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ORIGINAL ARTICLE

Exploring occupation-based practice among occupational therapists in
hospitals and rehabilitation institutions

Maren Høgblad Aasa and Tore Bonsaksenb,c

aDepartment of Occupational Therapy, Prosthetics and Orthotics, Faculty of Health Sciences, OsloMet – Oslo Metropolitan University,
Oslo, Norway; bDepartment of Health and Nursing, Faculty of Social and Health Sciences, Inland Norway University of Applied
Sciences, Elverum, Norway; cDepartment of Health, Faculty of Health Studies, VID Specialized University, Sandnes, Norway

ABSTRACT
Background: While occupational therapists value occupation-based practice, they appear to
spend less time on this approach and more time on impairment-based practices. Several barriers
are reported for the occupation-based approach.
Aim: To explore different aspects of occupation-based practice among occupational therapists
working in hospitals and rehabilitation institutions, and to examine associations between socio-
demographic factors, barriers, and occupation-based practice.
Materials and methods: A cross-sectional survey was conducted. Participants were occupational
therapists working in hospitals and rehabilitation institutions in Norway. The data were analysed
with descriptive statistics and logistic regression.
Results: The therapists (n¼ 124) valued occupation-based practice and reported using it fre-
quently and to a large extent. Relatively small proportions of their practice (26% assessments
and 38% interventions) were classified as occupation-based. Lack of time, space and equipment
were reported as large barriers. Lack of time and lack of equipment were associated with low
self-reported level of occupation-based practice.
Conclusions: The participants valued occupation-based practice, while the reported assessment
and intervention methods were mainly not occupation-based. Several barriers were reported,
and some were associated with less use of occupation-based practice.
Significance: The results can be used to raise awareness of occupational therapists’ use of occu-
pation-based practice and barriers to this approach.
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Introduction

In hospitals and rehabilitation institutions, there may
be a tension between practice based on a medical
approach and practice based on a more holistic, occu-
pation-based perspective. The medical model appears
to be dominant, and the use of an occupation-based
practice is thus perceived as challenging [1–4]. Some
authors have argued that the role and purpose of
occupational therapy may be lost in the acute setting
[5]. In recent years, there has been discussion about
whether occupational therapists have moved away
from using occupation as a means to achieve desired
patient outcomes [6]. For example, it has been argued
that occupational therapists in hospitals tend to use a
medical approach focussing on bodily functions,
rather than an occupation-based approach [5,7].
Impairment-focussed practice is commonly referred

to as the bottom-up approach, where the therapist
considers problems in underlying bodily or psycho-
logical functions (e.g. strength or memory) as possibly
causing the patient’s challenges in daily activities [8].
A logical consequence of using an impairment-based
model of practice is to target the suggested underlying
dysfunctions in interventions.

Several occupational therapists have advocated a
different perspective on people’s daily life challenges.
In fact, while discussing the impairment-based model,
Wilding and Whiteford [9] suggested that
‘philosophically, theoretically and practically, occupa-
tional therapy does not fit at all well with medicine’s
philosophy, theory and practice’. They argued that the
focus of the medical model is about curing illness and
injury, while the focus of occupational therapy is
about engaging people in occupation.
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In line with the latter perspective, occupation-based
practice places occupation at the core, both as the
intervention and as the desired outcome of the inter-
vention [2]. The term occupation-based practice does
not have a universally accepted definition. However,
Fisher and Marterella [8] have defined it as evalua-
tions or interventions where the occupational therap-
ist actively engages their patients in a ‘real’ task
performance that is personally relevant. Any evalu-
ation method that does not involve an observation of
the patient engaged in an occupation is not consid-
ered occupation-based. Thus, according to Fisher and
Marterella, interviews, questionnaires, evaluations of
the environment, and decontextualized tests of under-
lying body functions are not occupation-based practi-
ces. Their definition is used as a basis for the
understanding of occupation-based practice in
this study.

The literature has shown scientific support for the
use of occupation-based therapy. Occupation-based
occupational therapy has been found to improve
stroke patients’ general health, emotional roles [10]
and occupational performance in daily activities [11].
A literature review also found that engagement in
meaningful activities enhanced health and well-being,
while it also stimulated the neurological system [12].
A meta-analysis additionally suggested that occupa-
tion-based cognitive rehabilitation is beneficial for
improving daily functioning and psychosocial func-
tions in traumatic brain injury patients [13].

