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The third edition of Occupational Therapy Interventions, updated in line with the latest Occupational Therapy Practice Framework, provides comprehensive guidance in the processes of evaluation and intervention to support adults with physical disabilities.

From the foundational skills for functional activities to offering support across the key domains of occupation – activities of daily living, education, work, retirement and end of life, leisure, social participation, and health and wellness – this is a key resource featuring strategies and hands-on advice in helping clients to live more active and meaningful lives. The new edition has been updated with the latest clinical research, and is also now accompanied by learning activities, in accordance with Bloom’s Taxonomy, which bring the topics alive. An instructor manual is also provided.

Now also covering important topics like functional cognition, gender, and the use of new technologies, the book is an ideal resource for both students and novice practitioners.

Included with the text are updated online supplemental materials for faculty use in the classroom, available at www.routledge.com/9781041065487.
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1
1 Introduction

Tracy Van Oss and Kristy Latella

DOI: 10.4324/9781003636007-1



Chapter Objectives

By the end of this chapter, the student will be able to:


	Comprehend the domain and process of the Occupational Therapy Practice Framework (Framework) as it relates to occupational therapy’s focus on occupation and daily living skills.

	Comprehend the impact of modes of injury upon occupational performance.

	Describe and give examples of the specific categories of the Occupational Therapy Practice Framework, including occupations, performance skills, performance patterns, context and environment, activity demands, and client factor

	Describe the evaluation process and the components as related to engagement in occupation.

	Describe the intervention process and its components as related to engagement in occupation.

	Comprehend occupational therapy intervention approaches, and recognize the differences between them, to establish an appropriate intervention plan.

	Comprehend the types of occupational therapy interventions

	Describe and understand the outcome process as it relates to successful engagement in occupation.

	Understand and apply specific documentation skills to occupational therapy intervention.

	Understand the role of the family/caregiver during the intervention process.

	Understand the importance of evidence-based practice in occupational therapy practice.





2
Chapter Overview

The purpose of this chapter is to highlight the foundational use of the 2020 American Occupational Therapy Association’s (Aota) Occupational Therapy Practice Framework (Otpf) for use with the evaluation and intervention process. This chapter will also identify the intervention process as a means for practitioners to include in practice to sustain occupational therapy as a critical and unique profession with a holistic approach. The goal is for users to understand the intervention process prior to reading and using the subsequent chapters to guide interventions with patients around the areas of “occupation”: activities and instrument activities of daily living (ADLs, IADLs); education, work, and retirement, with additional information on end-of-life care; leisure, social participation, and health management and wellness. In each chapter you will find examples to incorporate into the intervention process for individuals, populations, or communities.



Otfp Domain and Process: Domain of Occupational Therapy

The Framework guides the core concepts and constructs of occupational therapy practice. The purpose of the Framework is to describe the domain of human activity as well as the processes of occupational therapy evaluation and intervention as they relate to occupation. Specifically, it guides the profession of occupational therapy to focus on the individual, the population, or the community’s engagement in daily occupations throughout the evaluation and intervention processes.

The domain of occupational therapy focuses on the client’s ability to achieve health and well-being, and participation in life through engagement in occupation. Each client engages in meaningful and purposeful daily activities, or occupations, in whatever context is appropriate for those occupations. Each aspect of the domain is seen as equally important in the occupational therapy process. For example, evaluating the motor skills of a client who has sustained a wrist fracture is as important as evaluating the client’s ability to perform activities of daily living. Occupations of every individual are unique, each with its own context and meaning to a particular client.

According to the Framework document, the domain of occupational therapy consists of occupations, contexts, performance skills, performance patterns, and client factors (AOTA, 2020).


Occupations

The occupational therapy practitioner must first examine the individual clients’ occupations. These are general categories of areas where individuals typically perform activities or occupations that are meaningful to them. For the adult population, these areas are (AOTA, 2020):


	Activities of Daily Living (ADLs).

	Instrumental Activities of Daily Living (IADLs).

	Health Management.

	Rest and Sleep (Note: These will be included in the discussions of the relevant chapters rather than separately).

	Education.

	Work.

	Play (Note: Since the adult population is the focus of this text, there is no chapter on play).

	Leisure.

	Social Participation.





3
Performance Skills and Patterns

Within occupational therapy practice, the therapist considers the many occupations, as above, in which the individual or group may engage. Occupational therapy then addresses the performance issues affecting the individual’s or group’s abilities to perform these occupations. In order to work on performance issues, the occupational therapist must know which performance skills and patterns are needed for the specific areas addressed, as follows.


	Performance Skills: Motor, process, and social interaction skills

	Performance Patterns

	Habits, Routines, Roles, Rituals



Since skills are small components of performance and have functional purposes, they must be analyzed for effectiveness, or lack of effectiveness, during performance.

Motor skills include: aligns, stabilizes, positions, bends, grips, manipulates, and coordinates. Using the example of the client with the wrist fracture, a motor skill deficit might be decreased ability to perform bilateral fine motor tasks because the client’s affected upper extremity may be immobilized in a cast. Manipulating small items such as keys could therefore be a difficult fine motor task.

Social interaction skills include interacting not only with others but also with the environment. A client who typically uses upper extremity gesturing to communicate may be significantly limited while immobilized in a cast.

Performance patterns are the habits, routines, roles, and rituals that can support or hinder occupational performance (AOTA, 2020). Performance patterns are activities that we do on a frequent basis until they become common behavior in our daily tasks. For example, how will the working mother who does yoga daily perform her meaningful routines, roles, and responsibilities after sustaining a wrist fracture? How can OT support the rituals and routines of a specific group’s custom or culture in daily living skills?


Context

These performance patterns are influenced by context, which, according to the Aota Framework (2020), encompasses a broad overlay of both environmental and personal factors. Environmental factors involve how people conduct life physically and socially, and include attitudinal surroundings. These also include the natural environment, products and technology, support and relationships, and attitudes, as well as services, systems, and policies. Personal factors relate to specific features and background of a person unrelated to health, such as age, gender, habits, education, and profession. Both environmental and personal factors enable the occupational therapist to capture a holistic view of the client. Consider the social context of an adult who has attended a game night at a friend’s house as a daily routine for many years. This is a meaningful activity for the client; however the routine may be limited after a cerebral vascular accident (Cva), particularly if the client is no longer able to drive. How might this contextual limitation be evaluated and adapted for this client?



Activity Demands

The OT must also assess the activity demands unique to each activity, which may include the objects needed for the task, space demands, social demands, sequencing and timing, required body function and structure, or required actions and performance skills. An example of an activity demands is as follows: Once the dilemma of transporting the client to a friend’s home is solved, the space demands and required actions for accessibility into and around the friend’s home may be additional issues.



4
Client Factors

Lastly, the OT assesses the client factors—defined specific capacities, characteristics, or beliefs that influence a person, group, or population performance with an occupation (AOTA, 2020). The 2020 Otpf lists client factors such as values, beliefs, spirituality, body functions, and body structures that may influence performance. Specifically, illness, disease, and disability may affect the ability of an individual to engage in chosen occupations such as the mental-, sensory-, and movement-related functions involved with visiting a friend. Specifically, post-CVA, a client may not have as much memory to participate in a board game as they did in the past. In addition, how might memory, low vision, pain, or endurance limitations affect the ability to participate in this meaningful activity?




The Process of Occupational Therapy

The process of occupational therapy begins with evaluation, and then intervention to achieve targeted outcomes (AOTA, 2020). Each of these will occur with clients to develop client-centered results.


Evaluation

The evaluation process of occupational therapy is aimed at assessing a client’s goals and needs, as well as barriers, to performance. The evaluation process focuses on the entire domain of practice (as above) and how each area may influence client performance. The occupational therapist uses skilled observation and applicable assessment tools to determine a problem list. Aota (2020) operationalizes the evaluation process to include the occupational profile as the first step to determine the client’s needs, problems, and concerns about daily performance of occupations. This process includes the client’s history, background, values, and priorities in terms of occupations.


	The analysis of occupational performance includes an occupational or activity analysis, selecting and completing specific assessments to gather objective information.

	A synthesis of the information gathered from the evaluation process is used to determine outcomes and generate goals in collaboration with the client, among other considerations to support the client.



It is important to begin discharge planning and consider needs throughout the process. It is also imperative to incorporate the client’s input and priorities, and to find ways to engage the client in meaningful occupations. The occupational therapist could ask the client questions such as:


	What are your goals in the recovery process?

	What do you do for fun?

	Share a typical day prior to your injury/illness.

	What is important to you during the recovery process or upon discharge from therapy?




Step One: The Occupational Profile

As stated previously, the occupational profile is completed to determine the client’s interests and goals. The occupational profile can also assist the therapist when determining what forms of meaningful interventions to use. For example, if a client is having difficulty completing ADLs because of decreased fine and gross motor coordination, the therapist can certainly practice a particular Adl (such as dressing). Typically, however, clients dress only once per day, and, in some settings (such as hospitals), clothes may not be available. To allow for additional coordination training, the therapist could bring out the pegs and therapy putty, which would probably result in an unmotivated 5individual. If, however, the therapist knows from the occupational profile that this client enjoys painting, then the therapist has an activity for therapy that will engage the client while improving coordination. Therefore, it is important to provide interventions that are purposeful and include functional tasks which are meaningful to the client.



Step Two: Analysis of Occupational Performance


Intervention

Aota (2020) separates the intervention process into three stages:


	Intervention Plan.

	Intervention Implementation.

	Intervention Review.



The intervention plan is based on the results of the evaluation process. It guides the intervention process and is designed to enhance participation in occupations and activities. The intervention plan is created in collaboration with the client and considers a multitude of findings from the occupational profile, performance skills, performance patterns, environmental and personal factors, and use of evidence-based research.

In addition, the occupational therapist uses the knowledge of occupation, human performance/development, and the effects of disease and disability as a guide to the intervention process.

Intervention implementation begins once the evaluation process and the intervention plan are completed. The occupational therapist will begin to provide purposeful therapy using occupational-based approaches including education, training, advocacy, and other means to elicit meaningful outcomes. Outcomes are identified as the targets for clients to engage in meaningful occupations to work toward improvement. Improvement for clients led by an occupational therapist can include occupational performance, prevention, health and wellness, quality of life, participation, role competence, well-being, and occupational justice (AOTA, 2020).

Therapeutic use of occupations is not unique to occupational therapy; however, with the holistic approach to intervention, rather than the medical model of intervention, OTs have multiple opportunities to utilize this skill. OTs provide interventions regarding such personal issues as bathing, toileting, and sexual activity, as well as individual interests of leisure, social participation, and work. In these sessions, therapists can provide meaningful interventions to build collaborative relationships with clients. In addition, therapists working in the area of adult physical dysfunction include psychosocial issues in the intervention plan, not just physical issues. Lastly, behavioral issues may also require intervention and modeling of proper behaviors by the therapist as essential components of the intervention plan. For example, this form of intervention may be required following a Cva or a traumatic brain injury (Tbi) with clients who have impaired mental/cognitive functions such as thought, personality, or temperament issues.

As therapists utilize the skill of therapeutic use of occupations, they must be aware of their own attitudes, beliefs, and values. Clients may have different ways of completing occupations or have different attitudes regarding an occupation. For example, beliefs and values regarding “appropriate” forms of sexual activity may differ between the therapist and the client; some cultures put a great deal of emphasis on food, and will vehemently resist when told feeding is unsafe; a family’s unwillingness to take a parent home may seem inappropriate to a therapist, but the therapist should not judge that family; and what is deemed “appropriate dress” for work or leisure may differ from the client’s perspective. In these situations, the therapist must acknowledge their own beliefs and values but not impose them on the clients or caregivers.






6
Therapeutic Use of Self

The occupational therapist is an integral part of the therapeutic intervention process utilizing professional reasoning, empathy, and a client-centered and collaborative approach (AOTA, 2020). These necessary skills are required of each occupational therapist to manage with every single client. Utilizing a therapeutic use of self builds trust and hope for clients, and can encourage clients to feel safe and respected during often intimate therapy sessions, specifically with ADLs.



