying with all site requirements, 
maintaining site objectives and site data, 
and communicating this information to 
students prior to the start of the fieldwork 
experience. 

Document the criteria and process for 
selecting fieldwork sites, to include 
maintaining memoranda of understanding, 
complying with all site requirements, 
maintaining site objectives and site data, 
and communicating this information to 
students prior to the start of the fieldwork 
experience. 

Document the criteria and process for 
selecting fieldwork sites, to include 
maintaining memoranda of understanding, 
complying with all site requirements, 
maintaining site objectives and site data, 
and communicating this information to 
students prior to the start of the fieldwork 
experience. 

Document the criteria and process for 
selecting fieldwork sites, to include 
maintaining memoranda of understanding, 
complying with all site requirements, 
maintaining site objectives and site data, 
and communicating this information to 
students prior to the start of the fieldwork 
experience. 

C.1.3. Fieldwork Objectives 
C.1.3. Document that academic and fieldwork 

educators agree on established fieldwork 
objectives prior to the start of the 
fieldwork experience, and communicate 
with the student and fieldwork educator 
about progress and performance 
throughout the fieldwork experience. 

Ensure that fieldwork objectives for all 
experiences include a psychosocial 
objective. 

Document that academic and fieldwork 
educators agree on established fieldwork 
objectives prior to the start of the 
fieldwork experience, and communicate 
with the student and fieldwork educator 
about progress and performance 
throughout the fieldwork experience. 

Ensure that fieldwork objectives for all 
experiences include a psychosocial 
objective. 

Document that academic and fieldwork 
educators agree on established fieldwork 
objectives prior to the start of the 
fieldwork experience, and communicate 
with the student and fieldwork educator 
about progress and performance 
throughout the fieldwork experience. 

Ensure that fieldwork objectives for all 
experiences include a psychosocial 
objective. 

Document that academic and fieldwork 
educators agree on established fieldwork 
objectives prior to the start of the 
fieldwork experience, and communicate 
with the student and fieldwork educator 
about progress and performance 
throughout the fieldwork experience. 

Ensure that fieldwork objectives for all 
experiences include a psychosocial 
objective. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL MASTER’S-DEGREE-LEVEL BACCALAUREATE-DEGREE-LEVEL ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE EDUCATIONAL PROGRAM FOR THE EDUCATIONAL PROGRAM FOR THE EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST OCCUPATIONAL THERAPIST OCCUPATIONAL THERAPY ASSISTANT OCCUPATIONAL THERAPY ASSISTANT 

C.1.4. Ratio of Fieldwork Educators to Students 
C.1.4. Ensure that the ratio of fieldwork Ensure that the ratio of fieldwork Ensure that the ratio of fieldwork Ensure that the ratio of fieldwork 

educators to students enables proper educators to students enables proper educators to students enables proper educators to students enables proper 
supervision, and provides protection of supervision, and provides protection of supervision, and provides protection of supervision, and provides protection of 
consumers, opportunities for appropriate consumers, opportunities for appropriate consumers, opportunities for appropriate consumers, opportunities for appropriate 
role modeling of occupational therapy role modeling of occupational therapy role modeling of occupational therapy role modeling of occupational therapy 
practice, and the ability to provide practice, and the ability to provide practice, and the ability to provide practice, and the ability to provide 
frequent assessment of student progress frequent assessment of student progress frequent assessment of student progress frequent assessment of student progress 
in achieving stated fieldwork objectives. in achieving stated fieldwork objectives. in achieving stated fieldwork objectives. in achieving stated fieldwork objectives. 

C.1.5. Sufficient Fieldwork Agreements 
C.1.5. Ensure that fieldwork agreements are Ensure that fieldwork agreements are Ensure that fieldwork agreements are Ensure that fieldwork agreements are 

sufficient in scope and number to allow sufficient in scope and number to allow sufficient in scope and number to allow sufficient in scope and number to allow 
completion of graduation requirements in completion of graduation requirements in completion of graduation requirements in completion of graduation requirements in 
a timely manner, in accordance with the a timely manner, in accordance with the a timely manner, in accordance with the a timely manner, in accordance with the 
policy adopted by the program as required policy adopted by the program as required policy adopted by the program as required policy adopted by the program as required 
by Standard A.4.7. by Standard A.4.7. by Standard A.4.7. by Standard A.4.7. 

C.1.6. Level I and II Fieldwork MOUs 
C.1.6. The program must have evidence of valid The program must have evidence of valid The program must have evidence of valid The program must have evidence of valid 

memoranda of understanding in effect and memoranda of understanding in effect and memoranda of understanding in effect and memoranda of understanding in effect and 
signed by both parties from the onset to signed by both parties from the onset to signed by both parties from the onset to signed by both parties from the onset to 
conclusion of the Level I fieldwork and the conclusion of the Level I fieldwork and the conclusion of the Level I fieldwork and the conclusion of the Level I fieldwork and the 
Level II fieldwork if it involves an entity Level II fieldwork if it involves an entity Level II fieldwork if it involves an entity Level II fieldwork if it involves an entity 
outside of the academic program. outside of the academic program. outside of the academic program. outside of the academic program. 
(Electronic memoranda of understanding (Electronic memoranda of understanding (Electronic memoranda of understanding (Electronic memoranda of understanding 
and signatures are acceptable.) and signatures are acceptable.) and signatures are acceptable.) and signatures are acceptable.) 
Responsibilities of the sponsoring Responsibilities of the sponsoring Responsibilities of the sponsoring Responsibilities of the sponsoring 
institution(s) and each fieldwork site must institution(s) and each fieldwork site must institution(s) and each fieldwork site must institution(s) and each fieldwork site must 
be clearly documented in the be clearly documented in the be clearly documented in the be clearly documented in the 
memorandum of understanding. memorandum of understanding. memorandum of understanding. memorandum of understanding. 

IF A FIELD TRIP, OBSERVATION, OR SERVICE LEARNING ACTIVITY IS USED TO COUNT TOWARD PART OF A LEVEL I FIELDWORK, THEN A MEMORANDUM OF UNDERSTANDING IS 
REQUIRED. IF A FIELD TRIP, OBSERVATION, OR SERVICE LEARNING ACTIVITY IS NOT USED TO COUNT TOWARD PART OF THE LEVEL I FIELDWORK, THEN NO MEMORANDUM OF 
UNDERSTANDING IS REQUIRED. 

WHEN A MEMORANDUM OF UNDERSTANDING IS ESTABLISHED WITH A MULTISITE SERVICE PROVIDER (E.G., CONTRACT AGENCY, CORPORATE ENTITY), THE ACOTE STANDARDS 
DO NOT REQUIRE A SEPARATE MEMORANDUM OF UNDERSTANDING WITH EACH PRACTICE SITE. 

C.1.7. Fieldwork in Behavioral Health or Psychological and Social Factors 
C.1.7. At least one fieldwork experience (either At least one fieldwork experience (either At least one fieldwork experience (either At least one fieldwork experience (either 

Level I or Level II) must address practice in Level I or Level II) must address practice in Level I or Level II) must address practice in Level I or Level II) must address practice in 
behavioral health, or psychological and behavioral health, or psychological and behavioral health, or psychological and behavioral health, or psychological and 
social factors influencing engagement in social factors influencing engagement in social factors influencing engagement in social factors influencing engagement in 
occupation. occupation. occupation. occupation. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

The goal of Level I fieldwork is to introduce students to fieldwork, apply knowledge to practice, and develop understanding of the needs of clients. The program will: 

C.1.8. Qualified Level I Fieldwork Supervisors 
C.1.8. Ensure that personnel who supervise 

Level I fieldwork are informed of the 
curriculum and fieldwork program design 
and affirm their ability to support the 
fieldwork experience. This must occur 
prior to the onset of the Level I fieldwork. 
Examples include, but are not limited to, 
currently licensed or otherwise regulated 
occupational therapists and occupational 
therapy assistants, psychologists, physician 
assistants, teachers, social workers, 
physicians, speech language pathologists, 
nurses, and physical therapists. 

Ensure that personnel who supervise 
Level I fieldwork are informed of the 
curriculum and fieldwork program design 
and affirm their ability to support the 
fieldwork experience. This must occur 
prior to the onset of the Level I fieldwork. 
Examples include, but are not limited to, 
currently licensed or otherwise regulated 
occupational therapists and occupational 
therapy assistants, psychologists, physician 
assistants, teachers, social workers, 
physicians, speech language pathologists, 
nurses, and physical therapists. 

Ensure that personnel who supervise 
Level I fieldwork are informed of the 
curriculum and fieldwork program design 
and affirm their ability to support the 
fieldwork experience. This must occur 
prior to the onset of the Level I fieldwork. 
Examples include, but are not limited to, 
currently licensed or otherwise regulated 
occupational therapists and occupational 
therapy assistants, psychologists, physician 
assistants, teachers, social workers, 
physicians, speech language pathologists, 
nurses, and physical therapists. 

Ensure that personnel who supervise 
Level I fieldwork are informed of the 
curriculum and fieldwork program design 
and affirm their ability to support the 
fieldwork experience. This must occur 
prior to the onset of the Level I fieldwork. 
Examples include, but are not limited to, 
currently licensed or otherwise regulated 
occupational therapists and occupational 
therapy assistants, psychologists, physician 
assistants, teachers, social workers, 
physicians, speech language pathologists, 
nurses, and physical therapists. 

C.1.9. Level I Fieldwork 
C.1.9. Document that Level I fieldwork is 

provided to students and is not substituted 
for any part of the Level II fieldwork. 
Ensure that Level I fieldwork enriches 
didactic coursework through directed 
observation and participation in selected 
aspects of the occupational therapy 
process, and includes mechanisms for 
formal evaluation of student performance. 

The program must have clearly 
documented student learning objectives 
expected of the Level I fieldwork. 

Level I fieldwork may be met through one 
or more of the following instructional 
methods: 

• Simulated environments 
• Standardized patients 
• Faculty practice 
• Faculty-led site visits 
• Supervision by a fieldwork educator 

in a practice environment 

All Level I fieldwork must be comparable 
in rigor. 

Document that Level I fieldwork is 
provided to students and is not substituted 
for any part of the Level II fieldwork. 
Ensure that Level I fieldwork enriches 
didactic coursework through directed 
observation and participation in selected 
aspects of the occupational therapy 
process, and includes mechanisms for 
formal evaluation of student performance. 

The program must have clearly 
documented student learning objectives 
expected of the Level I fieldwork. 

Level I fieldwork may be met through one 
or more of the following instructional 
methods: 

• Simulated environments 
• Standardized patients 
• Faculty practice 
• Faculty-led site visits 
• Supervision by a fieldwork educator 

in a practice environment 

All Level I fieldwork must be comparable in 
rigor. 

Document that Level I fieldwork is 
provided to students and is not substituted 
for any part of the Level II fieldwork. 
Ensure that Level I fieldwork enriches 
didactic coursework through directed 
observation and participation in selected 
aspects of the occupational therapy 
process, and includes mechanisms for 
formal evaluation of student performance. 

The program must have clearly 
documented student learning objectives 
expected of the Level I fieldwork. 

Level I fieldwork may be met through one 
or more of the following instructional 
methods: 

• Simulated environments 
• Standardized patients 
• Faculty practice 
• Faculty-led site visits 
• Supervision by a fieldwork educator 

in a practice environment 

All Level I fieldwork must be comparable 
in rigor. 

Document that Level I fieldwork is 
provided to students and is not substituted 
for any part of the Level II fieldwork. 
Ensure that Level I fieldwork enriches 
didactic coursework through directed 
observation and participation in selected 
aspects of the occupational therapy 
process, and includes mechanisms for 
formal evaluation of student performance. 

The program must have clearly 
documented student learning objectives 
expected of the Level I fieldwork. 

Level I fieldwork may be met through one 
or more of the following instructional 
methods: 

• Simulated environments 
• Standardized patients 
• Faculty practice 
• Faculty-led site visits 
• Supervision by a fieldwork educator 

in a practice environment 

All Level I fieldwork must be comparable 
in rigor. 

VIRTUAL-BASED SIMULATION IS ACCEPTABLE TO MEET THE INSTRUCTIONAL METHODS FOR STANDARD C.1.9. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

The goal of Level II fieldwork is to develop competent, entry-level, generalist occupational 
therapists. Level II fieldwork must be integral to the program’s curriculum design and must 
include an in-depth experience in delivering occupational therapy services to clients, focusing 
on the application of purposeful and meaningful occupation and research, administration, and 
management of occupational therapy services. It is recommended that the student be exposed to 
a variety of clients across the lifespan and to a variety of settings. The program will: 

The goal of Level II fieldwork is to develop competent, entry-level, generalist 
occupational therapy assistants. Level II fieldwork must be integral to the program’s 
curriculum design and must include an in-depth experience in delivering 
occupational therapy services to clients, focusing on the application of purposeful 
and meaningful occupation. It is recommended that the student be exposed to a 
variety of clients across the lifespan and to a variety of settings. The program will: 

C.1.10. Length of Level II Fieldwork 
C.1.10. Require a minimum of 24 weeks’ full-time 

Level II fieldwork. This may be completed 
on a part-time basis, as defined by the 
fieldwork placement in accordance with 
the fieldwork placement’s usual and 
customary personnel policies, as long as it 
is at least 50% of an FTE at that site. 

The student can complete Level II 
fieldwork in a minimum of one setting if it 
is reflective of more than one practice area, 
or in a maximum of four different settings. 

Require a minimum of 24 weeks’ full-time 
Level II fieldwork. This may be completed 
on a part-time basis, as defined by the 
fieldwork placement in accordance with 
the fieldwork placement’s usual and 
customary personnel policies, as long as it 
is at least 50% of an FTE at that site. 

The student can complete Level II 
fieldwork in a minimum of one setting if it 
is reflective of more than one practice area, 
or in a maximum of four different settings. 

Require a minimum of 16 weeks’ full-time 
Level II fieldwork. This may be completed 
on a part-time basis, as defined by the 
fieldwork placement in accordance with 
the fieldwork placement’s usual and 
customary personnel policies, as long as it 
is at least 50% of an FTE at that site. 