As demonstrated from previous studies, most occu-
pational therapists have been found to report benefits
from using occupation in treatment [1,7,14–16].
However, daily use of occupation-based assessment
and treatment methods appears to occur infrequently
among them [7]. A study by Lloyd et al. [17] showed
that occupational therapists spent 34% of their time
on occupation-based interventions. Comparably,
Colaianni and Provident [14] reported from the hand
therapy setting that occupational therapists spent a
lower percentage of their time engaging clients in
occupation-based interventions (21–30%), and a
higher percentage of their time engaging clients in
rote exercise (41–50%). Munin et al. [18] discovered
that almost half of the reported interventions aimed
at strengthening the limbs were performed through
exercise. Similarly, Mulligan et al. [2] found that the
vast majority (86%) of participants agreed that their
interventions should directly address the patients’
occupational needs, and 73% responded that they
always or often used occupation-based practice.
However, while examining their assessment practice,

only 22% of the stated assessment methods reflected
this view and were classified as occupation-based,
while 44% were classified as an assessment of body
functions. In Mulligan et al.’ study, therapists with
longer experience tended to work more occupation-
based than more inexperienced therapists. In a scop-
ing review by Murray et al. [19] hardly any evidence
was found that occupational therapists practiced occu-
pation-based in the acute hospital setting. In sum-
mary, while occupational therapists have been found
to share positive attitudes regarding occupation-based
practice, their attitudes seem to have a limited impact
on their actual practice.

In the literature, various barriers to implementing
occupation-based practice in hospitals and rehabilita-
tion institutions have been highlighted. Hospital
departments have been perceived as artificial, with
limited space and resources to engage patients in
occupation [5,17,20]. Lack of time to practice occupa-
tion-based was shown to be a barrier due to the high
volume of patients and the perception that it took too
much time, compared with body function training
[17,21]. Furthermore, the multidisciplinary teams’ atti-
tudes towards the importance of occupation have been
identified as a barrier [21], and referrals from other
professions that focus on the patients’ impairment
may limit the occupational therapists’ focus on occu-
pation [20,22]. In the hand therapy setting, treatment
restrictions and protocols have been identified as bar-
riers [14]. Another barrier is the occupational thera-
pists’ attitudes towards occupation-based practice, as
some report lack of imagination, effort and experience
to engage their patients in occupation as they were
more familiar with practices targeting body functions
[17,23]. Lastly, the patient’s point of view and percep-
tion of what occupational therapy is, and what they
should do in occupational therapy sessions, has been
perceived as a barrier in several studies [14,17,21].

In summary, previous research has shown that
occupation-based practice is a valued approach
amongst occupational therapists. Nonetheless, occupa-
tional therapists are inclined to use a medical
approach with a focus on body functions, rather than
an occupation-based approach. As a result, there may
be a tension between occupational therapists’ occupa-
tion-based mindset, and their practices, which are
often targeting their patients’ bodily functions. An
exploration of the current practices in the hospital
and rehabilitation setting can provide useful informa-
tion about the use of, and attitudes towards, occupa-
tion-based practice. Moreover, it can inform about
barriers for occupation-based practice as perceived

2 M. H. AAS AND T. BONSAKSEN



among occupational therapists, and how such barriers
are related to their occupation-based practice. Studies
linking barriers with actual practices are cur-
rently lacking.

Study aim

The aim of this study was to explore three aspects of
occupation-based practice among occupational thera-
pists working in hospitals and rehabilitation institutions:
their attitudes towards occupation-based practice, their
use of it and their perceived barriers for implementing
it. Further, the study aimed to examine associations
between sociodemographic factors, work experience,
reported barriers and occupation-based practice.

Materials and methods

Design

This study had a cross-sectional explorative design
based on survey methodology.

Participants and procedure

Eligible participants were occupational therapists
employed at hospitals or rehabilitation institutions in
Norway. The survey took place in the beginning of
2021. On behalf of the project group, contact persons
at hospitals and rehabilitation institutions were asked
to forward an e-mail with the survey to occupational
therapists employed at their site. Although it is diffi-
cult to know precisely how many therapists received
the link, it was estimated that approximately 470
occupational therapists received the link, based on
information provided from the contact persons. The
survey was closed after three weeks, and all data were
transferred to the project group.