Top-Down or Bottom-Up Approach

This book will provide interventions using both top-down and bottom-up approaches. Chapter 2 presents bottom-up approaches, while all other chapters focus on the top-down approach to help the OT approach particular patient goals with best results in carryover in generalization using both, and not bottom-up in isolation (Gately, 2025). With a top-down approach, the OT adjusts the activity or occupational performance with the goal of promoting independence through adaptive and compensatory techniques. Consider the client with memory function deficits. They may need to use a planner as a compensatory technique to complete a daily routine or schedule. Conversely, the bottom-up approach addresses underlying dysfunction in the foundation skill areas, and assumes the client will improve in functional ability as a result. This indicates foundational skills are the building blocks of functional activities. With some clients, it will be necessary to work on these skills in isolation, prior to beginning or in conjunction with functional activities. With other clients, intervention in functional activities will also improve foundational skills through their incorporation in those activities. For example, a client with a memory deficit may initially work on memory activities before or while attempting the above compensatory technique. As noted, while the text initially reviews the remediation of foundational skills, the majority of the text will concentrate on the remediation, adaptation/compensation, and maintenance of functional activities.



Intervention Approaches

The Otpf (AOTA, 2020) delineates five intervention approaches:


	Create/Promote (health promotion)

	Establish/Restore (remediation, restoration)

	Maintain

	Modify (compensation, adaptation)

	Prevent.



The first two categories (create/promote and establish/restore) involve changing the individual’s environment—including physical, social, and institutional issues—as well as technological strategies such as devices and aids. The third category (maintain) focuses on the person and on the approaches to recovery/adaptation of neurological, sensory, and motor issues. The last two categories (modify and prevent) involve the delivery of services and the strategies the OT could use to facilitate changing attitudes, policies, and laws that affect the rehabilitation process. For the purpose of this text, the five intervention approaches have been modified slightly: Chapter 9 will focus on health promotion and disability prevention); Chapter 2 will focus on remediation; and the remaining occupational area chapters will further discuss remediation, compensation/adaptation, and maintenance of each occupational area.

The occupational profile will tell the therapist which approach the client is interested in. This approach should be a starting point. However, if a client has a progressive disorder, such as Parkinson’s disease, and the client’s desire is to address only remediation of skills, the therapist has an obligation to educate the client/family about the disease process and attempt to combine some remediation along with environmental adaptations and other compensatory strategies.

7Within these approaches are general principles that require definition and discussion:


	Grading of activities in these approaches.

	Generalization/transfer/carryover by the client.

	Purchase of adaptive or durable medical equipment.





Grading

Grading of activities is more common in the remedial approach but can also sometimes be utilized in the adaptive/compensatory approach. Grading of an activity allows the therapist to reduce or increase the challenge to promote psychomotor learning (Dirette & Gutman, 2021). As a client gains skill in a particular foundational task or occupational task, expectations will increase. Grading can include asking the client to complete more of the task, complete the task to a higher degree, complete a task with greater complexity, or complete a task in less time. Because a comprehensive task analysis is completed by the occupational therapist prior to initiation of intervention, there is a clear understanding of what components of a task can be graded as improvement is noted. A specific example of grading is as follows:

Upon discharge from a rehab facility, the client must independently make his own lunch each day. The intervention may begin with the client preparing a simple cold sandwich (peanut butter and jelly). After this goal has been achieved, meal preparation may be upgraded to making a simple hot sandwich (grilled cheese). In the event the initial light meal was unsuccessful, the activity may be downgraded to one step (e.g., of just adding one ingredient, such as the peanut butter).

One form of grading is referred to as “chaining.” Backward chaining is when a therapist begins the identified task and then asks the client to complete the task, allowing a sense of accomplishment when they do. As the client demonstrates improvement, the therapist completes less and less of the task, eventually requiring the client to complete the entire task independently. Forward chaining is used by the therapist to offer assistance at the start of a task and trickled assist later in the process as the client masters each step. While both of these methods offer grading, forward chaining can often lead to a feeling of failure for the client because they required assistance from the therapist. For this reason, backward chaining is preferred. A typical example of grading involves tying shoelaces. This multi-step, cognitive, and fine motor task may be broken down by either forward or backward chaining the activity. Cuing can also be used as grading. The number of cues—whether visual, tactile, or auditory—should be decreased as the client’s skills improve. If cues are required after discharge, they become a maintenance tool.



Generalization/Transfer/Carryover

Whether or not grading of activities is required, the OT is observing for carryover or transfer generalization of skills during ongoing sessions. Practice alone will not allow a client to be independent, because settings often change for the client. Therefore, transfer generalization is required in certain circumstances. Patients must engage and apply learning tasks in novel contexts to ensure optimal success.

Toglia (1991) took this concept even further by defining levels of generalization. These levels are near, intermediate, far, or very far, depending on the degree of change from the original task to the new task. If the new task is similar to the one already mastered, then the generalization is near. Likewise, if there is a great deal of difference between the two tasks, the generalization is very far. Aspects of the tasks which are changed are referred to by Toglia as “surface characteristics”—such as variations in size, directions given, or how a task is presented—or underlying concepts such as a change in the planning required by the client to complete the task. The further along the continuum of Toglia’s generalization, the further away from simple carryover the client moves. It is the responsibility of the occupational therapist to move the client from simple carryover to generalization.
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Adaptive Equipment/Durable Medical Equipment

In the third general topic, adaptive equipment/durable medical equipment (Dme) recommended by the occupational therapist is individualized based on a patient’s impairment, and each can create an easier or safer method to complete a task. When suggesting equipment to a client, there are several considerations that must be reviewed with the client. These are:


	Prospective use of the equipment: Required frequently or on rare occasions?

	Desire of the client: Does the patient want this or do you, as the therapist, think they need it?

	Cost of the equipment: Adaptive equipment and bathroom Dme generally are not covered. Is there an alternative that is available in the general population?  Functionality: Is the piece of equipment going to be functional in all appropriate environments for the client?






Modes of Injury

While this text is not a pathology manual, prior examples have demonstrated that knowledge of pathology and the anticipated course of illness is important when determining the most appropriate intervention approach. The OT must exhibit knowledge of human development and the effects of disease and disability when determining which approach to utilize with a particular client. Examples of pathologies will be mentioned throughout the book.

Nearly all injuries/illnesses will result in limitation to at least one foundational skill. As discussed later in this chapter, these skills can be addressed individually or during functional activities. Chapter 2 will emphasize the remediation of each skill, while other chapters will address foundational skills in relationship to occupation. While these skills are addressed individually, it is important to note that many clients have deficits in multiple areas, so overlap of deficits will also occur, such as decreased range of motion (Rom) secondary to edema of the hand.


Modes of Injury for Occupations

While modes of injury for specific skills can be delineated, occupationally based deficits can relate to a large number of injuries. Often, clients have not just one diagnosis that is impacting occupations but a few to several. In addition, an original injury may result in future diagnosis such as chemical dependency, depression, etc. Someone who is diabetic may experience sensory, visual, and cardiac symptoms, while someone with a spinal cord injury may have depression along with all of the other medical complications associated with this diagnosis. Nearly any injury or illness can result in a limitation to occupations; however, minor injuries, such as a well-healing hand fracture, can be easily overcome without the intervention of occupational therapy. When skilled intervention is required, the injuries or illness are usually more significant. The most common injuries or illnesses fall into two categories: orthopedic and neurological. Common orthopedic injuries are lower extremity fractures, joint replacements, amputations, or spinal surgeries. Upper extremity fractures and joint replacements can also indicate the need for occupational therapy.

Neurological injuries can result from trauma such as spinal cord injuries or brain injuries, or from non-traumatic events such as cerebral vascular accidents, brain aneurysms, or cancer. Specific neurological diseases such as Parkinson’s disease, Guillain-Barré syndrome, amyotrophic lateral sclerosis, multiple sclerosis, and so on can also impact function,

Many of the orthopedic injuries and some of the neurological illnesses will have a typical course that includes improvement in function. For affected individuals, a remedial approach or a combination of remediation and adaptation will be appropriate. Some of these illnesses, however, 9will be progressive in nature and less remediation is typically appropriate, while greater emphasis is placed on adaptation and maintenance of skills.



Educating Families and Caregivers

As mentioned earlier, family members and caregivers will impact the intervention plan. If working with an older adult or a patient with cognitive impairments, the caregivers should be involved throughout the process of intervention planning as they will be completing many tasks at home with the client. When working in adult settings, the anticipated support of the family after discharge can impact the intervention plan significantly. In addition, it is essential to know how much time and interest family members and caregivers have for education and training by the OT. Caregiver training is a crucial intervention to ensure safely and quality of life for many patients.




Intervention Review

Each client will require a systematic evaluation of progress toward the client-centered goals. During this process, it is imperative to monitor the client’s response and progress through continual assessment. The intervention review process gauges the effectiveness and progress of the plan by reviewing how the intervention implementations were completed; the plan can then be modified as needed, discontinued if the outcomes were achieved, or, if not achieved or no longer a priority for the client, and referrals or discontinuation of services considered (AOTA, 2020). The intervention plan is adjusted accordingly in collaboration with the client.


Outcome Process

While the intervention review is completed informally on an ongoing basis, the outcome process measurement is a formal reassessment of the progress toward the anticipated outcomes. The outcome process involves choosing a measurement for each anticipated outcome and then measuring the progress toward achieving the outcomes. According to Aota (2020), therapists should choose outcomes and measures such as those related to:


	Occupational performance;

	Improvement;

	Enhancement;

	Prevention;

	Health and wellness;

	Quality of life;

	Participation;

	Role competence;

	Well being;

	Occupational justice.



It is important to create outcome measures early in the process because this will help define the focus of intervention. These outcome measures should be valid, reliable, sensitive to client change, match targeted outcomes, and be selected to complement the client goals. Once outcome measures have been determined, it is just as important to utilize this information appropriately. Therapists should compare progress toward the targeted outcomes throughout the intervention process, and assess the outcome results in order to adjust the intervention plan.



10
The Setting

If a client’s performance skills and performance patterns will be impacted by the context and environment where the functional activity occurs, it would appear the ideal setting for intervention would be in the client’s actual context. Unfortunately, this is not always possible, particularly when you consider the vast institutional and community programs in which OTs practice. This forces many therapists to simulate contexts and activities as much as possible.

Some of these settings further limit the simulation, for safety, insurance, or financial reasons. For example, using a cooking task can be limited because of safety concerns or structural issues. While working at an adult day center on a wellness program, clients may not be allowed to put food into or take food out of ovens because the director may have concerns about the clients’ safety. If one works in a prison system, there are restrictions regarding the use of sharp cooking utensils. In a hospital setting there may be a kitchen, but it will not be tailored to simulate each client’s home kitchen.

Financial concerns also play a role in settings, particularly in clinics in the US that receive Medicare funds, private insurance, or workers’ compensation. The caseworker at the setting might limit the frequency of visits allowed for therapy. Insurance may vary by setting, and there can be limitations on the number of visits a therapist can request and what the client receives based on documentation and types of insurance stipulations.




Introduction to Occupational Therapy Models and Occupational Performance

The roots of occupational therapy have a client-centered focus in order for practitioners, clients, and caregivers to participate in the therapeutic process (Gillen & Brown, 2024). Intervention is in collaboration with clients to facilitate occupational engagement.

Specific concepts of humanism relate directly to well-known psychologists such as Carl Rogers and Abraham Maslow. Rogers believed the client should be allowed to set his/her own goals, direct therapy, and find solutions to problems. Maslow believed the client should be viewed as the expert of his/her own life, and the therapist should guide the client to self-actualization through the use of genuineness, non-judgmental acceptance, and understanding (Cole, 2025). Today, components of the humanistic approach are seen in many of the client-centered theories that will be discussed in this section.