The student can complete Level II 
fieldwork in a minimum of one setting if it 
is reflective of more than one practice area, 
or in a maximum of three different settings. 

Require a minimum of 16 weeks’ full-time 
Level II fieldwork. This may be completed 
on a part-time basis, as defined by the 
fieldwork placement in accordance with 
the fieldwork placement’s usual and 
customary personnel policies, as long as it 
is at least 50% of an FTE at that site. 

The student can complete Level II 
fieldwork in a minimum of one setting if it 
is reflective of more than one practice area, 
or in a maximum of three different settings. 

C.1.11. Qualified Level II Fieldwork Supervisors 
C.1.11. Document and verify that the student is 

supervised by a currently licensed or 
otherwise regulated occupational 
therapist who has a minimum of 1 year 
full-time (or its equivalent) of practice 
experience as a licensed or otherwise 
regulated occupational therapist prior to 
the onset of the Level II fieldwork. 

Ensure that the student supervisor is 
adequately prepared to serve as a 
fieldwork educator prior to the Level II 
fieldwork. The supervising therapist may 
be engaged by the fieldwork site or by the 
educational program. 

Document and verify that the student is 
supervised by a currently licensed or 
otherwise regulated occupational 
therapist who has a minimum of 1 year 
full-time (or its equivalent) of practice 
experience as a licensed or otherwise 
regulated occupational therapist prior to 
the onset of the Level II fieldwork. 

Ensure that the student supervisor is 
adequately prepared to serve as a 
fieldwork educator prior to the Level II 
fieldwork. The supervising therapist may 
be engaged by the fieldwork site or by the 
educational program. 

Document and verify that the student is 
supervised by a currently licensed or 
otherwise regulated occupational 
therapist or occupational therapy assistant 
(under the supervision of an occupational 
therapist) who has a minimum of 1 year 
full-time (or its equivalent) of practice 
experience as a licensed or otherwise 
regulated occupational therapist or 
occupational therapy assistant prior to the 
onset of the Level II fieldwork. 

Ensure that the student supervisor is 
adequately prepared to serve as a 
fieldwork educator prior to the Level II 
fieldwork. The supervising therapist may 
be engaged by the fieldwork site or by the 
educational program. 

Document and verify that the student is 
supervised by a currently licensed or 
otherwise regulated occupational 
therapist or occupational therapy assistant 
(under the supervision of an occupational 
therapist) who has a minimum of 1 year 
full-time (or its equivalent) of practice 
experience as a licensed or otherwise 
regulated occupational therapist or 
occupational therapy assistant prior to the 
onset of the Level II fieldwork. 

Ensure that the student supervisor is 
adequately prepared to serve as a 
fieldwork educator prior to the Level II 
fieldwork. The supervising therapist may 
be engaged by the fieldwork site or by the 
educational program. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

C.1.12. Evaluating the Effectiveness of Supervision 
C.1.12. Document a mechanism for evaluating the 

effectiveness of supervision (e.g., student 
evaluation of fieldwork) and for providing 
resources for enhancing supervision 
(e.g., materials on supervisory skills, 
continuing education opportunities, 
articles on theory and practice). 

Document a mechanism for evaluating the 
effectiveness of supervision (e.g., student 
evaluation of fieldwork) and for providing 
resources for enhancing supervision 
(e.g., materials on supervisory skills, 
continuing education opportunities, 
articles on theory and practice). 

Document a mechanism for evaluating the 
effectiveness of supervision (e.g., student 
evaluation of fieldwork) and for providing 
resources for enhancing supervision 
(e.g., materials on supervisory skills, 
continuing education opportunities, 
articles on theory and practice). 

Document a mechanism for evaluating the 
effectiveness of supervision (e.g., student 
evaluation of fieldwork) and for providing 
resources for enhancing supervision 
(e.g., materials on supervisory skills, 
continuing education opportunities, 
articles on theory and practice). 

C.1.13. Level II Fieldwork Supervision 
C.1.13. Ensure that Level II fieldwork supervision 

is direct and then decreases to less direct 
supervision as appropriate for the setting, 
the severity of the client’s condition, and 
the ability of the student to support 
progression toward entry-level 
competence. 

Ensure that Level II fieldwork supervision 
is direct and then decreases to less direct 
supervision as appropriate for the setting, 
the severity of the client’s condition, and 
the ability of the student to support 
progression toward entry-level 
competence. 

Ensure that Level II fieldwork supervision 
is direct and then decreases to less direct 
supervision as appropriate for the setting, 
the severity of the client’s condition, and 
the ability of the student to support 
progression toward entry-level 
competence. 

Ensure that Level II fieldwork supervision 
is direct and then decreases to less direct 
supervision as appropriate for the setting, 
the severity of the client’s condition, and 
the ability of the student to support 
progression toward entry-level 
competence. 

C.1.14. Fieldwork Supervision Where No OT Services Exist 
C.1.14. Document and verify that supervision 

provided in a setting where no 
occupational therapy services exist 
includes a documented plan for provision 
of occupational therapy services and 
supervision by a currently licensed or 
otherwise regulated occupational 
therapist with at least 3 years’ full-time or 
its equivalent of professional experience 
prior to the Level II fieldwork. Supervision 
must include a minimum of 8 hours of 
direct supervision each week of the 
fieldwork experience. An occupational 
therapy supervisor must be available, via a 
variety of contact measures, to the student 
during all working hours. An on-site 
supervisor designee of another profession 
must be assigned while the occupational 
therapy supervisor is off site. 

Document and verify that supervision 
provided in a setting where no 
occupational therapy services exist 
includes a documented plan for provision 
of occupational therapy services and 
supervision by a currently licensed or 
otherwise regulated occupational 
therapist with at least 3 years’ full-time or 
its equivalent of professional experience 
prior to the Level II fieldwork. Supervision 
must include a minimum of 8 hours of 
direct supervision each week of the 
fieldwork experience. An occupational 
therapy supervisor must be available, via a 
variety of contact measures, to the student 
during all working hours. An on-site 
supervisor designee of another profession 
must be assigned while the occupational 
therapy supervisor is off site. 

Document and verify that supervision 
provided in a setting where no 
occupational therapy services exist 
includes a documented plan for provision 
of occupational therapy assistant services 
and supervision by a currently licensed or 
otherwise regulated occupational 
therapist or occupational therapy assistant 
(under the direction of an occupational 
therapist) with at least 3 years’ full-time or 
its equivalent of professional experience 
prior to the Level II fieldwork. Supervision 
must include a minimum of 8 hours of 
direct supervision each week of the 
fieldwork experience. An occupational 
therapy supervisor must be available, via a 
variety of contact measures, to the student 
during all working hours. An on-site 
supervisor designee of another profession 
must be assigned while the occupational 
therapy supervisor is off site. 

Document and verify that supervision 
provided in a setting where no 
occupational therapy services exist 
includes a documented plan for provision 
of occupational therapy assistant services 
and supervision by a currently licensed or 
otherwise regulated occupational 
therapist or occupational therapy assistant 
(under the direction of an occupational 
therapist) with at least 3 years’ full-time or 
its equivalent of professional experience 
prior to the Level II fieldwork. Supervision 
must include a minimum of 8 hours of 
direct supervision each week of the 
fieldwork experience. An occupational 
therapy supervisor must be available, via a 
variety of contact measures, to the student 
during all working hours. An on-site 
supervisor designee of another profession 
must be assigned while the occupational 
therapy supervisor is off site. 
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STANDARD ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR A ACCREDITATION STANDARDS FOR AN 
NUMBER DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

MASTER’S-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPIST 

BACCALAUREATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

ASSOCIATE-DEGREE-LEVEL 
EDUCATIONAL PROGRAM FOR THE 

OCCUPATIONAL THERAPY ASSISTANT 

C.1.15. Evaluation of Student Performance on Level II Fieldwork 
C.1.15. Document mechanisms for requiring 

formal evaluation of student performance 
on Level II fieldwork (e.g., the AOTA 
Fieldwork Performance Evaluation for the 
Occupational Therapy Student or 
equivalent). 

Document mechanisms for requiring 
formal evaluation of student performance 
on Level II fieldwork (e.g., the AOTA 
Fieldwork Performance Evaluation for the 
Occupational Therapy Student or 
equivalent). 

Document mechanisms for requiring 
formal evaluation of student performance 
on Level II fieldwork (e.g., the AOTA 
Fieldwork Performance Evaluation for the 
Occupational Therapy Assistant Student or 
equivalent). 

Document mechanisms for requiring 
formal evaluation of student performance 
on Level II fieldwork (e.g., the AOTA 
Fieldwork Performance Evaluation for the 
Occupational Therapy Assistant Student or 
equivalent). 

C.1.16. Fieldwork Supervision Outside the U.S. 
C.1.16. Document and verify that students 

attending Level II fieldwork outside the 
United States are supervised by an 
occupational therapist who graduated 
from a program approved by the World 
Federation of Occupational Therapists and 
has at least 1 year of experience in practice 
prior to the onset of Level II fieldwork. 

Document and verify that students 
attending Level II fieldwork outside the 
United States are supervised by an 
occupational therapist who graduated 
from a program approved by the World 
Federation of Occupational Therapists and 
has at least 1 year of experience in practice 
prior to the onset of Level II fieldwork. 

Document and verify that students 
attending Level II fieldwork outside the 
United States are supervised by an 
occupational therapist who graduated 
from a program approved by the World 
Federation of Occupational Therapists and 
has at least 1 year of experience in practice 
prior to the onset of Level II fieldwork. 

Document and verify that students 
attending Level II fieldwork outside the 
United States are supervised by an 
occupational therapist who graduated 
from a program approved by the World 
Federation of Occupational Therapists and 
has at least 1 year of experience in practice 
prior to the onset of Level II fieldwork. 

D.1.0. DOCTORAL CAPSTONE 

The doctoral capstone shall be an integral part of the 
program’s curriculum design. The goal of the doctoral 
capstone is to provide an in-depth exposure to one or 
more of the following: clinical practice skills, research 
skills, administration, leadership, program and policy 
development, advocacy, education, and theory 
development. 

The doctoral capstone consists of two parts: 
• Capstone project 
• Capstone experience 

The student will complete an individual capstone 
project to demonstrate synthesis and application of 
knowledge gained. 

The student will complete an individual 14-week 
capstone experience that must be started after 
completion of all coursework and Level II fieldwork, 
and completion of preparatory activities defined in 
D.1.3. 

The doctoral capstone coordinator will: 

D.1.0. BACCALAUREATE PROJECT 

The goal of the baccalaureate project is 
to provide an in-depth experience in 
one or more of the following: clinical 
practice skills, administration, 
leadership, advocacy, and education. 

The individual or group project allows 
student(s) to demonstrate application 
of knowledge gained. The baccalaureate 
project shall be an integral part of the 
program’s curriculum design. 

The program will: 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

D.1.1. Doctoral Capstone Reflects Curriculum Design D.1.1. Baccalaureate Project Reflects Curriculum Design 
D.1.1. Ensure that the doctoral capstone reflects 

the sequence and scope of content in the 
curriculum design so the doctoral 
capstone can allow for development of in-
depth knowledge in the designated area 
of interest. 

(No related Standard) Ensure that the baccalaureate project 
reflects the sequence and scope of content 
in the curriculum design so the 
baccalaureate project can allow for 
development of in-depth knowledge in the 
designated area of interest. 

(No related Standard) 

D.1.2. Design of Doctoral Capstone D.1.2. Design of Baccalaureate Project 
D.1.2. Ensure that the doctoral capstone is 

designed through collaboration of the 
faculty and student, and provided in 
setting(s) consistent with the program’s 
curriculum design, including 
individualized specific objectives and 
plans for supervision. 

(No related Standard) Ensure that the baccalaureate project is 
designed through collaboration of the 
faculty and the student(s), including 
individualized specific objectives. 

(No related Standard) 

D.1.3. Preparation for Doctoral Capstone Project 
D.1.3. Ensure that preparation for the capstone 

project includes a literature review, needs 
assessment, goals/objectives, and an 
evaluation plan. Preparation should align 
with the curriculum design and sequence 
and is completed prior to the 
commencement of the 14-week doctoral 
capstone experience. 

(No related Standard) (No related Standard) (No related Standard) 

D.1.4. MOUs for Doctoral Capstone Experience 
D.1.4. Ensure that there is a valid memorandum 

of understanding for the doctoral capstone 
experience, that, at a minimum, includes 
individualized specific objectives, plans for 
supervision or mentoring, and 
responsibilities of all parties. The 
memorandum of understanding must be 
signed by both parties. 

(No related Standard) (No related Standard) (No related Standard) 

D.1.5. Length of Doctoral Capstone Experience 
D.1.5. Require that the length of the doctoral 

capstone experience be a minimum of 14 
weeks (560 hours). This may be completed 
on a part-time basis and must be 
consistent with the individualized specific 
objectives and capstone project. No more 
than 20% of the 560 hours can be 
completed off site from the mentored 
practice setting(s), to ensure a 

(No related Standard) (No related Standard) (No related Standard) 
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STANDARD 
NUMBER 

ACCREDITATION STANDARDS FOR A 
DOCTORAL-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
MASTER’S-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPIST 

ACCREDITATION STANDARDS FOR A 
BACCALAUREATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

ACCREDITATION STANDARDS FOR AN 
ASSOCIATE-DEGREE-LEVEL 

EDUCATIONAL PROGRAM FOR THE 
OCCUPATIONAL THERAPY ASSISTANT 

concentrated experience in the designated 
area of interest. Time spent off site may 
include independent study activities such 
as research and writing. Prior fieldwork or 
work experience may not be substituted 
for this doctoral capstone experience. 

THE GOAL OF THE DOCTORAL CAPSTONE IS TO PROVIDE 
AN IN-DEPTH EXPOSURE TO ONE OR MORE OF THE 
FOLLOWING: CLINICAL PRACTICE SKILLS, RESEARCH 
SKILLS, ADMINISTRATION, LEADERSHIP, PROGRAM AND 
POLICY DEVELOPMENT. THE “MENTORED PRACTICE 
SETTING” DOES NOT NEED TO BE IN A PHYSICAL 
LOCATION BUT AN EXPERIENCE THAT DEMONSTRATES 
MENTORED LEARNING WITH IN-DEPTH EXPOSURE IN THE 
STUDENT’S DESIGNATED AREA OF INTEREST. 

D.1.6. Mentor for Doctoral Capstone 
D.1.6. Document and verify that the student is 

mentored by an individual with expertise 
consistent with the student’s area of 
focus prior to the onset of the doctoral 
capstone experience. The mentor does 
not have to be an occupational therapist. 

(No related Standard) (No related Standard) (No related Standard) 

D.1.7. Evaluation of Doctoral Capstone Experiences D.1.7. Evaluation of Baccalaureate Project 
D.1.7. Document a formal evaluation mechanism 

for objective assessment of the student’s 
performance during and at the completion 
of the doctoral capstone experience. 

(No related Standard) Document a formal evaluation mechanism 
for objective assessment of the student’s 
performance during and at the completion 
of the baccalaureate project. 

(No related Standard) 

D.1.8. Doctoral Capstone Project D.1.8. Baccalaureate Project 
D.1.8. Ensure completion and dissemination of 

an individual doctoral capstone project 
that relates to the doctoral capstone 
experience and demonstrates synthesis 
of in-depth knowledge in the focused 
area of study. 

(No related Standard) Ensure completion and presentation of a 
report of the individual or group project 
demonstrating in-depth knowledge in the 
focused area of study. 

(No related Standard) 
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GLOSSARY 
Accreditation Standards for a Doctoral-Degree-Level Educational Program for the Occupational Therapist, 

Master’s-Degree-Level Educational Program for the Occupational Therapist, Baccalaureate-Degree-Level Educational Program for the Occupational Therapy Assistant, and 
Associate-Degree-Level Educational Program for the Occupational Therapy Assistant 

Definitions given below are for the purposes of this document. 

ABILITY TO BENEFIT: A phrase that refers to a student who does not have a high school diploma or its recognized equivalent, but is eligible to receive funds under the Title IV Higher 
Education Act programs after taking an independently administered examination and achieving a score, specified by the Secretary of the U.S. Department of Education (USDE), indicating 
that the student has the ability to benefit from the education being offered. 

ACADEMIC CALENDAR: The official institutional document that lists registration dates, semester/quarter stop and start dates, holidays, graduation dates, and other pertinent events. 
Generally, the academic year is divided into two major semesters, each approximately 14 to 16 weeks long. A smaller number of institutions have quarters rather than semesters. Quarters 
are approximately 10 weeks long; there are three major quarters and the summer session. 

ACTIVITIES: Actions designed and selected to support the development of performance skills and performance patterns to enhance occupational engagement (American Occupational 
Therapy Association [AOTA], 2014). 

ADVOCACY: Efforts directed toward promoting occupational justice and empowering clients to seek and obtain resources to fully participate in their daily life occupations. Efforts undertaken 
by the practitioner are considered advocacy, and those undertaken by the client are considered self-advocacy and can be promoted and supported by the practitioner (AOTA, 2014). 

AFFILIATE: An entity that formally cooperates with a sponsoring institution in implementing the occupational therapy educational program. 

AREAS OF OCCUPATION: Activities in which people engage: activities of daily living, instrumental activities of daily living, rest and sleep, education, work, play, leisure, and social participation. 

ASSESSMENTS: “Specific tools or instruments that are used during the evaluation process” (AOTA, 2010, p. S107). 

ASSIST: To aid, help, or hold an auxiliary position. 

BACCALAUREATE PROJECT: An in-depth experience in one or more of the following areas: clinical practice skills, administration, leadership, advocacy, and education. 

BEHAVIORAL HEALTH: Refers to mental/emotional well-being and/or actions that affect wellness. Behavioral health problems include substance use disorders; alcohol and drug 
addiction; and serious psychological distress, suicide, and mental disorders (Substance Abuse and Mental Health Administration, 2014). 

BODY FUNCTIONS: “Physiological functions of body systems (including psychological functions)” (World Health Organization [WHO], 2001). 

BODY STRUCTURES: “Anatomical parts of the body, such as organs, limbs, and their components” that support body functions (WHO, 2001). 

BUSINESS PLANS (DEVELOPMENT OF): The process of putting together a plan for a new endeavor that looks at the product, the marketing plan, the competition, and the personnel in an 
objective and critical manner. 

CAPSTONE COORDINATOR: Faculty member who is specifically responsible for the program’s compliance with the capstone requirements of Standards Section D.1.0 and is assigned to 
the occupational therapy educational program as a full-time core faculty member as defined by ACOTE. 

CAPSTONE EXPERIENCE: A 14-week full-time in-depth exposure in a concentrated area that may include on-site and off-site activities that meets developed goals/objectives of the 
doctoral capstone. 

CAPSTONE PROJECT: A project that is completed by a doctoral-level student that demonstrates the student’s ability to relate theory to practice and to synthesize in-depth knowledge in a 
practice area that relates to the capstone experience. 
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CARE COORDINATION: The process that links clients with appropriate services and resources. 

CASE MANAGEMENT: A system to ensure that individuals receive appropriate health care services. 

CLIENT: Person or persons (including those involved in the care of a client), group (collective of individuals [e.g., families, workers, students, or community members]), or population 
(collective of groups or individuals living in a similar locale [e.g., city, state, or country] or sharing the same or like concerns) (AOTA, 2014). 

CLIENT-CENTERED SERVICE DELIVERY: An orientation that honors the desires and priorities of clients in designing and implementing interventions. 

CLIENT FACTORS: Specific capacities, characteristics, or beliefs that reside within the person and that influence performance in occupations. Client factors include values, beliefs, and 
spirituality; body functions; and body structures (AOTA, 2014). 

CLINICAL REASONING: Complex multifaceted cognitive process used by practitioners to plan, direct, perform, and reflect on intervention. 

COLLABORATE: To work together with a mutual sharing of thoughts and ideas. 

COMMONLY ACCEPTED ACADEMIC STANDARDS: Program length must be reflective of commonly accepted standards for degree level as informed by the National Center for Education 
Standards (https://nces.ed.gov/programs/coe/glossary). Specific to occupational therapy entry level education for the occupational therapist and occupational therapy assistant, ACOTE 
defines the following: 

• Doctoral degree: An entry-level professional degree awarded for successful completion of a program of study as an occupational therapist, including both preprofessional and 
professional preparation, equaling at least 6 full-time-equivalent academic years to provide the knowledge and skills for the recognition, credential, or license required for 
professional practice. 

• Master’s degree: An entry-level professional degree awarded for successful completion of a program of study as an occupational therapist, including both preprofessional and 
professional preparation, generally requiring at least 5 full-time-equivalent academic years, but no more than 6 full-time-equivalent academic years. One or two years must be 
full-time college-level study beyond the bachelor’s degree to provide the knowledge and skills for the recognition, credential, or license required for professional practice. 

• Bachelor’s degree: An entry-level occupational therapy assistant degree granted for the successful completion of a baccalaureate program of study, usually requiring at least 4 
years (or equivalent) of full-time college-level study. 

• Associate’s degree: An entry-level occupational therapy assistant degree granted for the successful completion of an associate’s program of study, usually requiring at least 2 
years (or equivalent) of full-time college-level study. 

COMPETENT: To have the requisite abilities/qualities and capacity to function in a professional environment. 

CONSORTIUM: Two or more higher education institutions having a formal agreement to share resources for the operation of an educational program. 

CONSUMER: The direct and/or indirect recipient of educational and/or practitioner services offered. 

CONTEXT/CONTEXTUAL FACTORS AND ENVIRONMENT: 

CONTEXT: The variety of interrelated conditions within and surrounding the client that influence performance. Contexts include cultural, personal, temporal, and virtual aspects. 

ENVIRONMENT: The external physical and social environment that surrounds the client and in which the client’s daily life occupations occur. 

CONTEXT OF SERVICE DELIVERY: The knowledge and understanding of the various contexts in which occupational therapy services are provided. 

COOPERATIVE PROGRAM: Two administrative entities having a cooperative agreement to offer a single program. At least one of the entities must hold degree-granting authority as 
required by the ACOTE Standards. 

CRITERION-REFERENCED: Tests that compare the performance of an individual to that of another group, known as the norm group. 
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CULTURAL CONTEXT: Customs, beliefs, activity patterns, behavioral standards, and expectations accepted by the society of which a client is a member. The cultural context influences the 
client’s identity and activity choices (AOTA, 2014). 

CURRICULUM DESIGN: An overarching set of assumptions that explains how the curriculum is planned, implemented, and evaluated. Typically, a curriculum design includes educational 
goals and curriculum threads and provides a clear rationale for the selection of content, the determination of scope of content, and the sequence of the content. A curriculum design is 
expected to be consistent with the mission and philosophy of the sponsoring institution and the program. 

CURRICULUM THREADS: Curriculum threads, or themes, are identified by the program as areas of study and development that follow a path through the curriculum and represent the 
unique qualities of the program, as demonstrated by the program’s graduates. Curriculum threads are typically based on the profession’s and program’s vision, mission, and philosophy 
(e.g., occupational needs of society, critical thinking/professional reasoning, diversity/globalization). 

DIAGNOSIS: The process of analyzing the cause or nature of a condition, situation, or problem. Diagnosis as stated in Standard B.4.0. refers to the occupational therapist’s ability to analyze 
a problem associated with occupational performance and participation. 

DISTANCE EDUCATION: Education that uses one or more of the technologies listed below to deliver instruction to students who are separated from the faculty and to support regular and 
substantive interaction (as informed by the Higher Learning Commission https://www.hlcommission.org/General/glossary.html) between the students and the faculty, either 
synchronously or asynchronously. The technologies that may be used to offer distance education include: 

• the internet; 
• one-way and two-way transmissions through open broadcast, closed circuit, cable, microwave, broadband lines, fiber optics, satellite, or wireless communications devices; 
• audio conference; or 
• other media used in a course in conjunction with any of the technologies listed in items 1-3 above. 

Distance education is a delivery method used in whole or in part within an academic program regardless of whether face-to-face, on ground or residential option. 

DOCTORAL CAPSTONE: An in-depth exposure to a concentrated area, which is an integral part of the program’s curriculum design. This in-depth exposure may be in one or more of the 
following areas: clinical practice skills, research skills, scholarship, administration, leadership, program and policy development, advocacy, education, and theory development. The 
doctoral capstone consists of two parts: the capstone experience and the capstone project. 

DOCTORAL DEGREE—RESEARCH/SCHOLARSHIP: A PhD or other doctor's degree that requires advanced work beyond the master's level, including the preparation and defense of a 
dissertation based on original research, or the planning and execution of an original project demonstrating substantial artistic or scholarly achievement. Some examples of this type of 
degree include EdD, DMA, DBA, DS, DA, and DM, and others, as designated by the awarding institution (Integrated Postsecondary Education Data System [IPEDS], 2016). 

DRIVER REHABILITATION: Specialized evaluation and training to develop mastery of specific skills and techniques to effectively drive a motor vehicle independently and in accordance 
with state department of motor vehicles regulations. 

DYSPHAGIA: Dysfunction in any stage or process of eating. It includes any difficulty in the passage of food, liquid, or medicine, during any stage of swallowing that impairs the client’s 
ability to swallow independently or safely (AOTA, 2017). 

EATING: “…keeping and manipulating food or fluid in the mouth and swallowing it” (AOTA, 2014, p. S19). 

FEEDING: “…setting up, arranging, and bringing food [or fluid] from the plate or cup to the mouth; sometimes called self-feeding” (AOTA, 2014, p. S19). 

SWALLOWING: “…moving food from the mouth to the stomach” (AOTA, 2014, p. S19). 

ENTRY-LEVEL OCCUPATIONAL THERAPIST: The outcome of the occupational therapy educational and certification process; an individual prepared to begin generalist practice as an 
occupational therapist with less than 1 year of experience. 

ENTRY-LEVEL OCCUPATIONAL THERAPY ASSISTANT: The outcome of the occupational therapy educational and certification process; an individual prepared to begin generalist practice 
as an occupational therapy assistant with less than 1 year of experience. 

EVALUATION: “The process of obtaining and interpreting data necessary for intervention. This includes planning for and documenting the evaluation process and results” (AOTA, 2010, p. S107). 
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EQUITY: The absence of avoidable or remediable differences among groups of people, whether those groups are defined socially, economically, demographically, or geographically (WHO, 2017a). 

EXPERIENTIAL LEARNING: Method of educating through first-hand experience. Skills, knowledge, and experience are acquired outside of the traditional academic classroom setting and 
may include service learning projects. 

FACULTY: 

FACULTY, CORE: Faculty members employed in the occupational therapy educational program whose job responsibilities, at a minimum, include curriculum design, teaching, and 
student advisement, regardless of the position title. 

FACULTY, ADJUNCT: Persons who are responsible for teaching or instruction on a part-time basis. These faculty are considered nonsalaried, non-tenure-track faculty members who 
are paid for each class they teach. 

FACULTY-LED SITE VISITS: Faculty-facilitated experiences in which students will be able to participate in, observe, and/or study clinical practice first-hand. 

FACULTY PRACTICE: Service provision by a faculty member(s) to persons, groups, and/or populations. 

FIELDWORK COORDINATOR: Faculty member who is responsible for the development, implementation, management, and evaluation of fieldwork education. 

FIELDWORK EDUCATOR: An individual, typically a clinician, who works collaboratively with the program and is informed of the curriculum and fieldwork program design. This individual 
supports the fieldwork experience, serves as a role model, and holds the requisite qualifications to provide the student with the opportunity to carry out professional responsibilities 
during the experiential portion of their education. 