The occupational therapy models discussed below are intended to provide the backdrop or framework for the assessment and intervention processes. The first section includes examples of frames of reference or models that are client-centered in nature and have been chosen because they are collaborative in nature and are more likely to engage clients in the occupational therapy process (Cole & Tufano, 2019). In turn, this engagement has been shown to increase satisfaction, success in therapy, and positive outcomes. In addition, client-centered care is essential to achieving meaningful rehabilitation outcomes as it ensures that intervention planning is grounded in the older adult’s values, priorities, and lived experiences, thereby enhancing engagement, adherence, and functional participation in everyday occupations (Barney et al., 2024). The second section includes examples of system models that are holistic in nature, and include the interaction of systems both inside and outside of the client. System models focus on occupational function/dysfunction and everyday routines that may be impacted (Krupa & Kirsh, 2019). Other chapters throughout this volume will also discuss specific frames of reference or models as.
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Section 1: Client-Centered Models

The client-centered approach involves the therapist working with the client to decide which areas of occupational performance should be focused on. Depending on their ability to participate, clients will contribute to the decision-making process and make choices. If the client is cognitively unable to participate, then a family-centered therapy approach is attempted, with the family representing the client.

The client-centered approach to occupational therapy practice focuses on respect for and collaboration with the individual receiving services. This approach, then, helps the client find meaning in his/her own daily occupations. The goal of this approach is to empower clients by allowing them to direct the course of intervention and contribute to the process. For example, part of their contribution may include looking at their own strengths and areas of limitations to prioritize the intervention plan. Through person-centered communication, the therapist facilitates and enables the client to be responsible for decision-making. In order for this approach to be successful, the therapist must have a good understanding of the client. The environment in which this empowerment occurs must be caring, respectful, visionary, and supportive (Law et al., 1996).


The Person-Environment-Occupational-Performance Model (Christiansen et al., 2015)


	Purpose: Supports health, participation, and well-being for individuals, groups, and populations.

	Core Idea: Occupational performance results from the interaction of the person, occupation, and environment.

	Definition of Occupational Performance: “The doing of meaningful activities, tasks, and roles through complex interactions between the person and environment” (Christiansen et al., 2015, p. 40).

	Client-Centered Focus: Recognizes the importance of motivation and personal goals in shaping outcomes.

	Motivation: People are naturally driven to explore, master skills, and succeed in supportive environments.

	Key factor for engagement in occupations.

	Intrinsic aspect of motivation includes a person’s internal drives and needs which occur as a result of free choice and without external reward.

	♦ Example: A person with an intrinsic desire for self fulfillment on the job is motivated to go to work each and every day regardless of how much he makes or whether the boss acknowledges his performance or not.




	Extrinsic factors also influence a person’s motivation, and need to be assessed in each person’s environment.

	♦ Example: External rewards such as a paycheck or external praise such as achievement awards are significant to sustaining ones performance. Extrinsic factors can have a positive and/or negative impact on occupational performance.







	Adaptation: Refers to how well individuals meet daily challenges and achieve meaningful goals.

	Success and Confidence: Achieving goals in supportive environments increases confidence and readiness for new challenges.

	12Fulfillment and Identity: Mastery and accomplishment contribute to personal fulfillment and the development of identity.

	Practical Relevance: Understanding the interaction of person, occupation, and environment helps therapists design meaningful, individualized interventions.



According to the Peop model, occupational performance depends upon:


	The nature of the task;

	The role to be performed;

	The characteristics of the individual person;

	The supportive environment.



These critical factors must be aligned for successful performance, which, in turn, will lead to healthy participation and positive well-being. A client’s narrative or personal story which includes past, current, and future perceptions, choices, interests, goals, and needs is a relevant starting place for determining occupational performance outcomes. This holistic approach allows for collaborative goal-setting and intervention planning (Christiansen et al., 2015).

Christiansen et al.’s Peop model is based upon the following three primary factors:


	Person Factors—Every person is comprised of six interrelated components:

	Cognitive;

	Psychological;

	Physiological;

	Sensory;

	Motor;

	Spiritual.




	Environmental Factors—Peop identifies six key components:

	Culture;

	Social determinants;

	Social support and social capital;

	Education and policy;

	Physical and natural;

	Assistive technology.




	Occupation Factors—Peop identifies three key components to every occupation:

	Roles;

	Activities;

	Tasks.








The Person-Environment-Occupation Model (Law et al., 1996)


	Purpose: Focuses on occupational performance as the outcome of the dynamic interaction between person, occupation, and environment.

	Core Idea: Occupational performance is a dynamic, interwoven process influenced by roles, work, play, and context.

	13Key Considerations

	Contextual factors include temporal conditions, physical and psychological aspects, and behavioral influences.

	The environment is constantly changing, requiring individuals to adapt behaviors to achieve goals.




	Assumptions

	The person is unique, with multiple roles that vary in time, context, duration, and importance.

	The environment includes cultural, socioeconomic, institutional, physical, and social aspects.

	Occupation consists of self-directed, functional tasks and activities performed across the lifespan.

	Occupational performance is the meaningful, purposeful activity resulting from the ongoing interaction of person, environment, and occupation.

	The interaction of person, environment, and occupation is continual; optimal performance occurs when they are compatible.




	OT Practice Implications

	Evaluation and intervention focus on facilitating improved occupational performance.

	Collaboration with the client ensures interventions are meaningful and occupation-based.

	Environmental considerations are tailored to each individual to support success.









Section 2: System Models


The Model of Human Occupation/MOHO (Kielhofner & Burke, 1980; Kielhofner, 1995)


	Purpose: Explains how humans are naturally occupational beings and how engagement in meaningful activities influences behavior and performance (Kielhofner & Burke, 1980).

	Core Idea: Humans are active and occupational by nature; choices and actions in meaningful tasks (work, play, daily living) drive occupational behavior.

	Dynamic System: Moho views humans as an open, dynamic system of input → throughput → output → feedback.

	Input: Information from the environment.

	Throughput: Internal processing of input (beliefs, thoughts, and motivations).

	Output: Occupational behavior or emotional response.

	Feedback: Environmental response to output, influencing future behavior.




	Subsystems of the Human System: Volitional, habitual, and performance.

	Volition Subsystem: Motivation to act.

	♦ Components: Personal causation, interests, valued goals.

	♦ Guides choices and engagement in meaningful activities.

	♦ Formed from experiences and internal representations of self.




	14Habitual Subsystem: Habits and roles.

	♦ Habits: Automatic behaviors providing structure and security.

	♦ Roles: Social positions and associated responsibilities; shape behavior and expectations.

	♦ Changing habits may cause discomfort, highlighting the importance of supportive interventions




	Performance Subsystem: Skills for action.

	♦ Skills include perceptual-motor, process, and communication/interaction skills.

	♦ Continually interacts with the environment to support problem-solving and task completion.







	Environment: Influences behavior and provides feedback on performance. Components include:

	Objects: Tools or materials for tasks.

	Tasks: Activities performed in the environment.

	Social groups: Families, clubs, or other social networks.

	Culture: Values, norms, and technology affecting performance.




	Occupational Function and Dysfunction

	Function: Ability to choose, organize, and perform occupations successfully, meeting social demands with positive environmental feedback.

	Dysfunction: Difficulty performing or organizing occupations, decreased role performance, and reduced quality of life; negatively affects volition, habits, performance, and environmental negotiation.




	Lifelong Occupational Development

	Occupational development is dynamic and ongoing.

	Individuals must learn, relearn, and adapt to environmental and personal changes over time.

	Development involves cycles of stability, transition, and new orders of behavior, reflecting adaptation and growth across the lifespan.








The Ecology of Human Performance


	Purpose: Explains how human behavior and task performance are influenced by interactions between the person and the environment (ecology).

	Core Idea: Person, context, and task performance interact continuously, and changes in one affect the others through a transactional process.

	OT Practice Focus: Interventions aim to improve performance by addressing one or more variables—the person, the context, the task, or the transaction between them. Collaboration between the client, the family, and the OT is essential.

	Intervention Strategies

	Establish/Restore: Improve an individual’s abilities or performance in a specific context.

	Alter Context/Task: Change environmental or task variables to enhance performance.

	Adapt/Modify: Adjust contextual features or task demands to fit the person’s abilities.

	15Prevent Barriers: Minimize obstacles that hinder performance in context.

	Enhance Performance: Design interventions that support improved outcomes across contexts.




	Basic Assumptions

	Persons and contexts are unique and dynamic.

	Natural contexts differ from contrived or simulated contexts.

	OT promotes self-determination and inclusion for individuals with disabilities.

	Contextual supports are important for achieving independence.




	Key Definitions

	Person: Unique individual with cognitive, psychosocial, and functional abilities; meaning attached to tasks and contexts affects performance.

	Occupations/Tasks: Behaviors needed to achieve goals; influenced by roles.

	Performance: Process and outcome of interactions within a context during task engagement.

	Environment/Context:

	♦ Temporal Aspects: Age, developmental stage, life phase, disability status.

	♦ Environmental Aspects: Physical, social, and cultural factors.




	Person-Context-Task Transaction: Central variable influencing performance; changes in any part of the transaction affect overall performance.




	Practical Implications for OT

	Evaluation and intervention consider person, context, and task together.

	Interventions can focus on modifying the person, adapting the environment, or changing tasks to optimize performance.

	Understanding the transactional nature of these variables helps design client-centered, occupation-focused interventions.










Evidence-Based Practice

Evidence-based practice (Ebp) is the main force that drives clinical reasoning. Ebp is essential for guiding clinical reasoning in occupational therapy. It involves combining the best available research evidence, clinical expertise, and client preferences to make informed decisions about assessment and intervention. According to Jacobs and MacRae (2017), entry-level clinicians are expected to use evidence to support intervention choices, justify clinical decisions, and anticipate outcomes for clients. Ebp helps therapists move beyond relying on intuition or tradition by providing a structured, research-informed approach to problem-solving. Contemporary research shows that clinical reasoning is a dynamic and iterative process, where therapists continually integrate evidence with client-centered information, context, and professional judgment (da Silva Araujo et al., 2022; Burke et al., 2024). Ebp also promotes reflective practice, improves quality of care, and helps therapists design interventions that are meaningful, effective, and responsive to each client’s needs. Despite challenges such as limited time or access to research, OT students and clinicians who engage in evidence-based reasoning are better prepared to deliver safe, effective, and high-quality care (Garcia et al., 2021).

16Ebp helps create reflective practitioners who use clinical reasoning skills and self-assessment for decision-making. The steps to demonstrate Ebp are as follows (Bissett et al., 2025):


	Ask: Begin with a clinical question that needs to be answered.

	Find: Utilize evidence-based resources from databases to locate evidence relevant to the clinical question.

	Critically Assess: Judge whether the resource is valid, reliable, and applicable to the clinical question.

	Apply: If the resource demonstrates adequate quality and rigor, integrate the evidence towards the clinical question to determine if a decision can be made.

	Evaluate: (a) Determine whether or not the clinical question has been answered; (b) If not, begin the process again and identify improvements in evidence-based search or critical assessment of resources.





Documentation in Intervention


Purpose of Documentation

Timely documentation is a required ethical responsibility of each healthcare professional. It involves a process of a predictive structure to communicate services provided in a chronological record. Documentation is written as part of a permanent component for review by the healthcare team, patients or families, third-party payers, attorneys, or accrediting agencies such as the Joint Commission (formerly the Joint Commission on Accreditation of Healthcare Organizations (Jcaho) and the Commission on Accreditation of Rehabilitation Facilities (Carf). Occupational therapists are required to document the occupational therapy evaluation and intervention process, which includes reassessment of objective data and discharge plans. The format used is site-specific and based on clients served. Whether documentation is presented through a medical record or any other form of record-keeping, it remains a vital component of the intervention process.

There are unique ways for documentation to capture the occupational therapy evaluation and intervention process. Once a provider is oriented to the electronic health records (Ehr) or electronic medical records (Emr), the information gathered can be entered and retrieved easily based on the reviewer’s needs. This could include subjective and objective information, the plan of care, various forms of daily notes, time spent with the patient, or goals for each client.