FRAME OF REFERENCE: A set of interrelated, internally consistent concepts, definitions, postulates, and principles that provide a systematic description of a practitioner’s interaction with 
clients. A frame of reference is intended to link theory to practice. 

FULL-TIME EQUIVALENT (FTE): An equivalent position for a full-time faculty member (as defined by the institution). A full-time equivalent can be made up of no more than three individuals. 

GRADUATION RATE: The total number of students who graduated from a program within 150% of the published length of the program, divided by the number of students on the roster 
who started in the program. 

HABITS: “Acquired tendencies to respond and perform in certain consistent ways in familiar environments or situations; specific, automatic behaviors performed repeatedly, relatively 
automatically, and with little variation” (Boyt Schell et al., 2014, p. 1234). 

HEALTH: “State of complete physical, mental, and social wellbeing, and not merely the absence of disease or infirmity” (WHO, 2006). 

HEALTH INEQUITIES: Health inequities involve more than inequality with respect to health determinants and access to the resources needed to improve and maintain health or health 
outcomes. They also entail a failure to avoid or overcome inequalities that infringe on fairness and human rights norms (WHO, 2017a). 

HEALTH LITERACY: Degree to which individuals have the capacity to obtain, process, and understand basic health information and services needed to make appropriate health decisions. 
(National Network of Libraries of Medicine, 2011). 

HEALTH MANAGEMENT AND MAINTENANCE: Developing, managing, and maintaining routines for health and wellness promotion, such as physical fitness, nutrition, decreased health 
risk behaviors, and medication routines (AOTA, 2014). 

HEALTH PROMOTION: The process of enabling people to increase control over, and to improve, their health. It moves beyond a focus on individual behavior toward a wide range of social 
and environmental interventions (WHO, 2017a). 

HEALTH/PUBLIC POLICY: The basic policy or set of policies forming the foundation of public laws; health policy refers to specific policies as they relate to health and health care. 
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INDIVIDUAL VS. POPULATION VS. INSTITUTION (regarding values, customs, beliefs, policy, power/decision making): Being aware of the different needs of perspectives: of one person, 
as opposed to a specific population, as opposed to the needs and concerns of a society or organization. Each has different values, needs, beliefs, and concerns. Each also may have different 
degrees of power and ability to make decisions that will affect others. 

INSTRUCTIONAL DESIGN: Assessment of the learning materials and methods that are aligned with the curriculum and convey content to meet the needs of the student. 

INTERPROFESSIONAL COLLABORATIVE PRACTICE: “Multiple health workers from different professional backgrounds provide comprehensive services by working with patients, 
families, carers, and communities to deliver the highest quality of care” (WHO, 2010). 

INTERPROFESSIONAL EDUCATION: When two or more professions learn about, from, and with each other to enable effective collaboration and improve health outcomes (WHO, 2010). 
“An educational activity that occurs between two or more professionals within the same discipline, with a focus on participants to work together, act jointly, and cooperate” (Jung et al., 
2010, p. 235). 

INTRAPROFESSIONAL COLLABORATIVE PRACTICE: The relationship between occupational therapists and occupational therapy assistants that is based on mutual respect, effective 
communication, and professionalism to promote the highest quality of care in service delivery (Dillon, 2001). 

MEMORANDUM OF UNDERSTANDING (MOU): A document outlining the terms and details of an agreement between parties, including each party’s requirements and responsibilities. A 
fieldwork memorandum of understanding may be signed by any individual who is authorized by the institution to do so on its behalf. 

MENTAL HEALTH: A state of well-being in which every individual realizes his or her own potential, can cope with the normal stresses of life, can work productively and fruitfully, and is 
able to make a contribution to her or his community (WHO, 2014). 

MENTORING: A relationship between two people in which one person (the mentor) is dedicated to the personal and professional growth of the other (the mentee). A mentor has more 
experience and knowledge than the mentee. 

MISSION: A statement that explains the unique nature of a program or institution and how it helps fulfill or advance the goals of the sponsoring institution, including religious missions. 

MODEL OF PRACTICE: The set of theories and philosophies that defines the views, beliefs, assumptions, values, and domain of concern of a particular profession or discipline. Models of 
practice delimit the boundaries of a profession. 

OCCUPATION: Daily life activities in which people engage. Occupations occur in context and are influenced by the interplay among client factors, performance skills, and performance 
patterns. Occupations occur over time; have purpose, meaning, and perceived utility to the client; and can be observed by others (e.g., preparing a meal) or be known only to the person 
involved (e.g., learning through reading a textbook). Occupations can involve the execution of multiple activities for completion and can result in various outcomes (AOTA, 2014). 

OCCUPATIONAL PROFILE: Summary of the client’s occupational history and experiences, patterns of daily living, interests, values, and needs (AOTA, 2014). 

OCCUPATIONAL THERAPY: The art and science of applying occupation as a means to effect positive, measurable change in the health status and functional outcomes of a client by a 
qualified occupational therapist and/or occupational therapy assistant (as appropriate). 

OCCUPATIONAL THERAPY PRACTITIONER: An individual who is initially credentialed as an occupational therapist or an occupational therapy assistant. 

OCCUPATION-BASED INTERVENTION: A type of occupational therapy intervention—a client-centered intervention in which the occupational therapy practitioner and client 
collaboratively select and design activities that have specific relevance or meaning to the client and support the client’s interests, needs, health, and participation in daily life. 

ORGANIZATION: Entity composed of individuals with a common purpose or enterprise, such as a business, industry, or agency (AOTA, 2014). 

OUTCOMES: The effect the process has had on the people targeted by it. These might include, for example, changes in their self-perceived health status or changes in the distribution of 
health determinants, or factors that are known to affect their health, well-being, and quality of life (WHO, 2017b). 

PARTICIPATION: Active engagement in occupations. 
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PERFORMANCE PATTERNS: Habits, routines, roles, and rituals used in the process of engaging in occupations or activities; these patterns can support or hinder occupational performance 
(AOTA, 2014). 

PERFORMANCE SKILLS: Goal-directed actions that are observable as small units of engagement in daily life occupations. They are learned and developed over time and are situated in 
specific contexts and environments (Fisher & Griswold, 2014). 

PHILOSOPHY: The underlying belief and value structure for a program that is consistent with the sponsoring institution and that permeates the curriculum and the teaching learning process. 

PHYSICAL AGENT MODALITIES: Procedures and interventions that are systematically applied to modify specific client factors when neurological, musculoskeletal, or skin conditions are 
present that may limit occupational performance (AOTA, 2012). 

DEEP THERMAL AGENTS: Modalities such as therapeutic ultrasound, phonophoresis, short-wave diathermy, and other commercially available technologies. 

ELECTROTHERAPEUTIC AGENTS: Modalities that use electricity and the electromagnetic spectrum to facilitate tissue healing, improve muscle strength and endurance, 
decrease edema, modulate pain, decrease the inflammatory process, and modify the healing process. Electrotherapeutic agents include but are not limited to neuromuscular 
electrical stimulation (NMES), functional electrical stimulation (FES), transcutaneous electrical nerve stimulation (TENS), high-voltage galvanic stimulation for tissue and 
wound repair (ESTR), high-voltage pulsed current (HVPC), direct current (DC), iontophoresis, and other commercially available technologies (Bracciano, 2008). 

MECHANICAL DEVICES: Modalities such as vasopneumatic devices and continuous passive motion. 

SUPERFICIAL THERMAL AGENTS: Modalities such as hydrotherapy, whirlpool, cryotherapy (cold packs, ice), fluidotherapy, hot packs, paraffin, water, infrared, and other 
commercially available superficial heating and cooling technologies. 

(Skills, knowledge, and competencies for entry-level practice are derived from AOTA practice documents. For institutions in states where regulations restrict the use of 
physical agent modalities, it is recommended that students be exposed to the modalities offered in practice to allow students’ knowledge and expertise with the modalities in 
preparation for the NBCOT examination and for practice outside of the state in which the educational institution resides.) 

POPULATION-BASED INTERVENTIONS: Interventions focused on promoting the overall health status of the community by preventing disease, injury, disability, and premature death. A 
population-based health intervention can include assessment of the community’s needs, health promotion and public education, disease and disability prevention, monitoring of services, and 
media interventions. Most interventions are tailored to reach a subset of a population, although some may be targeted toward the population at large. Populations and subsets may be defined 
by geography, culture, race and ethnicity, socioeconomic status, age, or other characteristics. Many of these characteristics relate to the health of the described population (Keller et al., 2002). 

POPULATION HEALTH: “The health outcomes of a group of individuals including the distribution of such outcomes within the group” (Kindig & Stoddart, 2003, p. 381). 
“Population health outcomes are the product of multiple determinants of health, including medical care, public health, genetics, behaviors, social factors, and environmental factors” 
(Institute of Medicine [IOM], 2015, para. 4). 

POPULATIONS: Collective of groups of individuals living in a similar locale (e.g., city, state, country) or sharing the same or like characteristics or concerns (AOTA, 2014). 

POST-PROFESSIONAL DOCTORATE: “The highest award a student can earn for graduate study” (IPEDS, 2016) and that is conferred upon completion of a program providing the 
knowledge and skills beyond the basic entry level for persons who are already occupational therapy practitioners (AOTA, 2016). 

PREPARATORY METHODS AND TASKS: Methods and tasks that prepare the client for occupational performance, used either as part of a treatment session in preparation for or 
concurrently with occupations and activities or as a home-based engagement to support daily occupational performance. Often preparatory methods are interventions that are done to 
clients without their active participation and involve modalities, devices, or techniques (AOTA, 2014). 

PREVENTION: Education or health promotion efforts designed to identify, reduce, or prevent the onset and reduce the incidence of unhealthy conditions, risk factors, diseases, or injuries 
(AOTA, 2013a). 

PRIMARY CARE PROGRAMS: The provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, 
developing a sustained partnership with patients, and practicing in the context of family and community (IOM, 1994; Patient Protection and Affordable Care Act of 2010, 2012) 
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2570.2. 
As used in this chapter, unless the context requires otherwise: 

(a) “Appropriate supervision of an aide” means that the responsible occupational 
therapist or occupational therapy assistant shall provide direct in-sight supervision when 
the aide is providing delegated client-related tasks and shall be readily available at all 
times to provide advice or instruction to the aide. The occupational therapist or 
occupational therapy assistant is responsible for documenting the client’s record 
concerning the delegated client-related tasks performed by the aide. 

(b) “Aide” means an individual who provides supportive services to an occupational 
therapist or occupational therapy assistant and who is trained by an occupational 
therapist or occupational therapy assistant to perform, under appropriate supervision, 
delegated, selected client and nonclient-related tasks for which the aide has 
demonstrated competency. An occupational therapist or occupational therapy assistant 
licensed pursuant to this chapter may utilize the services of one aide engaged in client-
related tasks to assist the occupational therapist or occupational therapy assistant in the 
practice of occupational therapy. The occupational therapist shall be responsible for the 
overall use and actions of the aide. 

(c) “Association” means the Occupational Therapy Association of California or a 
similarly constituted organization representing occupational therapists in this state. 

(d) “Board” means the California Board of Occupational Therapy. 

(e) “Continuing competence” means a dynamic and multidimensional process in which 
the occupational therapist or occupational therapy assistant develops and maintains the 
knowledge, performance skills, interpersonal abilities, critical reasoning, and ethical 
reasoning skills necessary to perform current and future roles and responsibilities within 
the profession. 

(f) “Examination” means an entry level examination for occupational therapists and 
occupational therapy assistants administered by the National Board for Certification in 
Occupational Therapy or by another nationally recognized credentialing body. 

(g) “Good standing” means that the person has a current, valid license to practice 
occupational therapy or assist in the practice of occupational therapy and has not been 
disciplined by the recognized professional licensing or standard-setting body within five 
years prior to application or renewal of the person’s license. 

(h) “Occupational therapist” means an individual who meets the minimum education 
requirements specified in Section 2570.6 and is licensed pursuant to the provisions of 
this chapter and whose license is in good standing as determined by the board to 
practice occupational therapy under this chapter. The occupational therapist is 
responsible for and directs the evaluation process and develops the intervention plan. 

(i) “Occupational therapy assistant” means an individual who is licensed pursuant to the 
provisions of this chapter, who is in good standing as determined by the board, and 
based thereon, who is qualified to assist in the practice of occupational therapy under 
this chapter, and who works under the appropriate supervision of a licensed 
occupational therapist. 



 
 

 

    
 

  

 
  

    
 

 

  
   

   

  
  

   
   

   
 

  
    

  
 

     
  

  
    

    

   
  

    
 

 
 
 

(j) “Occupational therapy services” means the services of an occupational therapist or 
the services of an occupational therapy assistant under the appropriate supervision of 
an occupational therapist. 

(k) “Person” means an individual, partnership, unincorporated organization, or 
corporation. 

(l) “Occupational therapy” means the therapeutic use of purposeful and meaningful 
goal-directed activities (occupations) with individuals, groups, populations, or 
organizations, to support participation, performance, and function in roles and situations 
in home, school, workplace, community, and other settings. Occupational therapy 
services are provided for habilitation, rehabilitation, and the promotion of health and 
wellness for clients with disability- and nondisability-related needs or to those who have, 
or are at risk of developing, health conditions that limit activity or cause participation 
restrictions. Occupational therapy services encompass occupational therapy 
assessment, treatment, education, and consultation. Occupational therapy addresses 
the physical, cognitive, psychosocial, sensory-perception and other aspects of 
performance in a variety of contexts and environments to support engagement in 
occupations that affect physical and mental health, well-being, and quality of life. 
Occupational therapy assessment identifies performance abilities and limitations that 
are necessary for self-maintenance, learning, work, and other similar meaningful 
activities. Occupational therapy treatment is focused on developing, improving, or 
restoring functional daily living skills, compensating for and preventing dysfunction, or 
minimizing disability. Through engagement in everyday activities, occupational therapy 
promotes mental health by supporting occupational performance in people with, or at 
risk of experiencing, a range of physical and mental health disorders. Occupational 
therapy techniques that are used for treatment involve teaching activities of daily living 
(excluding speech-language skills); designing or fabricating orthotic devices, and 
applying or training in the use of assistive technology or orthotic and prosthetic devices 
(excluding gait training). Occupational therapy consultation provides expert advice to 
enhance function and quality of life. Consultation or treatment may involve modification 
of tasks or environments to allow an individual to achieve maximum independence. 
Services are provided individually, in groups, or populations. 

(m) “Hand therapy” is the art and science of rehabilitation of the hand, wrist, and 
forearm requiring comprehensive knowledge of the upper extremity and specialized 
skills in assessment and treatment to prevent dysfunction, restore function, or reverse 
the advancement of pathology. This definition is not intended to prevent an occupational 
therapist practicing hand therapy from providing other occupational therapy services 
authorized under this act in conjunction with hand therapy. 

(n) “Physical agent modalities” means techniques that produce a response in soft tissue 
through the use of light, water, temperature, sound, or electricity. These techniques are 
used as adjunctive methods in conjunction with, or in immediate preparation for, 
occupational therapy services. 

(Amended by Stats. 2018, Ch. 490, Sec. 1. (AB 2221) Effective January 1, 2019.) 



   
     

   

   
  

     
  

   

 

      

   
    

     

     
  

     
     

  

    
      

  
      

 

   

    

     

     

  
    

       

      
  

      

    
      

 

   

 

     

2570.3. 
(a) A person shall not practice occupational therapy or hold themselves out as an 
occupational therapist or as being able to practice occupational therapy, or to 

render occupational therapy services in this state unless the person is licensed as 
an occupational therapist under the provisions of this chapter. A person shall not 

hold themselves out as an occupational therapy assistant or work as an 
occupational therapy assistant under the supervision of an occupational therapist 
unless the person is licensed as an occupational therapy assistant under this 

chapter. 

(b) Only an individual may be licensed under this chapter. 

(c) This chapter does not authorize an occupational therapist to practice physical 
therapy, as defined in Section 2620; speech-language pathology or audiology, as 
defined in Section 2530.2; nursing, as defined in Section 2725; psychology, as 

defined in Section 2903; marriage and family therapy, as defined in Section 
4980.02; clinical social work, as defined in Section 4996.9; professional clinical 

counseling, as defined in Section 4999.20, educational psychology, as defined in 
Section 4989.14; or spinal manipulation or other forms of healing, except as 
authorized by this section. 

(d) An occupational therapist may provide advanced practices if the occupational 
therapist has the knowledge, skill, and ability to do so and has demonstrated to the 

satisfaction of the board that the occupational therapist has met educational 
training and competency requirements. These advanced practices include the 

following: 

(1) Hand therapy. 

(2) The use of physical agent modalities. 

(3) Swallowing assessment, evaluation, or intervention. 

(e) An occupational therapist providing hand therapy services shall demonstrate to 

the satisfaction of the board that the occupational therapist has completed 
education and training in all of the following areas: 

(1) Anatomy of the upper extremity and how it is altered by pathology. 

(2) Histology as it relates to tissue healing and the effects of immobilization and 
mobilization on connective tissue. 

(3) Muscle, sensory, vascular, and connective tissue physiology. 

(4) Kinesiology of the upper extremity, such as biomechanical principles of 
pulleys, intrinsic and extrinsic muscle function, internal forces of muscles, and the 

effects of external forces. 

(5) The effects of temperature and electrical currents on nerve and connective 

tissue. 

(6) Surgical procedures of the upper extremity and their postoperative course. 



    
  

    

        

  

     

    

   

     

   

    

     

     
   

     
        

    

 
         

       
      

     

     

  
 

   
  

  

      
    

   
 

    

    
  

    
      

     

(f) An occupational therapist using physical agent modalities shall demonstrate to 
the satisfaction of the board that the occupational therapist has completed 

education and training in all of the following areas: 

(1) Anatomy and physiology of muscle, sensory, vascular, and connective tissue 

in response to the application of physical agent modalities. 

(2) Principles of chemistry and physics related to the selected modality. 

(3) Physiological, neurophysiological, and electrophysiological changes that occur 

as a result of the application of a modality. 

(4) Guidelines for the preparation of the client, including education about the 

process and possible outcomes of treatment. 

(5) Safety rules and precautions related to the selected modality. 

(6) Methods for documenting immediate and long-term effects of treatment. 

(7) Characteristics of the equipment, including safe operation, adjustment, 
indications of malfunction, and care. 

(g) An occupational therapist in the process of achieving the education, training, 
and competency requirements established by the board for providing hand therapy 
or using physical agent modalities may practice these techniques under the 

supervision of an occupational therapist who has already met the requirements 
established by the board, a physical therapist, or a physician and surgeon. 

(h) The board shall develop and adopt regulations regarding the educational 
training and competency requirements for advanced practices in collaboration with 

the Speech-Language Pathology and Audiology Board, the Board of Registered 
Nursing, and the Physical Therapy Board of California. 

(i) This chapter does not authorize an occupational therapist to seek reimbursement 

for services other than for the practice of occupational therapy as defined in this 
chapter. 

(j) “Supervision of an occupational therapy assistant” means that the responsible 
occupational therapist shall at all times be responsible for all occupational therapy 
services provided to the client. The occupational therapist who is responsible for 

appropriate supervision shall formulate and document in each client’s record, with 
the occupational therapist’s signature, the goals and plan for that client, and shall 

make sure that the occupational therapy assistant assigned to that client functions 
under appropriate supervision. As part of the responsible occupational therapist’s 
appropriate supervision, the occupational therapist shall conduct at least weekly 

review and inspection of all aspects of occupational therapy services by the 
occupational therapy assistant. 

(1) The supervising occupational therapist has the continuing responsibility to 
follow the progress of each client, provide direct care to the client, and to assure 
that the occupational therapy assistant does not function autonomously. 



   
      

    
  

      
    

       

    
    

  

          

(2) An occupational therapist shall not supervise more occupational therapy 
assistants, at any one time, than can be appropriately supervised in the opinion 

of the board. Three occupational therapy assistants shall be the maximum 
number of occupational therapy assistants supervised by an occupational 

therapist at any one time, but the board may permit the supervision of a greater 
number by an occupational therapist if, in the opinion of the board, there would 
be adequate supervision and the public’s health and safety would be served. In 

no case shall the total number of occupational therapy assistants exceed three 
times the number of occupational therapists regularly employed by a facility at 

any one time. 

(Amended by Stats. 2022, Ch. 290, Sec. 1. (AB 2671) Effective January 1, 2023.) 



 

 
 

    
   

 
     
  

  
   

 
 

  
   

   
  
  

    
    

  
  

  
   

   
   

   

  
  

  

  
 

   
 

 
  

   
 

 
 

 
 

§ 4150. Definitions§ 

For the purpose of this article: 
(a) "ACOTE" means the Accreditation Council for Occupational Therapy Education. 
(b) "Post professional education and training" means education and training obtained 
subsequent to the qualifying degree program or beyond current ACOTE standards for 
the qualifying degree program. 
(c) "Contact hour" means sixty (60) minutes of coursework or classroom instruction. 
(d) "Semester unit" means fifteen (15) contact hours. 
(e) "Quarter unit" means ten (10) contact hours. 
(f) "Rehabilitation of the hand, wrist, and forearm" as used in Code section 2570.2(l) 
refers to occupational therapy services performed as a result of surgery or injury to the 
hand, wrist, or forearm. 
(g) "Upper extremity" as used in Code section 2570.3(e) includes education relating to 
the hand, wrist, or forearm. 
(h) "Swallowing" as used in Code section 2570.3 is the passage of food, liquid, or 
medication through the pharyngeal and esophageal phases of the swallowing process. 
(i) "Instrumental evaluation" is the assessment of any aspect of swallowing using 
imaging studies that include, but are not limited to, endoscopy and video fluoroscopy 
(1) "Endoscopic evaluation of swallowing" or "endoscopy" is the process of observing 
structures and function of the swallowing mechanism to include the nasopharynx, 
oropharynx, and hypopharynx. 
(2) "Video fluoroscopic swallowing study" or "video fluoroscopy" is the fluoroscopic 
recording and videotaping of the anatomy and physiology of the oral cavity, pharynx, 
and upper esophagus using a variety of bolus consistencies to assess swallowing 
function. This procedure may also be known as video fluorography, modified barium 
study, oral-pharyngeal motility study and video radiography. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4151. Hand Therapy 

(a) Hand therapy services may be performed only when an occupational therapist has 
demonstrated to the Board in an application filed pursuant to section 4155 that he or 
she has met the post professional education and training requirements established by 
this section as follows: 
(1) Education: Completion of 45 contact hours in the subjects listed in Code section 
2570.3(e), including 30 hours specifically relating to the hand, wrist, and forearm. 
(2) Training: Completion of 480 hours of supervised on-the-job training, clinical 
internship or affiliation, which may be paid or voluntary, pertaining to hand therapy. 
(b) An occupational therapist whose application pursuant to section 4155 provides proof 
of current certification as a Certified Hand Therapist, issued by the Hand Therapy 
Certification Commission, shall be deemed to have met the education and training 
requirements established by this section. 
(c) An occupational therapist providing hand therapy services using physical agent 
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modalities must also comply with the requirements of section 4152. A maximum of 8 
contact hours and 60 hours of supervised on-the-job training, clinical internship or 
affiliation, paid or voluntary, completed under section 4152 will be credited toward the 
requirements of this section. 
(d) An occupational therapist may provide only those hand therapy services he or she is 
competent to perform. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

(a) Physical agent modalities may be used only when an occupational therapist has 
demonstrated to the Board in an application filed pursuant to section 4155 that he or 
she has met the post professional education and training requirements established by 
this section as follows: 
(1) Education: Completion of 30 contact hours in the subjects listed in Code section 
2570.3(f). 
(2) Training: Completion of 240 hours of supervised on-the-job training, clinical 
internship or affiliation, which may be paid or voluntary, pertaining to physical agent 
modalities. 
(b) An occupational therapist whose application pursuant to section 4155 provides proof 
of current certification as a Certified Hand Therapist, issued by the Hand Therapy 
Certification Commission, shall be deemed to have met the education and training 
requirements established by this section. 
(c) An occupational therapist may use only those physical agent modalities he or she is 
competent to use. 

Note: Authority Cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4152.1. Use of Topical Medications 

(a) As used in this section, "topical medications" means medications applied locally to 
the skin or underlying tissue where such medications require a prescription or order 
under federal or state law. The following medications are applicable to the practice of 
occupational therapy and may be used by an occupational therapist: 
(1) Bacteriocidal agents; 
(2) Debriding agents; 
(3) Topical anesthetic agents; 
(4) Anti-inflammatory agents; 
(5) Antispasmodic agents; and 
(6) Adrenocortico-steroids. 
(b) An occupational therapist shall apply or administer topical medications in 
accordance with this subsection. 
(1) Any topical medication applied or administered shall have been ordered on a 
specific or standing basis by a practitioner legally authorized to order or prescribe such 



 
    

    
  

  
  

 
   

   
 

  
  

 
     

   
  

   

   
 

  

  

 
 

  
      

  
  

   
    

  
 

  
   

   

  
  

   

medication pursuant to Business and Professions Code section 2571(a). 
(2) An occupational therapist may administer a topical medication by the use of a 
physical agent modality, only if the occupational therapist is approved by the Board in 
the advanced practice area of physical agent modalities. 
(3) An occupational therapist shall follow written protocols in applying or administering 
topical medications The protocols shall: 
(A) Be prepared by the facility within which the topical medications are being applied or 
administered; 
(B) Be approved by the medical director or equivalent of the facility; 
(C) Include a description of each medication, its actions, its indications and 
contraindications, and the proper procedure and technique for application; 
(D) Require that the administration be consistent with the manufacturer's guidelines for 
any equipment to be used in the administration of the topical medication; and 
(E) Be based on research and evidence-based practice, pharmaceutical standards of 
practice and known desired outcomes. 
(4) Supervision of the application or administration of topical medications by an 
occupational therapy assistant under this section shall be in accordance with Article 9. 
(c) Under no circumstance does this section authorize an occupational therapist or 
occupational therapist assistant to administer a medication via injection. 

Note: Authority cited: Sections 163.5 and 2570.20, Business and Professions Code. 
Reference: Section 2571, Business and Professions Code. 

§ 4153. Swallowing Assessment, Evaluation, or Intervention 

(a) The role of an occupational therapist in instrumental evaluations is to observe 
structure and function of the swallowing mechanism in order to assess swallowing 
capability and determine swallowing interventions. The occupational therapist may not 
perform the physically invasive components of the instrumental evaluation. 
(b) Swallowing assessment, evaluation or intervention may be performed only when an 
occupational therapist has demonstrated to the Board that he or she has met the post 
professional education and training requirements established by this section as follows: 
(1) Education: Completion of 45 contact hours in the following subjects: 
(A) Anatomy, physiology and neurophysiology of the head and neck with focus on the 
structure and function of the aerodigestive tract; 
(B) The effect of pathology on the structures and functions of the aerodigestive tract 
including medical interventions and nutritional intake methods used with patients with 
swallowing problems; 
(C) Interventions used to improve pharyngeal swallowing function. 
(2) Training: Completion of 240 hours of supervised on-the-job training, clinical 
internship or affiliation, which may be paid or voluntary, pertaining to swallowing 
assessment, evaluation or intervention. An occupational therapist in the process of 
completing the training requirements of this section may practice swallowing 
assessment, evaluation or intervention under the supervision of an occupational 
therapist who has been approved under this article, a speech language pathologist with 
expertise in this area, or a physician and surgeon. 