The documentation process should provide objective data from various occupational therapy assessment measures. This information, combined with an occupational therapist’s clinical reasoning, is used to create client-centered goals and intervention plans. Today artificial intelligence (AI) can be used to assist with documentation; however, the occupational therapy practitioner has the skills to incorporate the rationale of individually chosen assessments and interventions. Documentation is used to show progress over time, rationalize the need for continued services, discharge, or additional referrals, and can highlight functional outcomes. Effective documentation allows therapists to capture a baseline to improve upon for measurable change for third-party reimbursement.



General Guidelines for Documentation

Documentation should be completed in timely manner, not only because it is easy to forget the details of every client on a caseload but also to provide up-to-date information on clients. For example, a client may have demonstrated new safety issues or recent progress in therapy. 17The next individual working with the client needs to know this information for safe and appropriate interventions and interactions. The therapist must demonstrate good time management skills, allowing for appropriate documentation time for each client. The time required for documentation depends on the type, and may include daily notes, initial evaluations, weekly reassessments, and/or discharge summaries. Typically, documentation is entered into the progress area of the client’s chart/medical record. As healthcare continues to evolve, this section of the chapter will only cover a brief overview of documentation, so it is recommended that the reader seeks specific training when employed in a particular setting using the required documentation system.

Additional general documentation guidelines include the following:


	Be accurate and collect accurate information.

	Be complete.

	Use proper spelling and grammar.

	Be concise and clear.

	Avoid jargon or negative statements

	Avoid arrows, hyphens, etc.

	Be careful with buzzwords and “red flag” words.

	If it is not documented, it did not happen.

	Be timely for accuracy of memory, and do not take away from time with client.

	Focus on function, underlying cause, progress, and safety.

	State expectations for progress, slow, or lack of progress.

	Summarize the need for skilled services.



When to document:


	Upon admission.

	Daily/weekly.

	Monthly formal re-evaluation.

	When change occurs, with progress, or lack of progress.

	Medical changes/complications, client placed “on hold” for therapy.

	When a physician needs information.

	Discharge summary–show barriers to progress or eﬀectiveness of intervention; note basics.

	Think about what you will write before doing it (students should do rough drafts on fieldwork until cleared by supervisors).

	Sign and date.

	Check for grammatical/spelling errors.

	Limit the use of abbreviations—only use accepted ones.




General Documentation Standards


	Client identification: This includes the client’s name and medical record number on each page of the documentation.

	Date and type of contact: Each type of documentation should always be dated. Occasionally, it is also required to state the time of day and length of session provided. A heading should be given for the type of contact, such as a screening or evaluation.

	18Type of documentation: The name of the department (e.g., OT/Rehab) should be given as well as clearly delineated type of documentation, such as a subjective, objective, assessment, and plan (Soap) note or Smart goals.

	Signature/countersignature: The practitioner must sign their name followed by their professional title (e.g., OTR/L). Room must be left for any required countersignatures, such as for students. Signatures should be placed at the end of the documentation.

	Terminology: Only facility accepted, professionally recognized terminology and abbreviations should be used.

	Corrections: Addendums may be added in EHR/EMR. For written charts, errors should be corrected by drawing a line through the word(s), and initialing and dating the error. Only blue or black ink should be used. No erasable pens or correction liquid should be allowed.

	Confidentiality and (in the US) Health Insurance Portability and Accountability Act (Hipaa) rules must be followed.





The Documentation Process


	Client Identification: Referral/MD orders and contact note.

	Screening: Chart review and actual screen.

	Initial Evaluation Process: Use of assessment tools such as interview or occupational profile, observation, standardized or non-standardized formats, and analysis of occupational performance.

	Intervention Process: Intervention plan, setting of collaborative goals, selecting approaches, methods, tools, strategies, and outcomes.

	Intervention Implementation: How intervention is delivered and carried out.

	Intervention Review: Monitoring progress, targeting outcomes, re-evaluating and adapting plan.






Types and Formats of Documentation

The type and format of documentation used will depend upon the setting in which the services take place. For example, many community-based settings do not have formal client charts or computerized systems of documentation. The facility may only have a folder that is considered the client’s record. The documentation approach may also vary according to the team approach. For example, with a transdisciplinary approach to intervention where the healthcare team’s responsibilities are blurred, the contributors to the documentation process may not be the same for each session. This documentation could take a very formal format (such as a daily Soap note) or a less formal approach (such as a weekly narrative note), depending upon the third-party payer. The multidisciplinary approach to documentation typically involves standardized forms, with Medicare as an example. For the most part, the type of documentation used is driven by the third-party payer, the intervention setting, and the client population, which are all considered for reimbursement (Gateley, 2025).


Specific Documentation


Screening Notes

A screening note is a brief chart review, interview, and observation of a client to determine if full evaluation is needed. No referral or billing is required. A brief contact note or specific 19screening form is used to either state that further evaluation is not recommended or to request referral and evaluation.



Contact Notes

A contact note is a brief narrative containing the time spent with the client, the reason, and the type of screening, such as:


	To communicate that the referral was received and an evaluation/discharge note was completed, or reasons why not completed.

	To document screenings.

	Documenting all contacts with client and family.

	Missed sessions/refusals.

	To state the evaluation was completed.

	Equipment given/orthotics fabricated, and instructions issued.

	Any other pertinent issues, including safety concerns or pain levels and how they were addressed.






General Documentation


	Initial evaluation report: After a referral is received for occupational therapy, the therapist can begin the process of gathering data through documentation review, observation, interview, and full hands-on assessment. Data is interpreted and documented, goals set with timeframes, and intervention plans with recommendations communicated. Precautions and contraindications are highlighted, along with the client’s goals/expectations. Timely documentation must be completed specific to the facility or third-party payer.

	Intervention/progress note: The documentation of the actual intervention implementation must capture objective information, with details to include the amount of assistance required to complete tasks, as well as the instructions and cuing needed. Documentation should also include the client’s response to intervention and overall participation in therapy. Succinct summaries are necessary for quick review of progress towards goals with any updates if needed.



Typical components of the intervention note may include the date, length, and type of intervention. The practitioner should also record the following:


	The methods, modalities, group/individual, strategies, activities, adaptive equipment, and/or techniques used during the session.

	Progress toward goals, with updates and changes as appropriate.

	Client’s response to intervention.

	Comparison with previous reports and status.

	Timeframe changes and recommendations.

	Equipment recommendations.

	Home program.

	Caregiver instructions.

	Plan/discharge recommendations with revised goals and plan, as appropriate.

	Re-evaluation report/note. As evaluation is an ongoing process, it is very much interwoven within each intervention session. As such, the practitioner is informally re-evaluating on a 20continual basis. Formal re-evaluations, and the forms used to complete them, will be conducted according to the facility’s policy, as well as third-party payer needs. Re evaluations could include:

	Data recorded and reported regarding reassessment.

	Comparative analysis of findings and summary.

	Modification of goals.

	Update plan.

	Need for discharge.




	Discharge note/discontinuation of service: Discharge from therapy may be due to the client achieving set goals, lack of progress, maximum benefits of therapy, insurance caps, or the client refusing to participate in therapy. The discharge note includes a summary of information from the assessment, interventions, and outcomes of service. The format will vary pending the facility or program. The documentation summarizes any change in the client’s ability to engage in occupations, and includes recommendations for referrals or follow-up care (Gateley, 2025). A discharge note should include the following components:

	The start and end date of services.

	Related diagnosis.

	Precautions.

	Reason for OT referral.

	The therapy process/summary of intervention strategies.

	Re-evaluation, goal status, attainment, progress in therapy, why goals not achieved.

	Functional outcome of services.

	Number of completed sessions.

	Home programs, maintenance programs, and caregiver instructions.

	Recommendations/equipment needed.

	Follow-up plans and/or referrals for continued occupational therapy as well as other services in the continuum of care.

	Physician communication report: Often reports are sent to the physician regarding the client’s progress, either on regular basis or with each scheduled visit. The format of the report depends upon where the client is within the intervention process. For example, if the client is seeing the physician at a time for re-evaluation, this format may be used. If the client is nearing discharge, a particular note may be used. Certain physicians may have a specific format for documenting communication.









Digital and Other Forms of Documentation

Electronic health records (Ehr) or electronic medical records (Emr) are computerized systems accessible to the healthcare team, and are efficient means of recording and storing client data. Referrals and communication between the healthcare team enhance client care and third-party payment/billing procedures. An Ehr system ensures confidentiality, reduces medical errors, and assists with client scheduling, ease of use and access, and overall efficiency of service delivery. There are a multitude of Ehr programs, all which require training for ease of daily use. Many have embedded pages for checking assessment data or selecting interventions or goals. Others allow a narrative section for personalized input such as a Soap note.
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Soap Notes

A Soap note is a form of progress note that provides a consistent structure for all disciplines to follow. The acronym represents the four components of the note: subjective, objective, assessment, and plan. The format also allows for a quick review of the client’s status prior to intervention. The structure allows the therapist to follow trends and patterns that may occur during the intervention process, which makes the Soap format very interdisciplinary in nature. Its elements are broken down as follows:


	S=Subjective: This reflects the client’s report/perceptions of the problem, which are often documented as a quotation, such as: “Client stated …” or “Client reported …”.

	O=Objective: This section consists of factual or professional information that is confirmed or validated by the therapist. Baseline data and/or progress on goals, observations, and client performance may be included. The information is often presented in a chronological format. The data is not interpreted here. Hints for beginning the objective section may be: “Client was seen for …” or “The intervention consisted of …”. The interventions participated in are then listed chronologically and expanded upon with objective data.

	A=Assessment: This is a summary of the strengths and areas to address from the preceding subjective and objective sections. The therapist’s professional opinion and analysis are documented. This analysis includes clarification of client goals and problems, and the therapist’s clinical assessment of client progress or lack of progress, with reasons why. In this section, the subjective and objective data may be interpreted and a prioritized list of problems to be addressed developed.

	P=Plan: This section of the Soap note specifies the type, frequency, and duration of interventions to use in subsequent sessions and/or in response to progress or lack thereof. Updated goals may be listed here. This section also includes discharge plans and home programs, as appropriate. Specifically, this section should provide enough information for a substituting therapist to take over the next session if needed.




Sample Soap Note


	S: Client reported: ‘I am nervous to move.”

	O: Patient participated in skilled OT session for 30 minutes in apartment focusing on: Bed Mobility: Trunk Control Test roll to L & R I; supine -> sit c v/c’s; Sitting balance: Able to maintain upright sit Eob with B UE support and unsupported; Trunk Impairment Scale able to maintain with dynamic tasks.

	UE Rom: Arom; R sho flex153’; L sho flex 130’; R elbow flex118’; L elbow flex122’; premorbid Rtc in L shoulder.

	UE Mmt: L sho flex 3/5… premorbid Rtc in L shoulder.

	Transfers: sit to stand from Eob with close supervision; return to sit with v/c’s.

	Endurance: Noted with Sob with activity and change of position; required rests between activity; required cues for pursed lip breathing initially.

	Pain: No c/o pain.

	Psychosocial: Nervous to move L shoulder and anxious about new cardiac event.

	22Patient education: Patient education on pursed lip breathing demonstrated good understanding; instructed on proper footwear with standing activities and use of night light for evening movement—patient verbalized good understanding.

	A: Patient making steady progress. Overall patient motivated to regain full independence. Initially nervous to move due to recent MI. During session able to demonstrate good static and dynamic sitting balance with close supervision for transfers. B UE Rom Wfl. No pain. Patient educated on pursed lip breathing and safety precautions when Oob.

	P: Continue OT 2x/week for Adl, Iadl, & functional mobility.

	Ltg: Patient will be I with ADLs and IADLs in the home in 4 weeks.

	Stg: Patient will be supervision with washing, dressing, grooming, toileting in 2 weeks.

	Stg: Patient will be mod I with making simple cold meal in the kitchen in 2 weeks.

	Signature: 







Narrative Notes

Narrative notes do not have a specific structure like Soap notes. This format typically begins with objective data, follows with interpretive/assessment information, and ends with a review of objectives met as well as plans for subsequent sessions. The narrative note also tells a story that allows for more flexibility in communicating information. The writer is responsible for including all information in a smooth, flowing note, with as much detail as needed.


Sample Narrative Note

Today, the client stated she is experiencing right shoulder pain when sleeping on it. She was seen for: Heat pack to right shoulder for 10 minutes; Bilateral active assisted Rom (Aarom) exercises including towel and dowel exercises, 15 repetitions/2 sets; and client donned bra and shirt with moderate assist for Rue. The client replaced clean clothes on low shelves of closet with minimal assistance; ice pack placed on right shoulder for 5 minutes at end of session. During activity, the client was assessed for right shoulder pain 6/10 (on a scale of 0 to 10). Despite her level of pain, the client appeared happy with today’s progress with active Rom (Arom) and Adl. She seems to have a high tolerance for pain and occasionally requires cues to not push herself too hard. The next session should provide client education on pain management techniques such as visualization and on alternative positioning when sleeping to decrease shoulder pain. If tolerated, increase Aarom to 20 repetitions. Also, if tolerated, attempt above Adl activities with no assistance.




Flow Sheets/Checklists

There are several advantages to using flow sheets when documenting. These include a concise format for tracking progress, allowing for a quick look at the documentation, much data is compiled in a small space, and the format allows for easy coverage of the client’s care, if needed. Flow sheets may also include formatting data with graphs, tables, and charts.

23The disadvantages of a flow sheet/checklist primarily involve the limited space for documenting any psychiatric issues, descriptions, or client reactions that are necessary for holistic, client-centered interventions. This format may therefore not be most conducive to document important details and should not replace progress notes completed on a weekly, biweekly, or as-needed basis.




Writing Goals

Effective goal writing is a vital component of the evaluation and intervention processes. It is a collaborative process that includes therapists, occupational therapy assistants (OTAs), clients, and family members/caregivers. Working with clients to develop client-centered goals is helpful for motivation and to reach functional outcomes. It is important to consider the etiology of a condition, the actual diagnosis and potential progression of a disease, as well as any premorbid conditions. Occupational therapists must also align goals with external considerations such as the patient’s discharge environment and the ability to work toward the goals based on client support strength, including motivation or limitation for such things as insurance issues or other societal burdens. The amount of time a client may receive therapy may be dictated by third-party funding, work schedules, or other client or family considerations. There may be situations when the ability to see a patient may need to pause due to precautions limiting progress toward goals. Goals can be targets and can help identify changes in baseline skills that are expected to occur as the result of the intervention plan, and may require flexibility as a patient progresses with therapy or plateaus.


Formats and Methods of Goal Writing

There are many formats or guides for writing goals. Generally, goals involve the “who, what, where, and when” approach. The who is typically the client and/or caregiver involved in the goal or intervention. The what is the occupational performance skill or behavior to be addressed. The where may be included to state the environment in which the behavior or skill will occur. The when may be included to address the time of day when the skill or behavior will be addressed.

Action words (verbs) should be used when writing goals to describe the client’s behavior or skill to be addressed. Action words include bathes, dresses, eats, walks, reaches, and zippers.

Goals must be measurable, observable, and functional. They must describe a change in the client’s occupational performance skill or behavior, how much (measurable) the behavior will change, and how this behavior will be measured. The ultimate intent in goal writing is to measure progress.

When considering the functional aspect or functional outcomes of goal writing, it is important to relate the goal to meaningful, purposeful aspects of the client’s life. This is achieved through a collaborative approach with the client. Functional goals may include those that enhance occupational performance, improve skills, improve role performance, promote health and wellness, prevent dysfunction, or improve quality of life.


Specific Types of Goal

The two specific types of goal are long-term goals (LTGs) and short-term goals (STGs). LTGs tend to be more global in nature and generally address occupational performance. Most often, only one Ltg is written in order to set the stage for the Stg. The duration of an Ltg depends on the specific setting in which therapy is being delivered, and is typically set to a discharge time or when therapy will end. Although LTGs are measurable, observable, and functional, they again tend to be more general in nature. For example:


	Client will achieve full independence with ADLs to be discharged to live alone at home in 4 weeks.

	24Client will complete a 4 hour workday, independently, within 4 weeks.



STGs are often referred to as “objectives.” The duration of an Stg is typically shorter, and they are very specific in nature, particularly in terms of being measurable, observable, and functional. STGs address occupations and are written in order to be upgraded or downgraded as the client’s functional abilities change. Typically, multiple STGs are written that directly relate back to the Ltg. STGs should also have functional outcomes. For example:


	Client will attend to a group task for 30 minutes with only one verbal cue for redirection to prepare for return to work within 2 weeks.

	Client will complete upper extremity (UE) dressing with min (a) using a reacher and sock aide within 2 weeks in order to live alone.

	Client will increase Rue shoulder flexion by 40 degrees within 2 weeks to complete ADLs.

	Client will functionally mobilize to and from the bathroom, using rolling walker and contact guard within 2 weeks in prep for IADLs.




Progress Levels

These are based on GG scores, or a standardized functional assessment used across post-acute care settings by the US Centers of Medicare & Medicaid Services (Cms) (AOTA, 2022):


	6. Independent.

	5. Setup or Cleanup Assistance.

	4. Supervision or Touching Assistance.

	3. Partial/Moderate Assistance.

	2. Substantial/Maximal Assistance.

	1. Dependent.



It is important to remember that the type of documentation will be specific to the audience, the setting, and the healthcare or community setting, among other variations. As technology evolves and artificial intelligence becomes useful for efficiencies, the occupational therapist must still always be mindful to review all work for legal considerations. All documentation must be accurate and complete, with no blank sections. It is imperative to be timely with objective information only for potential readers, including other health professionals, patients, and sometimes law offices. All healthcare professionals must ensure there is a sufficient order to see a patient, otherwise they can risk the possibility of payment denial or other consequences. The US Health Insurance Portability and Accountability Act (Hipaa) and Family Educational Rights and Privacy Act (Ferpa) protect patients’ and students’ rights to confidentiality, and it is imperative documentation is kept in a secure location or encrypted EHR/EMR.






Bloom’s Taxonomy Learning Activities

Each chapter of the current volume will conclude with a section containing structured learning activities intended for students and recent graduate clinicians to deepen their understanding. Bloom’s Taxonomy serves as a foundational framework for educators to systematically organize and plan instructional objectives. This taxonomy delineates cognitive processes across hierarchical levels, beginning with fundamental tasks such as recalling factual information and progressing toward higher-order skills, including analysis, synthesis, and creation (Bloom, 1956). Its primary purpose is to ensure alignment between instructional goals and assessment strategies; for instance, when the objective emphasizes application, evaluative measures should require learners to 25demonstrate practical use of knowledge rather than mere memorization. For example, if the goal is for students to apply knowledge, assessments should require them to use what they know rather than simply recall it. This approach also supports lesson design that builds from simple concepts to more complex thinking, allowing students to progress step by step. Bloom’s Taxonomy provides a shared language for writing clear learning goals and makes collaboration in course planning easier. Below are the updated levels of Bloom’s Taxonomy and their related learning actions (Anderson & Krathwohl, 2001). Each chapter of this volume will contain learning activities that connect the content to practical knowledge, allowing for interactional educational experiences to be utilized in the classroom, lab, or clinic.


	Remember: Define, list, name, identify, recall, recognize.

	Understand: Explain, describe, summarize, interpret, classify, compare.

	Apply: Use, demonstrate, calculate, implement, solve, perform.

	Analyze: Differentiate, organize, examine, compare, contrast, investigate.

	Evaluate: Judge, critique, assess, justify, argue, recommend.

	Create: Design, construct, develop, formulate, produce, invent.
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Chapter Objectives

By the end of this chapter, the student will be able to:


	Understand the foundational skills of biomechanical, perception, and neurorehabilitation required for an individual to successfully engage in functionally meaningful tasks.

	Describe and understand specific theories and frames of reference for these foundational skills.

	Define the importance of acknowledging the role of safety in engaging in foundational skills.

	Define and delineate the roles of occupational therapist (OT) and occupational therapy assistant (Ota) within service delivery of foundational skills.

	Identify and describe mental health considerations due to foundational skill deficits.

	Understand the mode of injury and its impact on foundational skills.

	Identify and describe restorative techniques for foundational skills.

	Identify and describe maintenance strategies for foundational skills to assist engagement in activities of daily living (ADLs).

	Identify general precautions and contraindications for foundational skill interventions, such as physical agent modalities (PAMs) and therapeutic exercise programs.

	Engage in teaching/learning activities along the levels of Bloom’s taxonomy as pertain to foundational skills for functionally meaningful tasks.
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Chapter Overview

The goal of this chapter is to outline the underlying skills that an individual requires to successfully engage in functionally meaningful tasks. These foundational skills, in the order that they are presented within this chapter, include client factors of pain and edema, sensation, joint range of motion (Rom), strength, endurance, coordination, muscle tone, and skills of cognition and perception. Material within this chapter will highlight restorative or remedial approaches in these skill areas. Subsequent chapters within the text will then analyze the adaptive/compensatory approaches as related to the specific areas of occupation outlined by the 2020 American Occupational Therapy Association’s (Aota) Occupational Therapy Practice Framework: Domain and Process document.

As a precursor to this chapter, it is important to reiterate the collaborative relationship that exists between the registered OT and the certified Ota. As healthcare becomes increasingly driven by the efficient utilization of resources, many rehabilitative establishments are trending towards the use of registered OTs as evaluative administrators and OTAs as both collaborators in developing the client-centered intervention plan and as actual facilitators of that plan given appropriate supervision.

Restoration, per the Framework document, is an “Approach designed to change client variables to establish a skill or ability that has not yet developed or to restore a skill or ability that has been impaired” (AOTA, 2020, p. 63). In general, approaches considered restorative are those that OTs implement to enhance or improve an underlying impairment, while those approaches considered compensatory in nature are implemented by OTs with the aim of adapting for an underlying condition or deficit that has been deemed long-standing.

According to Kaminsky and Powell, intervention takes one of two forms: a top-down or bottom-up approach. With a top-down approach, the OT adjusts the activity or occupational performance with the goal of promoting independence by using adaptive and compensatory techniques (see Chapter 1). Conversely, a bottom-up approach addresses underlying dysfunction in the foundation skill areas, and assumes that the client will improve in functional ability as a result. An example of the concept of restoration is as follows: The OT may conduct an Adl session with a client who demonstrates deficits in the areas of coordination, strength, Rom, and cognition. Here, the OT is fostering improvement in the foundational skills through repetition of a familiar task, not adapting the task as one would in a compensatory or top-down approach. It is important to note that this concept has been simplified here for the purpose of clarity and that, in most circumstances, OTs will combine top-down and bottom-up approaches in order to maximize individualized outcomes (Kaminsky & Powell, 2024).

OTs emphasize the importance of the client-centered or client-driven approach and formulate intervention with clients, not for clients. To do so, the OT recognizes and respects all clients as individuals with a unique set of factors, performance skills, patterns, contexts, and priorities that guide their engagement in meaningful occupation. This principle is outlined more specifically in Chapter 1 and is re-emphasized here to underscore the significance of maintaining a client-centered approach even when focusing upon foundational skill areas. Furthermore, the OT must consider clients’ safety, their psychosocial adaptation to the given illness or injury, and their individual perception of pain. A clear respect for these individual attributes not only supports the overall well-being of a client but will also directly contribute to the degree of therapeutic rapport needed during the ever-critical, initial stages of intervention and healing.

All clients are individuals, with their own personal means of coping and adapting to a life-altering event such as illness or injury. This process occurs at differing levels and time frames for each client. OTs must respect that this process of acceptance is occurring throughout the intervention process, must be sensitive to it, and, whenever possible, must provide education and advocacy in support of clients and their families or caregivers.