 
     

  
  

 

    
  
 

  
 

 
 

  
 

 
  

 
  

 
   

    
 

  
   

 
 

    
   

  
  

  
 

  
  

   
   

 
  

  
    

  
   

(c) An occupational therapist may provide only those swallowing assessment, 
evaluation or intervention services he or she is competent to perform. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4154. Post Professional Education and Training 

(a) Post professional education courses shall be obtained at any of the following: 
(1) College or university degree programs accredited or approved by ACOTE; 
(2) College or university degree programs accredited or approved by the Commission 
on Accreditation in Physical Therapy Education; 
(3) Colleges or universities with Speech and Hearing Programs accredited or approved 
by the Council on Academic Accreditation in Audiology and Speech-Language 
Pathology; 
(4) Any approved provider. To be approved by the Board the provider shall submit the 
following: 
(A) A clear statement as to the relevance of the course to the advanced practice area. 
(B) Information describing, in detail, the depth and breadth of the content covered (e.g., 
a course syllabus and the goals and objectives of the course) particularly as it relates to 
the advanced practice area. 
(C) Information that shows the course instructor's qualifications to teach the content 
being taught (e.g., his or her education, training, experience, scope of practice, licenses 
held, and length of experience and expertise in the relevant subject matter), particularly 
as it relates to the advanced practice area. 
(D) Information that shows the course provider's qualifications to offer the type of course 
being offered (e.g., the provider's background, history, experience, and similar courses 
previously offered by the provider), particularly as it relates to the advanced practice 
area; or 
(5) A provider that has not been approved by the Board, if the applicant occupational 
therapist demonstrates that the course content meets the subject matter requirements 
set forth in sections 2570.3(e) or 2570.3(f) of the Code, or section 4153 of these 
regulations, and submits the following: 
(A) Information describing, in detail, the depth and breadth of the content covered (e.g., 
a course syllabus and the goals and objectives of the course) particularly as it relates to 
the advanced practice area. 
(B) Information that shows the course instructor's qualifications to teach the content 
being taught (e.g., his or her education, training, experience, scope of practice, licenses 
held, and length of experience and expertise on the relevant subject matter), particularly 
as it relates to the advanced practice area. 
(b) Post professional training shall be supervised which means, at a minimum: 
(1) The supervisor and occupational therapist have a written agreement, signed and 
dated by both parties prior to accruing the supervised experience, outlining the plan of 
supervision and training in the advanced practice area. The level of supervision is 
determined by the supervisor whose responsibility it is to ensure that the amount, 
degree, and pattern of supervision is consistent with the knowledge, skill and ability of 
the occupational therapist, and appropriate for the complexity of client needs and 



  
 

 
   

  
 

   
   

   
  

  
   

 

  
  

 

 
  

 
 

 
  

   
 

   
   

 
   

  
   

 
   

 
    

 
  

 

  
   

 
  

  

number of clients for whom the occupational therapist is providing advanced practice 
services. 
(2) The supervisor is readily available in person or by telecommunication to the 
occupational therapist while the therapist is providing advanced practice services. 
(3) The supervisor does not have a co-habitative, familial, intimate, business, excluding 
employment relationships, or other relationship that could interfere with professional 
judgment and objectivity necessary for effective supervision, or that violates the Ethical 
Standards of Practice, pursuant to section 4170. 
(c) Any course instructor providing post-professional education under section 4154(a)(4) 
or (5) who is a health care practitioner as defined in section 680 of the Code shall 
possess an active, current, and unrestricted license. 
(d) Post professional education and training must be completed within the five years 
immediately preceding the application for approval in each advanced practice area. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 

§ 4155. Application for Approval in Advanced Practice Areas 

In order to provide any of the advanced practice services set forth in Code section 
2570.3(d), an occupational therapist shall apply to the Board and receive approval in 
that advanced practice area. 
(a) To apply for approval, an occupational therapist shall submit to the Board an 
application as specified in subsections (1), (2), or (3), along with the required 
documentation. 
(1) Applicants seeking approval in the area of Hand Therapy shall submit 
the Application for Advanced Practice Approval in Hand Therapy (Form APH, Rev. 
10/09), hereby incorporated by reference;. 
(2) Applicants seeking approval in the use of physical agent modalities shall submit 
the Application for Advanced Practice Approval in Physical Agent Modalities (Form 
APP, Rev. 07/11), hereby incorporated by reference; 
(3) Applicants seeking approval in the area of Swallowing Assessment, Evaluation, or 
Intervention shall submit the Application for Advanced Practice Approval in 
Swallowing (Form APS, Rev. 10/09), hereby incorporated by reference; 
(b) The documentation must include the following: 
(1) Documented proof of attendance and completion of each course (i.e., certificate of 
completion or transcript). 
(2) Evidence of the number of contact hours completed for each course for courses that 
are not Board approved. 
(3) Outline or syllabus of each course for courses that are not Board approved. 
(4) Information describing, in detail, the depth and breadth of the content covered (e.g., 
a course syllabus and the goals and objectives of the course) as it relates to the 
advanced practice area. 
(5) Resume or credentials of each instructor for courses that are not Board approved. 
(6) Verification of completion of supervised on-the-job training, clinical internship or 
affiliation reflecting the nature of the training and the number of hours. Such verification 
must be signed by the supervisor(s) under penalty of perjury. 

http://www.bot.ca.gov/licensees/aph.pdf
http://www.bot.ca.gov/licensees/app.pdf
http://www.bot.ca.gov/licensees/aps.pdf
http://www.bot.ca.gov/licensees/aps.pdf


  
 

  
 

  
  

 

(c) An advanced practice application not completed within six months of receipt or 
notification of deficiency, whichever is later, shall be deemed abandoned. 
(d) An application submitted subsequent to the abandonment of a previous application 
shall be treated as a new application. 

Note: Authority cited: Sections 2570.3 and 2570.20, Business and Professions Code. 
Reference: Sections 2570.2 and 2570.3, Business and Professions Code. 
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Physical Agents and Mechanical Modalities 

Introduction 
The American Occupational Therapy Association (AOTA) asserts that physical agents and mechanical mo-
dalities (PAMs) may be used by occupational therapy practitioners1 as part of a comprehensive plan of 
intervention designed to enhance engagement in occupation (AOTA, 2014b). Occupational therapy prac-
titioners possess the foundational knowledge of basic sciences, understanding of relevant theory and evi-
dence, and clinical reasoning to recommend and safely apply PAMs to support achievement of client goals. 

This Position Paper clarifes the context for the appropriate use of PAMs in contemporary occupation-based 
occupational therapy practice. As guided by the Occupational Therapy Practice Framework: Domain and 
Process, 3rd Edition (OTPF–3; AOTA, 2014b), exclusive or stand-alone use of PAMs without linking it to a 
client-centered, occupation-based intervention plan and outcomes is not occupational therapy. Consistent 
with the Choosing Wisely initiative, AOTA supports that practitioners “don’t use PAMs without providing pur-
poseful and occupation-based intervention activities” (Gillen, Hunter, Lieberman, & Stutzbach, in press). 

Defnitions 
The term therapeutic modalities refers to the systematic application of various forms of energy or force to 
effect therapeutic change in the physiology of tissues. Physical agents such as heat, cold, water, light, sound, 
and electricity may be applied to the body to affect client factors, including the neurophysiologic, muscu-
loskeletal, integumentary, circulatory, or metabolic functions of the body. Physical agents may be used to 
reduce or modulate pain, reduce infammation, increase tissue extensibility and range of motion, promote 
circulation, decrease edema, facilitate healing, stimulate muscle activity, and facilitate occupational perfor-
mance (Bracciano, 2019). 

Physical agent modalities may be categorized on the basis of their properties: 
1. Thermal—Thermal modalities are those physical agents that provide a change in tissue temperature, either 

heating or cooling the tissue. Thermal modalities can also be categorized into superfcial or thermal 
agents and deep thermal agents on the basis of the depth of energy penetration into the underlying tissue, 
body function, or body structure they are targeting. Thermal agents (heat or cold) facilitate transfer of 
energy through conduction, convection, or conversion. 

a. Superfcial thermal agents

i. Conduction—Heat or cold is transferred from an object to the body with direct contact with the 
modality. Examples include, but are not limited to, hot packs, cold packs, and paraffn. 

ii. Convection—Heat or cold is transferred between two objects where one is moving or fowing around 
the body part. Examples include, but are not limited to, whirlpool or hydrotherapy, which can be 

1When the term occupational therapy practitioner is used in this document, it refers to both occupational therapists and occupational 
therapy assistants (AOTA, 2015c). Occupational therapists are responsible for all aspects of occupational therapy service delivery and 
are accountable for the safety and effectiveness of the occupational therapy service delivery process. Occupational therapy assistants 
deliver occupational therapy services under the supervision of and in partnership with an occupational therapist (AOTA, 2014a). 

AOTA Position Paper 
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done with hot or cold water, and Fluidotherapy™ or dry whirlpool, which uses dry heat to circu-
late dry cellulose medium around the distal extremity. 

b. Deep thermal agents— 

i. Conversion—Energy from low-frequency soundwaves is converted into heat. A common example 
is therapeutic ultrasound, where the mechanical waves in sound energy are converted to heat us-
ing an ultrasound machine. Therapeutic ultrasound can be used to penetrate deeper tissue struc-
tures. Deep thermal agents include, but are not limited to, therapeutic ultrasound, phonophoresis, 
and other commercially available technologies. 

2. Electromagnetic—Electromagnetic modalities use electromagnetic waves such as radio waves, micro-
waves, and light waves to transport electrical and magnetic energy through space to effect changes in 
body structures (Post & Nolan, 2016). 

a. Diathermy—Diathermy uses short-wave frequencies to affect healing tissue or higher frequencies that 
cause tissue heating. 

b. Low-level light therapy (LLLT)—Low-intensity, nonthermal (cold) lasers use light energy to cause a 
photochemical reaction in body tissue that can infuence tissue repair, infammation, and pain. 

3. Electric—Electrotherapy uses electrotherapeutic currents and waveforms to infuence physiological ef-
fects on client body structures and functions (Bellew, 2016). Electrotherapy has many potential clinical 
uses and may be categorized as follows: 

a. Infuence physiologic change in tissues to increase circulation, facilitate tissue healing, modify edema, 
and modulate pain. Examples include, but are not limited to, high-voltage galvanic stimulation for 
tissue and wound repair (ESTR) and high voltage pulsed current (HVPC). A specifc electrothera-
peutic agent, iontophoresis, uses direct electrical current to move ions of medication across skin into 
target tissues (Bracciano, 2019). 

b. Facilitate neuromuscular or sensory activity to improve muscle strength, reeducate muscle function, 
or modulate pain response. Examples include, but are not limited to, neuromuscular electrical stim-
ulation (NMES), functional electrical stimulation (FES), transcutaneous electrical nerve stimulation 
(TENS), and interferential current (IFC; Bracciano, 2019). 

The term mechanical modalities refers to therapeutic use of mechanical devices to apply force, such as com-
pression, distraction, vibration, or controlled mobilization, to modify biomechanical properties and func-
tions of tissues. Effects of these mechanical modalities include increased circulation and lymphatic fow 
or increased tissue and joint mobility. Examples include, but are not limited to, mechanical traction, vaso-
pneumatic devices, and continuous passive motion machines. 

Occupational Therapy Practitioner Qualifcations and Ethical Obligations 
The Accreditation Council for Occupational Therapy Education (ACOTE; 2018) requires that entry-level 
educational programs must prepare occupational therapists to demonstrate and occupational therapy 
assistants to defne the “safe and effective application of [thermal, electrotherapeutic, and mechanical] 
modalities as a preparatory measure to improve occupational performance [and the] indications, contrain-
dications, and precautions” for use (p. 61). Foundational knowledge such as human anatomy, physiology, 
and biomechanics is part of entry-level education for the occupational therapist and occupational therapy 
assistant. 

Certain states have additional regulatory requirements for demonstrating competence beyond entry-level 
education and for specifc types of PAMs. Occupational therapy practitioners need to be aware of and comply 
with these requirements, which may include, but are not limited to, continuing professional education, 
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institution-specifc procedures for ascertaining service competence, and supervised contact hours by a 
qualifed practitioner in the respective state. PAMs coverage and billing policies set forth by federal and 
state payers (e.g., Medicare, Veterans Administration, state Medicaid programs), as well as by commercial 
payers, may vary widely. Practitioner are responsible for checking their payer policies to learn of any re-
strictions in coverage. 

Occupational therapy practitioners should refer to the Occupational Therapy Code of Ethics (AOTA, 2015a) 
for relevant principles and the Standards of Practice for Occupational Therapy (AOTA, 2015b) to guide their 
practice. Different models and new technology are routinely being developed on the basis of the most 
currently available evidence. Practitioners are responsible for maintaining their awareness of these new 
developments as well as their competency in the safe and effective application of new technologies. 

As part of their ethical responsibility, occupational therapy practitioners should also be mindful of the cli-
ent’s ability to access services that include PAMs. In situations in which a practitioner has limited access to 
PAMs equipment, he or she should apply clinical reasoning skills to use low-tech substitutes to which the 
client has access and that have known therapeutic effects. 

Occupational Therapy Process 
The OTPF–3 (AOTA, 2014b) provides guidance to occupational therapy practitioners when evaluating the 
need for PAMs and in incorporating their use as preparatory methods and tasks. During the evaluation 
process, occupational therapists establish an occupational profle to identify client priorities, gain an ap-
preciation of the client’s health and well-being, and understand the contextual supports and barriers to 
performance. Therapists further analyze client performance in chosen occupations to identify the specifc 
focus of intervention, including impairments in client factors, defcits in performance skills, and overall 
limitations in occupational performance. The presence of impairments in body functions and body struc-
tures as barriers to occupational performance may facilitate clinical reasoning in choosing appropriate 
PAMs. Therapists consider the evidence, pragmatics, and benefts of PAMs as an integral component of the 
occupation-based intervention plan. 

As part of the intervention plan, the therapeutic use of PAMs may be categorized as follows: 

1. Preparatory to occupation—Occupational therapy practitioners administer PAMs to address barriers to 
body functions and structures prior to engagement in occupation. For example, a practitioner may apply 
thermal modalities on a client’s hands and wrists to increase tissue extensibility and alleviate pain prior 
to engaging in cooking activities. 