29The OT will then work to develop the intervention plan both in collaboration with the client and with careful attention paid to the specific aspects of any given activity that enables success in the execution of occupation. The Occupational Therapy Practice Framework document (AOTA, 2020) identifies this as “activity demands.” Of significance to the discussion on foundational skills for functional activity is the manner in which aspects of activity demands are categorized. This includes such items as required actions and performance skills, body functions, and body structures.

Each foundation skill subsection within this chapter specifically presents any applicable and related definitions, potential modes of injury or illness that may lead to a deficit in that foundation skill area, and typical occupational therapy restoration techniques for improving that skill. Diagrams, figures, and tables are provided as a means of summarizing data within each subsection. In addition, special considerations and possible maintenance program components have been include.

Within this chapter, foundational skills are defined as biomechanical, perception, and neurorehabilitation skills required for functional activities. Each section describes, explains, and analyzes the use of evaluation and intervention tools for the remediation approach.



Restorative Techniques for Pain and Edema

The role of occupational therapy in managing a client’s pain and edema during the restorative or healing stage of recovery is uniquely based on function. The occupational therapist uses skilled, evidenced-based interventions that focus on managing clients’ experience of pain so that they may improve their functional and meaningful participation in daily tasks (AOTA, 2022).

Restorative interventions are primarily initiated in the early stages after injury or illness. The successful management of early edema and pain experiences can impact a client’s ability to return to functional and meaningful activities. The occupational therapy professional has an ethical obligation to ensure that pain management interventions are incorporated appropriately in the initial intervention plans. This may include edema management as it impacts pain and functional mobility. Early edema and pain management are therefore considered foundational skills for functional activity within the context of this chapter.

Pain assessment and measurement scales attempt to quantify and use a systematic approach to evaluate pain. The visual analog scale (Vas), numeric pain scale (0–10) and the Face Pain Scale are common pain scales used by occupational therapists to help quantify the intensity of pain (Karcioglu et al., 2018). When used appropriately, pain assessments can assist in facilitating open dialogue and the development of intervention plans that are individualized to each client’s pain experience. Occupational therapists can utilize pain assessments as one form of information in developing strategies to effectively manage pain within the occupational therapy framework.

It is important to recognize that pain is multidimensional. In addition to intensity, pain also includes the dimensions of social, cultural, emotional, and sensory components. Cultural beliefs and practices can influence the experience of pain as well as pain expression. The occupational therapist should therefore be sensitive to cultural differences and the relationship to the complex function of a client’s perception of pain intensity and functional impairment. The ability to regulate emotional responses to injury and illness can also be a factor in pain perception and should be taken into consideration when developing intervention plans.

Unmanaged and poorly managed pain can have devastating consequences that can lead to complications that may include sleep disturbance, mental health concerns, loss of physical mobility, and limitations to participation in vocational and avocational activities. Pain management within the realm of occupational therapy practice is a critical component of quickly and effectively returning clients to a functional level of independence.
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Definitional Analysis

Pain is defined within the Aota Framework as a body function specific to sensation. The International Association for the Study of Pain revised their definition of pain in 2020, describing it as an unpleasant sensory or emotional experience that is correlated to potential or actual injury to body tissue. This revised definition avoids the connection of pain to a pain stimulus, and acknowledges that pain can be present without identifiable injury to tissue (IASP, 2020). Occupational therapists should appreciate pain as a basic body function, and should develop foundational skills required to manage pain and facilitate a client’s successful engagement in meaningful occupations.

Edema, meanwhile, is described as an unusual buildup and excessive collection of clear fluid within connective tissue or a serous cavity.

The Framework document categorizes occupations as ADLs, instrumental activities of daily living (IADLs), rest/sleep, education, work, play, leisure, and participation in social activities and health management. Uncontrolled edema can negatively impact pain. A client’s pain experience may influence their ability to produce efficient and purposeful movement to effectively participate in work, play, or leisure activities. Social interaction skills and mental processing skills required to attend to one’s environment can also be impacted by pain, limiting social engagement and health management (AOTA, 2020). Poorly controlled pain may also impact a client’s sleep cycle. It is through the analysis of pain as it pertains to occupation that we can begin to appreciate the devastating effects our clients may experience.



Mode of Injury and Classification

Pain can be classified by the kind of damage that it causes as well as the type of tissue that is involved. Additional classification can include acute or chronic pain, the description of the pain being reported, or by pain syndromes.

Pain is commonly classified by the kind of damage that causes it: nociceptive and neuropathic. The Iasp (2020) describes nociceptive pain as being caused by an injury or a potential injury to tissue caused by nociceptor activation. Neuropathic pain is described as pain caused by damage and disorders within the somatosensory nervous system responsible for sensing touch and sensation. A third category to be considered is psychogenic pain, which is pain that is affected by psychological factors. It is important to recognize that psychogenic pain usually has a nociceptive or neurogenic origin that is compromised by anxiety, fear, and stress.

The majority of pain originates from tissue damage. The type of tissue involved can be bone, soft tissue, or visceral organs. The tissue damage can originate from physical injury such as lacerations, burns, or fractures. Tissue damage may also occur secondary to diseases such as cancer or diabetes, and can be exacerbated by the effects of procedures or medications used to treat them, such as chemotherapy.

The type of pain reported by clients can be described as ache, sharp, stabbing, burning, tight, or throbbing. It may be constant or intermittent, and may be described as intensifying at night or with activity. The description of pain often correlates with the type of tissue that is involved. Burning and tingling are often associated with nerve damage, while tight or throbbing is consistent with dermal or fascial tissue and may be compromised by extreme or uncontrolled edema. One must also consider referred pain patterns where the sensation of pain does not correlate to the origin, as with radicular pain originating from the spine.

Pain can also be described as acute or chronic. The Iasp (2020) describes acute pain as typically having a rapid and severe onset that can last from a few minutes to up to six months. Acute pain acts as an alert for an injury or an illness to the body. When the underlying cause of acute pain is resolved, the pain is usually mediated. In contrast, chronic pain is often linked to pain syndromes such as fibromyalgia and Complex Regional Pain Syndrome (Crps). Chronic pain as described by the Iasp has a duration of over three months that is persistent or recurring. Chronic pain often becomes the predominant clinical problem presented by clients.

31Response to pain can be subjective as well as objective. Objective responses include biochemical processes that the body uses in response to chronic or acute inflammation secondary to physical trauma (IASP, 2020). Subjectively occupational therapists must also consider perceived sensation and pain experience as unique to every individual.

Consideration of pain classifications as well as a client’s pain experience should be used by the clinician in determining appropriate interventions. A solid understanding of mechanisms of injury and classification systems is crucial in determining the appropriate use of physical agent modalities (Pams) so that further injury and compromise to healing tissue does not occur. Consideration must also be given to an individual’s pain experience so that the most effective holistic intervention plan can be implemented to facilitate return to meaningful activity.



Restorative Techniques: Biomechanical Frame of Reference

Restorative strategies for pain and edema are guided by the tenets found in the biomechanical frame of reference that applies principles of physics to voluntary human movement (Cole & Tufano, 2020). Methods typically included within this frame of reference include physical agent, mechanical, and instrument assisted modalities (PAMIMs), manual techniques, therapeutic exercise, and orthosis.


Physical Agent Modalities

Aota (2020) categorizes PAMs based on their properties. These include thermal modalities (both superficial and deep), electromagnetic, electrotherapeutic, mechanical, and instrument assisted. The use of PAMIMs by occupational therapists in the US is regulated by legislation and licensure laws specific to each state. It is the occupational therapists’ responsibility to adhere to the requirements of their state governing and licensing boards in the use of PAMIMs. In addition, occupational therapists should familiarize themselves with the Aota’s most current published position paper. It is important to recognize that the Aota emphasizes the use of PAMIMs as interventions to prepare an area for other treatment techniques such as therapeutic activities or targeted therapeutic exercises. It also stresses that PAMIMs should not be used without consideration for their effects on occupational performance, and should have the goal of enhancing a client’s ability to function within their environment.



Thermal Modalities

Thermal modalities provide a heating or cooling effect on tissue by transferring energy through the process of conduction, convection, or conversion. They are categorized by the depth of tissue penetration (Knight, 2017).

Superficial thermal modalities include the use of heat or cold to the skin and superficial tissue layers. They are often used in conjunction with other intervention strategies such as active or passive range of motion, tissue mobilization, and functional activities for pain relief and edema control. Commonly used superficial modalities include moist hot packs, cryotherapy, fluidotherapy, and paraffin.

Heat modalities can provide superficial heat to targeted treatment areas, and are used most commonly in subacute, chronic, or recurring conditions. The heat increases circulation to the affected area and can help reduce pain and improve joint mobility, tissue extensibility, and range of motion. Many conditions seen by occupational therapists can benefit from thermal modalities, including impairments caused by conditions such as distal radius fractures and thumb carpometacarpal joint (Cmcj) arthritis.

The warmth provided by heat modalities causes vasodilation of the blood vessels to improve circulation to the targeted area. Improvement in circulation is effective in assisting with the removal of metabolic waste material as well as bringing oxygen, cells, and nutrients to the area. Heat modalities can also improve tissue extensibility to increase range of motion for functional mobility and pain control. Superficial heat modalities typically penetrate less than 1 cm in depth (Knight, 2017).

32The occupational therapist must understand contraindications to the use of superficial modalities when choosing the appropriate use of PAMs. In general, superficial heat modalities are contraindicated for use on clients with impaired sensation, active infection, acute inflammation and trauma, bleeding disorders, localized malignancy, and open wounds as well as cognitive and communication difficulties. Care should also be taken with the use of superficial cold modalities in clients with peripheral arterial or venous disorders that affect circulation, such as Raynaud’s disease.

Examples of superficial heat modalities include hot packs, fluidotherapy, and paraffin wax. Hot packs are typically held in hot water hydrocollator tanks at temperatures of between 150 and 165 degrees Fahrenheit (around 66–74°C). Hot packs are most effective for chronic conditions such as arthritis, chronic pain, and muscle spasms. When using a hot pack, several layers of towels are required to protect the skin from tissue burns. The hot packs are applied directly to the area that is being treated. Unlike hot packs, which are considered a form of moist heat, fluidotherapy is a form of superficial dry heat. Fluidotherapy is typically used to reduce pain and stiffness in the hand and wrist area. The affected area is placed in the fluidotherapy chamber, and the agitation of small corn husk particles are heated to between 115 and 120 degrees Fahrenheit (46–49°C). Fluid therapy is sometimes used as a desensitization intervention, and has the benefit of allowing active motion during the treatment. Paraffin wax can be an effective choice for use on irregular surfaces like the hand. There are several application techniques, such as dipping, immersion, and brushing. The most common application is dipping, in which the body part (typically the hand) is repeatedly placed within the melted wax (7–12 times) and then wrapped in plastic wrap and towels. Studies on ideal duration of superficial heat modalities are lacking, specifically in regard to effects on range of motion. A recent publication in the Journal of Hand Therapy by Seow and Lim (2026), however, determined that hot pack application durations of 10 or 20 minutes in fluidotherapy and 10–15-minutes did demonstrate significant improvements in wrist Rom (Figure 2.1).


[image: A close up view shows a person hand and lower forearm immersed in a tabletop paraffin bath container, with the hand submerged in melted paraffin during a dipping technique procedure for arthritis.]
Figure 2.1 Dipping Technique for Arthritis Return to text.⏎

33Fluidotherapy and paraffin have both been found to have positive benefits in reducing pain and improving hand function in clients with osteoarthritis (Oncel et al., 2021). Consideration of the use of fluidotherapy and paraffin may be impacted by factors such as cost effectiveness and clinic space as well as the clinical application of allowing active range of motion (Arom) during treatment.

Common superficial cold modalities include ice packs and ice massage. Less common are vapocoolant sprays. Ice packs and ice massage interrupt the cycle of pain and muscle spasms by constricting blood vessels, decreasing cellular metabolism, and slowing nerve impulses. Ice packs are applied to an area for 10 to 20 minutes, with a barrier placed between the skin and the ice pack. Ice massage is applied to a localized area directly on the skin for 5 to 7 minutes (Dykstra et al., 2009). In contrast, vapocoolant sprays are topical refrigerants that are sprayed on the skin, causing a rapid cooling effect. This intervention is most commonly used with spray and stretch techniques on myofascial trigger points. Vapocoolant sprays cause a physiological change in blood flow, tissue oxygenation, and cell metabolism. This reduces nerve conduction velocity in superficial tissue, which subsequently alters pain perception (Shadgan et al., 2015).