2. Concurrent to therapeutic occupation or purposeful activities—Occupational therapy practitioners may ad-
minister PAMs to support impairments in body functions and structures while the client is engaged in 
occupation to improve performance. For example, a practitioner may apply FES on the client’s affect-
ed wrist extensors and fexors during a morning grooming routine to facilitate grasp and release. 

3. As a necessary component of a person’s occupational routine—Occupational therapy practitioners may rec-
ommend and train a client to self-administer PAMs as part of their health management and mainte-
nance. For example, a practitioner may teach a client how to perform manual lymph drainage massage, 
use an intermittent pneumatic compression device, and properly apply compression garments to abate 
the effects of lymphedema on occupational performance. 

Occupational therapists may collaborate on the implementation of the intervention plan that involves the 
use of PAMs with occupational therapy assistants who demonstrate service competence. Both occupational 
therapists and occupational therapy assistants should monitor and appropriately document the outcome 
of interventions. Using PAMs as part of a comprehensive intervention plan can facilitate active engage-
ment and participation in occupational tasks and improve occupational performance (Bracciano, 2019; see 
also Table 1 for case examples). 

The American Journal of Occupational Therapy
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Table 1. Case Examples Highlighting the Use of PAMs in Occupational Therapy Interventions 

Case Description Examples of Occupational Therapy Application of Evidence Into 
Interventions Incorporating PAMs Practice 

A 52-year-old certifed nursing assistant 
has a diagnosis of adhesive capsulitis 

and frozen shoulder after a fall 3 months 

ago. She works full-time and cares for 

her elderly mother at home. 

Occupational Goals: The client’s desired 

occupation is to continue to work and 

care for her mother in the home. 

PAMs used as a preparatory activity 
prior to occupations 

Although the client’s desire to continue to work 

full-time and keep her mother in the home 

are a strength, impairments in client factors 

(pain and limited ROM) affect her ability to 

achieve goals. The client wants to be 

independent to get dressed and prepare meals 

without pain. The OT assessed pain and limited 

ROM as barriers to occupational performance 

and established a treatment plan that 

incorporated use of thermal modalities like 

moist heat, ultrasound, or diathermy to increase 

ROM while decreasing pain. The OTA can use 

these PAMs as preparatory activities prior to 

functional activities and occupation-based 

treatment that support the client’s goals. 

If an ultrasound or a diathermy machine is not 

available for the occupational therapy 

practitioner, other superfcial heating PAMs can 

be used to decrease pain in preparation for 

occupation-based activity. LLLT can also be 

used to decrease pain prior to occupation-based 

interventions. 

Evidence supports use of heat 

modalities to increase ROM 

and improve function. The 

therapeutic outcome desired is 

increased tissue temperature to 

subsequently increase ROM and 

positively affect function. This 

outcome can be achieved through 

several different or a combination 

of modalities, including ultrasound 

(Nakano, Yamabayashi, Scott, & 

Reid, 2012; Yavuz, Duman, 

Taskaynatan, & Tan, 2014). 

Clients with shoulder pain often 

have limited function. One study 

compared LLLT to continuous 

ultrasound for shoulder pain. 

Both groups showed statistically 

signifcant decreases in pain and 

improved function; one interven-

tion was not superior over the 

other (Yavuz et al., 2014). 
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A 64-year-old sales manager with right 

side hemiparesis presented with 

decreased arm function on his 

dominant side. His occupational 

therapy evaluation indicates weakness of 

wrist and fnger extension and grip, which 

makes grasping and releasing objects 

diffcult. He is motivated to return 

to his hobbies like yardwork, gardening, 

and traveling with his wife. 

Occupational Goals: The client would like 

to improve arm and hand function and 

return to work for another 8–12 months 

prior to his retirement. 

PAMs applied concurrently with therapeutic 
occupation/purposeful activities 

The OT assessed that the client has potential to 

regain motor function with the help of 

task-oriented training combined with electrical 

stimulation to augment lack of motor activation 

of key muscle groups. The OT provided training 

and a home program to enable the client to 

be able to reach and manipulate garden 

tools and yard tools. Because of the client's 

unstable grip, the OT trialed the use of FES 

to support the wrist extensors as the client 

attempted to sustain his grip with positive 

results. FES was also used to assist with 

hand opening during pre-grasp practice with 

various objects while at midreach. Subsequently, 

the OT recommended ongoing training with 

the use of a home FES unit along with an 

intensive task-oriented training program 

In one study, patients with stroke 

who received usual rehabilitation 

care and additional FES applied 

to the wrist and fnger extensors 

showed a statistically signifcant 

improvement in UE function vs. 

those who received usual care 

alone (Karakus et al., 2013). 

According to a systematic review 

with meta-analysis, the addition 

of FES to task-oriented training 

has a large effect on UE activity 

for persons with stroke regardless 

of onset (Howlett, Lannin, Ada, & 

McKinstry, 2015). 

(Continued) 
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Case Description Examples of Occupational Therapy 
Interventions Incorporating PAMs 

Application of Evidence Into 
Practice 

A 26-year-old computer engineer presents 

with severe pain in her dominant UE 

after a fall 4 months ago where she 

sustained an elbow fracture and wrist 

sprain. She has 9/10 pain with all 

grasping, lifting, and carrying and has 

a diagnosis of CRPS. She has limited 

grip strength and therefore limited 

function. She works full-time and has 

a 1-year-old child at home. She is 

having diffculty with activities involving 

lifting and carrying, child care, and 

meal preparation and reports that she 

has increased pain while typing on the 

computer for her work-related tasks. 

Occupational Goals: The client would like 

to be able to better manage her pain as 

she resumes her usual occupations in 

the home and work setting. 

PAMs as a component of the client’s 
occupational routine 

In collaboration with the client, the OT 

provided strategies to manage her 

CRPS through activity modifcations and 

the use of TENS. Prior to recommending 

a TENS unit, the OT evaluated key areas 

of pain that may beneft from TENS and 

their level of tolerance to stimulation. 

The OT educated the client on proper 

application and scheduling of TENS use 

and then trialed and assessed her ability 

to use a home TENS unit to manage pain 

at work and at home during activity to 

decrease pain and support improved 

function. The OT used a time log to gain 

an understanding of the client’s experience 

of pain linked to daily activities, and the 

use of the TENS unit was incorporated 

into the client's daily routine based on the 

information gleaned from the log. 

There is evidence to support the 

use of TENS in the treatment of 

pain due to complex regional pain 

syndrome (Bilgili et al., 2016). 

TENS is a modality that can be 

portable, safe, and can be readily 

incorporated into the client’s oc-

cupational routine. 

Note. CRPS = complex regional pain syndrome; OT = occupational therapist; FES = functional electrical stimulation; LLLT = low level light therapy; 

PAMs = physical agents and mechanical modalities; ROM = range of motion; TENS = transcutaneous electrical nerve stimulation; UE = upper extremity. 

Table 1. Case Examples Highlighting the Use of PAMs in Occupational Therapy Interventions (cont.) 
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**DRAFT** 

PRACTICE COMMITTEE HIGHLIGHTS 

December 8, 2023 

Committee Members Present Board Staff Present 

Christine Wietlisbach, OT, Board Heather Martin, Executive Officer 

Member/Chair Jody Quesada Novey, Manager 

Richard Bookwalter, OT, Board Member 

Bob Candari, OT 

Elizabeth Gomes, OT, Retired 

Danielle Meglio, OTA 

Jeannette Nakamura, OT 

Carlin Daley Reaume, OT 

Chi-Kwan Shea, OT 

Floyd Tran, OT 

Committee Members Absent 

Lynne Andonian, OT 

Lynna Do, Board Member 

Diane Laszlo, OT Retired 

Friday, December 8, 2023 

5:00 pm – Committee Meeting 

1. Call to order, roll call, establishment of a quorum. 

The meeting was called to order at 5:02 pm, roll was called, and a quorum was 
established. 

2. Chairperson opening remarks. 

Chairperson Christine Wietlisbach welcomed and thanked all in attendance for their 
time and willingness to participate. She gave an overview of the need for a quorum 
with each meeting thus the outreach by Board staff to ensure attendance. She 
explained that without a quorum the meeting would have been canceled. 

3. Introductions by all Committee Members. 

All committee members present chose to introduce themselves and provide a quick 
overview of their expertise and area(s) of practice. 
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4. Public Comment for Items Not on the Agenda. 

There were no public comments for items not on the agenda. 

5. Review and vote on approval of the October 13, 2023, committee meeting minutes. 

• Richard Bookwalter moved to approve the October 13, 2023, Practice Committee 
Meeting minutes as written and directed Board staff to make non-substantive 
changes. 

• Danielle Meglio seconded the motion. 

There were no additional Board member remarks. 
There were no public comments. 

Board Member Vote 
Christine Wietlisbach Yes 

Richard Bookwalter Yes 

Bob Candari Yes 

Elizabeth Gomes Yes 

Danielle Meglio Yes 

Jeannette Nakamura Yes 

Carlin Daley Reaume Yes 

Chi-Kwan Shea Yes 

Floyd Tran Yes 

The motion carried. 

6. Consideration and possible recommendation to the Board on whether suture removal is 
within the occupational therapy scope of practice. 

Chair Christine Wietlisbach referred to the provided documents that included an American 
Occupational Therapy Association (AOTA) Position paper that specifically mentioned that 
an occupational therapist can perform suture removal and she drew the committee’s 
attention to the direct correlation made between the article’s reference to wounds and 
related conditions negatively affecting a person’s ability to participate in their life roles and 
the occupational therapy profession’s focus to assist a patient in the participation of their 
life roles. Ms. Wietlisbach also pointed to AOTA’s 2021 Occupational Therapy Scope of 
Practice that refers to wound management as “Interventions and procedures to promote 
or enhance safety and performance in ADLs.” 

Ms. Wietlisbach pointed out the references made throughout the provided documents that 
state only practitioners that have the proper training and feel comfortable in their skills 
should ever perform any treatment. 

Executive Officer Heather Martin, Chair/Board Member Christine Wietlisbach and 
Committee/Board member Richard Bookwalter engaged in a robust conversation with the 
remaining committee members who sought guidance on the process and their 
contribution to the process. 
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The committee was given an overview of the public comment/practice inquiry process. 
The process begins with the Board assigning it to a relevant committee to vet and make a 
recommendation to the Board. The committee was informed that the Board could choose 
to not take a position at all or choose to not follow the recommendation of the committee. 
The committee was assured that at minimum their recommendation would prove 
invaluable to Board staff that receives many challenging phone calls and emails from 
practitioners and patients seeking clarification. 

The committee continued discussing suture removal with a mention and subsequent 
discussion of staple(s) removal and whether that procedure falls in the same category 
and whether these removals could be performed in a home health setting. The consensus 
of the committee was that as long as the practitioner had the proper training for these 
procedures, and the removal follows the orders of a physician that these procedures can 
be performed by an occupational therapy practitioner in a home setting. 

• Richard Bookwalter moved to recommend to the Board that suture removal is a part 
of occupational therapy (OT) practice according to a review of documentation that 
regulates the OT practice. 

• Carlin Daley Reaume seconded the motion. 

There were no additional Board member remarks. 
There were no public comments. 

Board Member Vote 
Christine Wietlisbach Yes 

Richard Bookwalter Yes 

Bob Candari Yes 

Elizabeth Gomes Yes 

Danielle Meglio Yes 

Jeannette Nakamura Yes 

Carlin Daley Reaume Yes 

Chi-Kwan Shea Yes 

Floyd Tran Yes 

The motion carried. 

Chair Christine Wietlisbach thanked the committee members and Executive Officer 
Heather Martin for an informative and thorough discussion. 

Due to time constraints Chair Wietlisbach informed the committee 

that agenda items seven, eight, nine and ten would be prioritized for 

the March 2024 meeting. 

7. Consideration and possible recommendation to the Board on whether advanced practice 
approval in hand therapy is required to treat carpal tunnel syndrome, repetitive motion 
injuries, or finger/hand pain, wrist pain or elbow pain that is not due to injury or surgery. 

8. Consideration and possible recommendation to the Board following a review of the 
ACOTE Guidelines to consider reducing or eliminating advanced practice education and 
training requirements for students graduating after a certain (TBD) date. 
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9. Consideration and possible recommendation to the Board on whether the education and 
training requirements for licensees demonstrating competence in the advanced practice 
areas should be reduced. 

10.Committee discussion and prioritization of practice issues delegated by the Board to the 
Committee for evaluation and possible recommendation(s) to the Board. 

11.New suggested agenda items for a future meeting. 

There were no new items suggested. 

12.Discussion on scheduling time(s) for future meetings. 

Chair Wietlisbach informed the committee that although the Doodle poll for a March 
2024 meeting was sent that it would be sent again in late February. 

Meeting adjournment. 

The meeting adjourned at 6:32 p.m. 
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	(1) Education: Completion of 30 contact hours in the subjects listed in Code section 2570.3(f). 
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	(A) Anatomy, physiology and neurophysiology of the head and neck with focus on the structure and function of the aerodigestive tract; 
	(A) Anatomy, physiology and neurophysiology of the head and neck with focus on the structure and function of the aerodigestive tract; 

	(2) An occupational therapist may administer a topical medication by the use of a physical agent modality, only if the occupational therapist is approved by the Board in the advanced practice area of physical agent modalities. 
	(A) Be prepared by the facility within which the topical medications are being applied or administered; 

	(a) Post professional education courses shall be obtained at any of the following: 
	(1) College or university degree programs accredited or approved by ACOTE; 
	(A) A clear statement as to the relevance of the course to the advanced practice area. 


	(A) Information describing, in detail, the depth and breadth of the content covered (e.g., a course syllabus and the goals and objectives of the course) particularly as it relates to the advanced practice area. 
	(a) To apply for approval, an occupational therapist shall submit to the Board an application as specified in subsections (1), (2), or (3), along with the required documentation. 
	(1) Applicants seeking approval in the area of Hand Therapy shall submit 

	(2) Applicants seeking approval in the use of physical agent modalities shall submit the (Form APP, Rev. 07/11), hereby incorporated by reference; 
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	• Strategies to prevent social isolation 
	1) With approximately half of insured people covered by employer-sponsored health plans, it is imperative that em- ployers who are purchasers of health care understand the role of OT and other therapies when it comes to selecting benefit designs for acute and chronic pain. Additionally, payer-provider partnerships are extremely important when developing a comprehensive integrative program, such as the partnership between Blue Cross Blue Shield of Ver- mont and the University of Vermont Medical Center for th
	• Acupuncture • Nursing 
	• Health Coaching • Social Work 
	• Improved understanding of pain mechanism and pain triggers 
	• Pain management physician 
	• Team members: pain management doctor, physical therapist, occupational therapist, pain psychologist 
	• PPO insurance plan 
	• 53 y/o male 
	1. What is the evidence for the effectiveness of self- management interventions within the scope of occupational therapy practice to improve the per- formance of ADLs and sleep and rest among community-dwelling adults with chronic condi- tions ()? 
	● Population level: Create movement- based after school program for those at risk of obesity due to living in a food desert 
	● Person level: Create personalized physical activity programs adapted for an individual with neuropathic pain to support independent health 
	● Population level: Create a community-based healthy eating and 
	● Population level: Create a community-based garden for all ages to tend, including graded activities to facilitate different levels of participation 
	▪ The practitioner uses the COPM to complete Salomé’s occupational proﬁle (). Salomé is dissatisﬁed with her sleep quality and with her ability to complete activity without becoming tired and short of breath, leave her apartment, and manage her health. Her Performance score is 3/10, and her Satisfaction score is 4/10. 
	▪ Salomé is independent in dressing, eating, and grooming, but she needs extra time to complete dressing and grooming tasks because of her need for rest breaks. She completes tasks from a seated position when possible. 
	▪ The GDS is a 15-item screening tool for depression. A score of 0–5 indicates normal mood, and a score >5 indicates depression. 
	▪ The PSQI is a measure of sleep quality. Global PSQI scores range from 0 to 21, with higher scores indicating lower sleep quality. 
	● Person or Group level: Develop and implement sensory strategies to develop mindfulness and enhanced awareness of internal (interoceptive) states 
	● Group level: Screen for Adverse Childhood Experiences (ACES) among at- risk youth identified in a school setting and implement peer group support program to foster secure attachments 
	● Promote positive mental health among youth of school age by utilizing programs and initiatives from Every Moment Counts ( /) 
	● Develop national parenting programs that promote infant and toddler mental health through 
	● Person level: Incorporate use of Velcro on clothing and shoes as needed to minimize pain 
	● Person level: Encourage use of ergonomic household wares for older adults 
	● Population level: Promote back health by hosting regular backpack awareness events for school- age youth 
	▪ Jordan’s Performance and Satisfaction scores are 4/10. They are unhappy with their performance in health management and physical activity. 
	▪ Jordan demonstrates their morning hygiene and grooming routine using the outpatient clinic’s simulated apartment. Jordan’s routine does not include caring for skin or nails, and they verbalize that they rarely perform these tasks. 
	▪ The PAID is a 20-item questionnaire used to assess diabetes distress, with higher scores indicating greater distress. 
	▪ The Tinetti Assessment Tool is a task-performance measure of balance and gait, with lower scores indicating greater risk of falls. 
	▪ Jordan responds to the 3.61 monoﬁlament size, indicating diminished light touch. 
	▪ The FFQ–R is a 15-item multidimensional self-report measure of fear of falling, with higher scores indicating greater fear. 
	● Quitting smoking—feels “out of breath” during all activities/occupations that require physical exertion 
	○ Importance 10/10 
	○ Importance 8/10 

	○ Performance 5/10 
	○ Importance 10/10 

	1. What is the evidence for the effectiveness of self- management interventions within the scope of occupational therapy practice to improve the per- formances of ADLs and sleep and rest among community-dwelling adults with chronic conditions? 
	- Meal preparation: Finding healthy breakfasts and lunches that can be prepared quickly to take to school (Importance 8/10, Performance 6/10, Satisfaction 5/10) 
	▪ Two or more Level 1a or 1b studies 
	▪ At least 1 Level 1a or 1b high-quality study or multiple moderate-quality studies (e.g., Level 2a or 2b, Level 3a or 3b). 
	▪ As more information (other research ﬁndings) becomes available, the magnitude or direction of the observed effect could change, and this change may be large enough to alter the conclusion related to the usefulness of the intervention. 
	▪ Small number of low-level studies, ﬂaws in the studies, etc. 
	▪ More information may allow estimation of effects on health and other outcomes of relevance to occupational therapy. 
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	(a) “Appropriate supervision of an aide” means that the responsible occupational therapist or occupational therapy assistant shall provide direct in-sight supervision when the aide is providing delegated client-related tasks and shall be readily available at all times to provide advice or instruction to the aide. The occupational therapist or occupational therapy assistant is responsible for documenting the client’s record concerning the delegated client-related tasks performed by the aide. 
	(j) “Occupational therapy services” means the services of an occupational therapist or the services of an occupational therapy assistant under the appropriate supervision of an occupational therapist. 
	(m) “Hand therapy” is the art and science of rehabilitation of the hand, wrist, and forearm requiring comprehensive knowledge of the upper extremity and specialized skills in assessment and treatment to prevent dysfunction, restore function, or reverse the advancement of pathology. This definition is not intended to prevent an occupational therapist practicing hand therapy from providing other occupational therapy services authorized under this act in conjunction with hand therapy. 
	(5) The effects of temperature and electrical currents on nerve and connective tissue. 
	(6) Surgical procedures of the upper extremity and their postoperative course. 
	(a) A person shall not practice occupational therapy or hold themselves out as an occupational therapist or as being able to practice occupational therapy, or to render occupational therapy services in this state unless the person is licensed as an occupational therapist under the provisions of this chapter. A person shall not hold themselves out as an occupational therapy assistant or work as an occupational therapy assistant under the supervision of an occupational therapist unless the person is licensed 
	(g) An occupational therapist in the process of achieving the education, training, and competency requirements established by the board for providing hand therapy or using physical agent modalities may practice these techniques under the supervision of an occupational therapist who has already met the requirements established by the board, a physical therapist, or a physician and surgeon. 
	(a) Hand therapy services may be performed only when an occupational therapist has demonstrated to the Board in an application filed pursuant to section 4155 that he or she has met the post professional education and training requirements established by this section as follows: 
	(1) Education: Completion of 45 contact hours in the subjects listed in Code section 2570.3(e), including 30 hours specifically relating to the hand, wrist, and forearm. 

	(a) "ACOTE" means the Accreditation Council for Occupational Therapy Education. 
	(1) "Endoscopic evaluation of swallowing" or "endoscopy" is the process of observing structures and function of the swallowing mechanism to include the nasopharynx, oropharynx, and hypopharynx. 

	(a) As used in this section, "topical medications" means medications applied locally to the skin or underlying tissue where such medications require a prescription or order under federal or state law. The following medications are applicable to the practice of occupational therapy and may be used by an occupational therapist: 
	(1) Bacteriocidal agents; 

	(a) Physical agent modalities may be used only when an occupational therapist has demonstrated to the Board in an application filed pursuant to section 4155 that he or she has met the post professional education and training requirements established by this section as follows: 
	(1) Education: Completion of 30 contact hours in the subjects listed in Code section 2570.3(f). 

	(a) The role of an occupational therapist in instrumental evaluations is to observe structure and function of the swallowing mechanism in order to assess swallowing capability and determine swallowing interventions. The occupational therapist may not perform the physically invasive components of the instrumental evaluation. 
	(A) Anatomy, physiology and neurophysiology of the head and neck with focus on the structure and function of the aerodigestive tract; 
	(A) Anatomy, physiology and neurophysiology of the head and neck with focus on the structure and function of the aerodigestive tract; 

	(2) An occupational therapist may administer a topical medication by the use of a physical agent modality, only if the occupational therapist is approved by the Board in the advanced practice area of physical agent modalities. 
	(A) Be prepared by the facility within which the topical medications are being applied or administered; 

	(a) Post professional education courses shall be obtained at any of the following: 
	(1) College or university degree programs accredited or approved by ACOTE; 
	(A) A clear statement as to the relevance of the course to the advanced practice area. 


	(A) Information describing, in detail, the depth and breadth of the content covered (e.g., a course syllabus and the goals and objectives of the course) particularly as it relates to the advanced practice area. 
	(a) To apply for approval, an occupational therapist shall submit to the Board an application as specified in subsections (1), (2), or (3), along with the required documentation. 
	(1) Applicants seeking approval in the area of Hand Therapy shall submit 

	(2) Applicants seeking approval in the use of physical agent modalities shall submit the (Form APP, Rev. 07/11), hereby incorporated by reference; 
	(2) Applicants seeking approval in the use of physical agent modalities shall submit the (Form APP, Rev. 07/11), hereby incorporated by reference; 
	(1) Documented proof of attendance and completion of each course (i.e., certificate of completion or transcript). 

	(2) The supervisor is readily available in person or by telecommunication to the occupational therapist while the therapist is providing advanced practice services. 
	(c) An advanced practice application not completed within six months of receipt or notification of deficiency, whichever is later, shall be deemed abandoned. 
	• Adaptive equipment selection and training 
	• Sleep hygiene and positioning strategies28, 29 
	• Patient education and disease self-management training, including trigger identification, symptom tracking, and pain flare-up planning17, 18 
	• Activity pacing and energy conservation strategies, including activity analysis and activity modifications12, 13, 14, 15, 16 
	• Academic and work accommodations30 
	• Strategies to prevent social isolation 
	1) With approximately half of insured people covered by employer-sponsored health plans, it is imperative that em- ployers who are purchasers of health care understand the role of OT and other therapies when it comes to selecting benefit designs for acute and chronic pain. Additionally, payer-provider partnerships are extremely important when developing a comprehensive integrative program, such as the partnership between Blue Cross Blue Shield of Ver- mont and the University of Vermont Medical Center for th
	• Acupuncture • Nursing 
	• Health Coaching • Social Work 
	• Improved understanding of pain mechanism and pain triggers 
	• Pain management physician 
	• Team members: pain management doctor, physical therapist, occupational therapist, pain psychologist 
	• PPO insurance plan 
	• 53 y/o male 
	1. What is the evidence for the effectiveness of self- management interventions within the scope of occupational therapy practice to improve the per- formance of ADLs and sleep and rest among community-dwelling adults with chronic condi- tions ()? 
	● Population level: Create movement- based after school program for those at risk of obesity due to living in a food desert 
	● Person level: Create personalized physical activity programs adapted for an individual with neuropathic pain to support independent health 
	● Population level: Create a community-based healthy eating and 
	● Population level: Create a community-based garden for all ages to tend, including graded activities to facilitate different levels of participation 
	▪ The practitioner uses the COPM to complete Salomé’s occupational proﬁle (). Salomé is dissatisﬁed with her sleep quality and with her ability to complete activity without becoming tired and short of breath, leave her apartment, and manage her health. Her Performance score is 3/10, and her Satisfaction score is 4/10. 
	▪ Salomé is independent in dressing, eating, and grooming, but she needs extra time to complete dressing and grooming tasks because of her need for rest breaks. She completes tasks from a seated position when possible. 
	▪ The GDS is a 15-item screening tool for depression. A score of 0–5 indicates normal mood, and a score >5 indicates depression. 
	▪ The PSQI is a measure of sleep quality. Global PSQI scores range from 0 to 21, with higher scores indicating lower sleep quality. 
	● Person or Group level: Develop and implement sensory strategies to develop mindfulness and enhanced awareness of internal (interoceptive) states 
	● Group level: Screen for Adverse Childhood Experiences (ACES) among at- risk youth identified in a school setting and implement peer group support program to foster secure attachments 
	● Promote positive mental health among youth of school age by utilizing programs and initiatives from Every Moment Counts ( /) 
	● Develop national parenting programs that promote infant and toddler mental health through 
	● Person level: Incorporate use of Velcro on clothing and shoes as needed to minimize pain 
	● Person level: Encourage use of ergonomic household wares for older adults 
	● Population level: Promote back health by hosting regular backpack awareness events for school- age youth 
	▪ Jordan’s Performance and Satisfaction scores are 4/10. They are unhappy with their performance in health management and physical activity. 
	▪ Jordan demonstrates their morning hygiene and grooming routine using the outpatient clinic’s simulated apartment. Jordan’s routine does not include caring for skin or nails, and they verbalize that they rarely perform these tasks. 
	▪ The PAID is a 20-item questionnaire used to assess diabetes distress, with higher scores indicating greater distress. 
	▪ The Tinetti Assessment Tool is a task-performance measure of balance and gait, with lower scores indicating greater risk of falls. 
	▪ Jordan responds to the 3.61 monoﬁlament size, indicating diminished light touch. 
	▪ The FFQ–R is a 15-item multidimensional self-report measure of fear of falling, with higher scores indicating greater fear. 
	● Quitting smoking—feels “out of breath” during all activities/occupations that require physical exertion 
	○ Importance 10/10 
	○ Importance 8/10 

	○ Performance 5/10 
	○ Importance 10/10 

	1. What is the evidence for the effectiveness of self- management interventions within the scope of occupational therapy practice to improve the per- formances of ADLs and sleep and rest among community-dwelling adults with chronic conditions? 
	- Meal preparation: Finding healthy breakfasts and lunches that can be prepared quickly to take to school (Importance 8/10, Performance 6/10, Satisfaction 5/10) 
	▪ Two or more Level 1a or 1b studies 
	▪ At least 1 Level 1a or 1b high-quality study or multiple moderate-quality studies (e.g., Level 2a or 2b, Level 3a or 3b). 
	▪ As more information (other research ﬁndings) becomes available, the magnitude or direction of the observed effect could change, and this change may be large enough to alter the conclusion related to the usefulness of the intervention. 
	▪ Small number of low-level studies, ﬂaws in the studies, etc. 
	▪ More information may allow estimation of effects on health and other outcomes of relevance to occupational therapy. 
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