Examples of deep thermal modalities include ultrasound and low-level laser therapy. Therapeutic ultrasound can be used for superficial as well as deep tissue treatment depending on the setting. The high-frequency sound waves of ultrasound can be used to penetrate 3–5 centimeters, creating a heat effect for improving blood flow as well as reducing pain. Ultrasound for deep thermal effects is used in more chronic conditions. When using ultrasound, a gel is placed over the treatment area as a coupling agent. The sound head or transducer is moved over the area at specific intensities and durations to achieve the desired result (Chen et al., 2016). Low-level laser therapy (Lllt) is a deep electromagnetic modality that uses cold lasers creating a low-intensity light energy. The electromagnetic energy causes a photochemical reaction in body tissue that can affect tissue repair as well as pain and inflammation. Lllt has been found to be effective for pain with use in the treatment of lateral epicondylitis; however it was not as promising as other modalities in affecting function (Baktir et al., 2018).



Electrotherapeutic Modalities

Electrotherapeutic modalities use forms of electrical current to a desired treatment area for the purpose of decreasing pain and edema, depending on the type of current that is used. Electrotherapeutic modalities can have the benefit of being used simultaneously with other interventions such as Rom of therapeutic activities. These modalities can facilitate a sensory response for modulation of pain and create physiological changes to tissue for the purpose of affecting edema (Bracciano, 2022). Common electrotherapeutic modalities used for pain and edema include transcutaneous electrical nerve stimulation (Tens) and iontophoresis.

Tens is commonly used for pain and is based on the Gate Control theory. Electrodes are placed surrounding the painful area. The electrical current interrupts or blocks pain receptor signals from being sent to the brain. It is also thought that Tens may assist in blocking the brain’s perception of pain by increasing levels of endorphins, which are the body’s natural pain-reducing chemicals. Iontophoresis uses a direct electrical current to push the ions of medications through the skin to targeted tissue. The medications are ordered by a physician or mid-level provider, depending on intent of use. Iontophoresis is sometimes used as an alternative to cortisone injection to reduce pain and inflammation (Bracciano, 2022).



Instrument-Assisted Modalities

Instrument-assisted modalities (Iatm) include vibration, cupping, dry needling, and scraping techniques using steel instruments. The instrument used targets specific tissue such as skin, fascia, and muscle. The choice of Iatm is dependent on the clinical reasoning of the therapist, with goals being to increase mechanical stretch and influence collagen fibers, blood flow, and lymphatic flow. Research has shown that both kinesiology tape and dry needling have benefits in short-term and 34long-term pain relief. Specifically, dry needling has shown improvements in areas of pain management, muscle strength, tendon thickness, and function when used as a therapeutic intervention for lateral epicondylitis (Atlas et al., 2022).

The application of cutaneous vibration using handheld devices can reduce pain by causing vibratory analgesia. Vibration creates a low-intensity mechanical stimulus that is below the threshold of stimulating nociceptors but at a level that inhibits the interneurons. These inhibitory neurons interfere with the process that regulates the neurological signals for pain (Devor, 2025; Hollins et al., 2014). Cupping is the application of negative pressure on the skin with various sized cups. This technique can be effective in releasing fascial tissue and scar tissue to decrease soft tissue adhesions, thus improving mobility and pain. There have been promising results with improving distal sensory awareness and neural pain in carpal tunnel syndrome when incorporating cupping as an intervention (Mohammadi et al., 2019). Another form of negative pressure uses a LymphaTouch® device, which has been shown to reduce both chronic and acute edema, including post-operative edema (Figure 2.2). The negative pressure lifts the dermal layers and opens lymphatic capillaries to help move fluid through the lymphatic system and away from the affected area. It has been shown to be just as effective in some cases as manual lymphatic drainage techniques (Saul et al., 2020).


[image: An exhibit shows a negative pressure LymphaTouch device mounted on a wheeled stand with a display screen, control unit, attached tubing, and treatment applicators arranged on the equipment tray.]
Figure 2.2 Negative Pressure LymphaTouch® Device Return to text.⏎



Splinting and Taping

Splinting is a restorative intervention used in occupational therapy practice to effectively mediate both acute and chronic pain. It is important to note that the American Society of Hand Therapists (www.asht.org) advises that therapists should use the term “orthosis” in documentation. Orthosis is the proper term used by therapists when issuing prefabricated or custom-fabricated 35braces as the term “splint” is reserved for physicians when applying a cast. The proper use of the word orthosis is important for reimbursement purposes.

Static orthoses have a common application for reducing inflammation after trauma, injury, or surgery. Resting injured tissue reduces inflammation without external forces that may compromise healing tissue. Appropriate positioning within an orthosis with appropriate exercises to maintain tissue glide can produce the balance required to reduce pain and inflammation (Skirven et al., 2021).

Static orthoses have applications for use after surgical procedures. For example, static orthosis after Cmcj arthroplasties has a primary purpose of protecting the surgical repair during the acute stages of recovery, as well as controlling inflammation and pain. Static orthoses can also be used to properly position and provide external stability to chronic thumb arthritis, allowing improved pain control with use during meaningful pinch and grip activity (Figure 2.3).


[image: A close up view shows a static and chronic thumb orthosis fitted around the thumb and palm, with fastening straps and support components positioned to stabilize the thumb while leaving the fingers free.]
Figure 2.3 Static and Chronic Thumb Orthoses Return to text.⏎

Kinesiotaping can be used for multiple application purposes. When applied correctly it can lift the dermal layers away from underlying tissue to improve circulation and lymphatic drainage to decrease edema, pain, and inflammation (Miller et al., 2017). Kinesiotape can also regulate sensory receptors in the skin, which can assist in modulating pain signals. When correctly applied to support muscles and stabilize joints, pain and inflammation can be decreased by reducing muscle and joint strain. Kinesiotape, when used in conjunction with exercise, has shown significant promise in short-term and long-term pain relief in clients with hand osteoarthritis (Farhadian et al., 2019).

EdemaWear® is an alternative elastic compression garment that has been shown to be more effective than Tubigrip® in reducing pain and edema by moving fluid from subcutaneous fat. Longitudinal elastic compression follows lymphatic vessels to promote lymphatic drainage in compromised as well as intact lymphatic systems (Sibbald et al., 2020). EdemaWear is showing promise with use in post-operative upper extremity edema, albeit with more research needed. Figures 2.4a and 2.4b demonstrate the EdemaWear application.


[image: An exhibit shows anterior and posterior views of an EdemaWear compression garment covering the hand, wrist, and forearm, with the fingers exposed and the fabric extending from the hand to below the elbow.]
Figure 2.4 EdemaWear: (a) Anterior and (b) Posterior View Return to text.⏎
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Manual Techniques

In the context of occupational therapy, manual techniques utilize therapeutic touch with hands-on therapeutic interventions for the purpose of returning a client to meaningful activity. Manual techniques can be used to address edema, pain, and mobility to improve return to functional activity. These techniques directly affect specific body structures such as joints, muscles, soft tissue, and nerves. Manual techniques used by occupational therapists can include myofascial, edema mobilization, and joint mobilization.

37Myofascial release targets specific areas of fascial restriction to improve mobility and pain. Improved blood flow to the affected area can help reduce inflammation and subsequent pain reactions. Common myofascial release techniques include foam rolling, trigger point release, instrument-assisted soft tissue mobilization (Iastm), Kinesiotaping, dry needling, and positional release techniques (Prt).

Manual edema mobilization (Mem) improves circulation and lymphatic flow for the purpose of edema reduction. These techniques are adapted from manual lymphatic drainage (Mld) and are used on clients who have an intact lymphatic system. These manual techniques include gentle stroking, kneading, and compression along lymphatic pathways. Mem can be implemented for post-surgical edema, after traumatic injuries, as well as for both subacute and chronic swelling (Miller et al., 2017).

Joint mobilization is a manual technique that can be used to reduce pain by improving joint mobility. Occupational therapists can use graded forces to target joints for the purpose of reducing pain and restoring joint mobility. Restoring underlying biomechanical deficits can improve joint range of motion, which in turn can have a positive effect on pain control. In general, lower grades of mobilization or oscillation can be used specifically in relieving joint pain (Nweke et al., 2023).



Range of Motion

Occupational therapists, using range of motion as a restorative technique, can improve functional meaningful activity by addressing pain and edema. Range of motion is categorized as active (Arom), active assisted (Aarom), or passive (Prom). The therapist must correctly apply A/AA/PROM based on principles of bone and tissue healing after injury or surgery to not negatively affect biomechanical and functional outcomes.

Applying range of motion and resistive exercises at appropriate times during recovery can help stimulate the lymphatic system by creating compression of veins and lymphatic vessels to reduce edema (Schwartz et al., 2020). Similarly, gentle Prom can improve proprioceptive input to an area and limit adhesions and stiffness which can cause pain.

Tendon gliding exercises are used after a variety of hand injuries and surgeries to limit adhesions. Passive mobility of the shoulder is commonly used after surgery as a preventative technique for avoiding adhesive capsulitis and subsequent stiffness and pain associated with it. When implementing any range of motion interventions, it is imperative to understand any limitations or precautions imposed by post-operative precautions. Tendon gliding exercises are demonstrated in Figure 2.5.


[image: An exhibit shows three stages of a tendon gliding exercise, illustrating the hand moving from a fully extended starting position to a partially flexed middle position and a flexed ending position to promote tendon mobility.]
Figure 2.5 Tendon Gliding Exercises: (a) Starting Position; (b) Middle Position; (c) Ending Position Return to text.⏎
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Maintenance Programs

Occupational therapists are uniquely adept at helping clients manage and cope with chronic medical conditions including pain and edema so that they can continue to engage in meaningful activity. Biofeedback uses sensors to monitor muscle tension, giving the clients immediate feedback for the purpose of learning how to identify triggers and control responses. Integration of graded motor imagery and relaxation techniques with biofeedback can assist in the management of a variety of pain conditions. Alternative interventions such as Yoga, Reiki, and Tai Chi can promote general wellness and coping strategies using mind–body connection. Appropriate integration of a home exercise program (Hep) is often imperative for long-term success. Remote exercise monitoring capabilities are now becoming more common and can enhance Hep compliance.



Current/Future Considerations

Think in nerve length and layers (Tinll) is a unique approach to treating musculoskeletal pain that addresses muscle imbalance and nerve tension. Tinll assesses the combination of joint alignment, neural tension, and superficial sensory nervous system at each level. It is an approach that combines current interventions of mobilization with movement, Kinesiotaping and neuro reeducation principles for reducing pain (Taylor & Wolff, 2021). This innovative approach warrants continued and ongoing research.





Restorative Techniques for Range of Motion

The role of occupational therapy in assessing and restoring range of motion should be based on improving function for meaningful activity. The occupational therapist uses assessments and intervention strategies that focus on effective functional performance within the context of social, cultural, and physical boundaries.

Restorative interventions are implemented through all phases of injury and illness. Successful management of a joint’s range of motion can influence a client’s ability to maintain or resume functional mobility, and is therefore considered a foundational skill within the context of this chapter.

Range of motion assessments quantify and systematically evaluate the amount and quality of movement. The use of a goniometer can provide important objective and measurable information on flexibility in determining the extent to which a joint is able to move. Functional range of motion assessments provide information on the capacity for usable range of motion, not necessarily full range of motion. Functional range of motion can assist in developing comprehensive use of interventions by determining whether there is enough mobility to be able to complete daily tasks such as reaching and lifting. The quality of range of motion should also be included in a therapist’s assessment. Quality can help determine muscle fatigue and potential underactive and overactive muscles that can lead to compensatory movement patterns affecting overall mobility and pain. Rom measurements and assessments are also important components in determining the effectiveness of intervention strategies when completing reassessments. The OT’s effective assessment and management of Rom can therefore influence independence. Loss of independence can negatively affect mental health and community and social engagement.


Definitional Analysis

The Aota (2020) Framework document considers range of motion as an essential client factor in influencing the ability to participate in daily activities and occupational performance. In other words, it considers Rom as a function of the mobility and stability of joints. The therapist must therefore have a comprehensive understanding of joint motion and function to properly apply Rom as a restorative technique.

39Rom is influenced by the function of the joint and whether the purpose is to provide stability, mobility, or a combination of both. This definition is classified by the joint being labeled as synarthrosis, amphiarthrosis, or diarthrosis. Synarthrosis joints offer no motion and provide structural support, while amphiarthrosis joints allow limited motion and a mix of joint stability and mobility. In contrast, diarthrosis joints allow free motion in specific planes, and are most impacted by Rom as a biomechanical intervention affecting functional use (Juneja et al., 2024).

Diarthrosis joints have a synovial membrane that lubricates and protects the joint. There are six types of synovial joint that the therapist should familiarize themselves, namely: ball and socket, hinge, condyloid, pivot, planer, and saddle joints. The elbow is an example of a hinge joint that allows unidirectional motion through articulation of the humerus with the radius and ulna. The shoulder is a ball and socket joint that allows multidirectional mobility. Thumb carpometacarpal (Cmc) joint arthritis is a common condition seen both conservatively and post-operative. This is considered a saddle joint that allows multidirectional motion, but cannot twist or rotate (Juneja et al., 2024).

In considering the use of restorative techniques such as manual therapy in preparation for improving Rom, the therapist should have knowledge of the quality of joint motion. This can be determined through Prom based on the end feel of the joint. Common abnormal end feels include capsular, empty, and hard/bony. A capsular end feel is a specific pattern of Rom limitations that will indicate which section of the joint capsule is restricting the motion. For example, a capsular pattern is indicated if passive elbow flexion is more limited than extension. A capsular pattern would determine the force and the direction of joint mobilizations as a restorative technique for increasing elbow flexion to improve the functional ability of completing hand-to-mouth functions (Physiopedia, 2025).



Modes of Injury and Classification

Range of motion deficits can be caused by joint condition, injuries, surgeries, infections, and neurological issues. Other conditions such as sepsis, autoimmune diseases, and obesity can also influence the amount and quality of joint mobility.

Joint conditions can additionally be influenced by arthritis, causing joint stiffness and pain, as well as by fibrosing disorders such as Dupuytren’s contracture. Congenital issues such as torticollis can limit cervical Rom. Consideration of progression and type of Rom is necessary based on the underlying cause of the deficit. For example, acute arthritic conditions may respond less favorably to passive range of motion.

Injuries to muscles, ligaments, and tendons as well as bone fractures and joint dislocations can limit Rom secondary to pain, stiffness, or limitations influenced by surgical procedures. Peripheral nerve injuries can create muscle imbalances and joint contractures affecting functional range of motion. For example, a lower ulnar nerve injury can create muscle imbalances that negatively impact grip and pinch. The implementation of appropriate Rom after injury and surgery is often dictated by surgical precautions and principles of bone and tissue healing. For example, a therapist would want to avoid shoulder Rom of combined external rotation and abduction with acute or post-operative anterior shoulder dislocations to allow appropriate tissue healing.

Infections to soft tissue and bone can create inflammation and pain, negatively affecting motion. Clinicians should be aware of the nature and acuteness of infections for appropriate time frames in initiating Rom.

Occupational therapists must also consider the influence of neuromuscular conditions such as cerebral palsy and neurological conditions such as traumatic brain injury and stroke in which tone may impact Rom.



Restorative Techniques: Biomechanical Frame of Reference

Occupational therapists under the biomechanical frame of reference address Rom deficits using a variety of restorative techniques. Methods typically included within the biomechanical 40frame to improve Rom include Pams and mechanical and manual techniques, as well as static, dynamic, or static progressive orthosis.


Range of Motion

When used as a restorative technique, Rom can be designated as Prom, Aarom, and Arom. Each type is chosen to address various physical deficits without causing further damage, with the goal of improving functional use with daily activities.

Prom is the use of an outside force to move the joint, either with a mechanical device such as a Continuous Passive Motion (Cpm) machine or manually by a therapist. Prom can be used to improve motion in a joint that has become stiff from immobility and inactivity, and is a common restorative technique for adhesive capsulitis of the shoulder. Prom is also used in some post-operative protocols, such as tendon repairs in the hand. In the case of tendon repairs, Prom is introduced in the early stages of healing to prevent adhesions while concurrently protecting the surgical repair.

Aarom involves moving a joint with partial assistance from an occupational therapist or devices such as pulleys, L-bars and canes. Aarom is commonly implemented in cases of pain and weakness. It is also initiated at specific stages of surgical recovery based on surgeons’ protocols and principles of tissue and bone healing.

Arom involves voluntary movement via contractions of a muscle to move a joint. This is completed without the assistance of a device or therapist. When initiating Arom, the therapist should be acutely aware of the quality of motion. Modifications to Arom should be implemented in cases of muscle fatigue or weakness in which the quality of motion is impacted. For example, consideration should be given to modifying exercises to a gravity eliminated position if compensatory strategies are noted with active movements against gravity.



Splinting

Mobilization orthoses include dynamic, static, and static progressive designs, and can be custom made or prefabricated. They are used for the purpose of regain Prom or maximizing available Rom. Mobilization orthosis can be custom fabricated using low-temperature thermoplastic material, casting material, or neoprene-based products. Commercial devices that are fitted to clients are also available. Examples of low-load prolonged stretch devices are not limited to SaeboFlex and Jas.

Dynamic orthosis uses springs or elastic components to provide a low-load prolonged stretch to tissue for the purpose of tissue remodeling to achieve Rom in post-trauma hand stiffness and contractures (Glasgow et al., 2011). These devices can also be used to improve function by positioning the hand appropriately in instances of muscle imbalance caused by nerve injuries such as radial nerve palsy.

Non-elastic components are used in static progressive orthosis to apply a force to the joint, typically at the joint’s end range. As Prom improves, progressive changes to the joint position can be achieved. Static progressive orthosis holds a joint at its end range for a prolonged period of time with the purpose of increasing tissue length. Static progressive orthosis is commonly used for contractures of the proximal interphalangeal joint (Pipj) and wrist flexion contractures. Orficast® material and plaster of Paris are commonly used by occupational therapists for this purpose, specifically for Pipj flexion contractures.

Casting Motion to Mobilize Stiffness (Cmms) is a treatment technique initially developed by occupational therapist and certified hand therapist Judy Colditz to treat stiffness in the hand by using plaster of Paris casting. The technique involves immobilizing specific joints so that active muscle forces are redirected to the stiff joints. Repetition within the cast repatterns the motor cortex and reduces swelling and stiffness. In recent years, Robyn Midgley OTR/L, Cht published 41several research articles citing the effectiveness of this technique in regaining motion for the stiff hand (e.g., Midgley, 2016).



Physical Agent Modalities

Physical agent modalities are used by occupational therapists as a preparatory method for restorative Rom techniques. Electrotherapeutic modalities such as Tens and Interferential Current (Ifc) therapy modulate pain for improved tolerance of Rom. Neuromuscular Electrical Stimulation (Nmes) and Functional Electrical Stimulation (Fes) improve strength and control through muscle stimulation to improve Rom and functional activity.

Thermal modalities such as moist heat packs, paraffin baths, and fluidotherapy are the most used methods in preparation for Rom interventions. As previously stated, thermal modalities can improve tissue elasticity, increase blood flow, relax muscle, and reduce stiffness. Continuous therapeutic ultrasound as a preparatory method for Rom continues to be debated in the literature. It is the occupational therapist’s responsibility to use current best practice/research in determining the effectiveness of ultrasound for various conditions.



Manual Techniques

Manual techniques can be used as preparatory methods for restorative Rom interventions. Joint mobilizations and myofascial release techniques address joint, muscle, and soft tissue restrictions to improve Rom.

Muscle energy techniques (Met) use the client’s own muscle contractions to facilitate movement and increase joint mobility. It requires active muscle contractions and is based on the concepts of Autogenic Inhibition and Reciprocal Inhibition. Autogenic Inhibition involves submaximal muscle contraction followed by stretching of the same muscle. In contrast, Reciprocal Inhibition involves a submaximal muscle contraction followed by stretching of the opposing muscle. Muscle energy techniques have been shown to be effective in applications for shoulder tightness in gaining Rom for overhead use (Moore et al., 2011).



Maintenance Programs

Maximizing the benefits of restorative Rom is often consistent with compliance and carryover of a home exercise program. Home exercise programs are unique to each individual as they should target specific movement deficits and functional goals. HEPs should be simple, meaningful, flexible, and easily integrated into a client’s daily routine. Most HEPs are created digitally using and app or a website. MedBridge, HEP2Go, and HEPBuilder are some common Hep software programs in therapy clinics.





Restorative Techniques for Strength

The role of occupational therapy in assessing and restoring strength is interdependent with Rom strategies for improving engagement in meaningful activity. A joint that is flexible and strong will generally have greater freedom of movement and improved movement efficiency. Deficits to Rom can limit the effectiveness of strengthening interventions, whereas stronger muscles can improve and maintain Rom gains through joint support. The occupational therapist uses strength assessments and interventions that focus on effective functional performance.

Restorative interventions for strength are implemented through various phases of injury and illness. Successful implementation of strengthening techniques can influence the ease, efficiency, and control of Rom, therefore significantly impacting the ability to engage in functional activity. Activities such as climbing stairs and lifting involve a combination of force, power, and balance 42requiring appropriate strengthening interventions. Strength used for the purpose of stabilizing joints and improving balance can allow clients to maintain independence by reducing fall risks. The appropriate use of strengthening techniques can also influence endurance for walking, carrying groceries, and returning to functional activities.

It is important for the occupational therapist to understand different approaches to strengthening and how they influence endurance, agility, speed, balance, and function. Strength interventions such as plyometrics, body weight exercises, resistance bands, weight machines, and free weights are implemented with the purpose of improving function. Effective management of strength can ultimately influence safety and independence, preserving community and social engagement.


Definitional Analysis

The American Occupation Therapy Association Framework considers strength as an essential client factor in influencing an individual’s ability to participate in daily activities and occupational performance (AOTA, 2020). It considers strength to be specific for neuromuscular- as well as movement-related functions of the body, and further classifies strength as a function of muscle power. Strength is a foundational skill for promoting successful engagement in meaningful occupations such as walking, grocery shopping, and gardening. It is therefore important for the occupational therapist to understand and apply appropriate strength assessments for relevance of strength as a restorative technique.



Modes of Injury and Classification

Strength deficits can occur from both peripheral and central nervous system injuries. Occupational therapists must understand the cause of muscle weakness to provide appropriate restorative techniques for functional improvements. Peripheral nerve injuries primarily occur from a direct injury to the nerve by stretch, laceration, or compression. Specific strength deficits are associated with the muscles directly innervated by a specific nerve. In contrast, central nervous system injuries often involve widespread motor impairments, and may be impacted by tone and coordination or proprioceptive deficits.

Peripheral nerve injuries generally have a good capacity for regeneration and return of strength. Return of strength after a peripheral nerve laceration with surgical correction is generally a slow process that involves regeneration of the nerve for muscle reinnervation. Initial interventions may include appropriate orthosis to position and protect the nerve repair for future implementation of strengthening techniques. The therapist should also be aware of surgical procedures such as tendon transfers that can be used to restore function by moving a muscle tendon unit for a desired motion (Hentz, 2019). In cases of tendon transfer after peripheral nerve injuries, strength training must take a graded approach that includes training the muscle to act in a different capacity.

Injuries to the central nervous system—such as cerebral vascular accident (Cva), spinal cord injury (Sci), and traumatic brain injury (Tbi)—can also lead to strength deficits.
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