The survey tool

A survey was developed specifically for this study. The
survey was designed inspired by previous research
[2,7] and Fisher and Marterellas’s theory of occupa-
tion-based practice [8]. A draft questionnaire was set
in ‘Nettskjema’, an electronic survey programme. Six
selected occupational therapists working in hospital
and rehabilitation settings agreed to pilot the elec-
tronic survey. Based on their feedback, the question-
naire was revised and finalized. The questionnaire
contained information about what was meant with the
terms ‘occupation’ and ‘occupation-based’. The final

version of the questionnaire consisted of the questions
as outlined below.

Sociodemographics

We collected demographic information: age, gender,
highest completed education (bachelor’s degree, bach-
elor’s degree with further education, master’s degree
and doctoral degree), years of experience and area of
practice (general health, occupational health, paediat-
ric health, geriatric health, public health, mental
health and somatic health).

Attitudes towards occupation-based practice

The questionnaire included four statements about
attitudes. The statements were ‘I think occupation-
based practice is important’, ‘the use of occupation-
based practice is valued by my colleagues’, ‘the use of
occupation-based practice is valued by the administra-
tion where I work’ and ‘I think all occupational ther-
apy practices should contain occupation-based
practice’. The response categories were ‘strongly dis-
agree’, ‘slightly disagree’, ‘neutral’, ‘slightly agree’ and
‘strongly agree’.

Assessment and intervention practices

The participants were asked ‘which five assessment
methods do you use most frequently in your work-
day?’, with five open spaces where they could respond
as they wished. Then they were asked ‘how often do
you conduct assessment methods where the patient is
engaged in an occupation?’ with the response catego-
ries ‘every working day’, ‘weekly’, ‘monthly’ and ‘less
often than monthly’. The next question was ‘to
what extent do you think that the assessment meth-
ods you use are occupation-based?’ with the response
categories ‘not occupation-based’, ‘slightly occupation-
based’, ‘quite occupation-based’ and ‘very occupation-
based’. The participants were asked if they conducted
interventions in their workday. If their answer was
‘yes’, the same questions and response categories as
with assessments were repeated, changing
‘assessments’ with ‘interventions’. If the respondents
answered ‘no’ they automatically skipped the ques-
tions regarding interventions.

Barriers for occupation-based practice

A question about barriers followed: ‘To what extent
are the following barriers an obstacle for occupation-
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based practice in your workday?’, the barriers listed
are ‘lack of time to plan’, ‘lack of time to conduct’,
‘lack of time to document’, ‘lack of space’, ‘lack of
equipment’, ‘other professions do not value it’,
‘occupational therapy colleagues do not value it’, ‘own
inadequate skills’, ‘restrictions from guidelines and
procedures’ and ‘the patients’ lack of understanding
of the purpose’. The response categories were ‘not a
barrier’, ‘small barrier’, ‘quite large barrier’, ‘large bar-
rier’ and ‘very large barrier’.

Data analysis

Responses to the open-ended questions regarding
which five assessment and intervention methods the
participants used most frequently were divided into
categories. First, the categories were formulated after
studying the content of the responses. Second, Fisher
and Marterella’s [8] definition of what an occupation-
based assessment or intervention should contain was
used when categorizing the responses as
‘occupation-based’.

The quantitative data were analysed descriptively,
using frequencies and percentages for categorical vari-
ables and means and standard deviations for continu-
ous variables. As a preliminary step in the logistic
regression analysis, the dependent variables were
dichotomized from an ordinal scale: responses indi-
cating ‘very’ and ‘quite’ occupation-based were
recoded to represent ‘high level of occupation-based
practice’ whereas responses indicating ‘slightly’ and
‘not’ were recoded to represent ‘low level occupation-
based practice’. The education level variable was
dichotomized, representing bachelor’s degree versus
higher (the latter category including further educa-
tion, master’s degree and doctoral degree). Single and
multiple logistic regression analyses were used to
examine the associations between demographic varia-
bles, work experience, perceived barriers for occupa-
tion-based practice and the level of occupation-based
practice in assessments and interventions. Separate
analyses were performed for assessment and interven-
tion, respectively. The strength of associations (effect
sizes) was reported as odds ratio (OR), with 95% con-
fidence interval (CI) calculated for the OR. An OR
below 1 indicates reduced odds for ‘high level of
occupation-based practice’, whereas an OR above 1
indicates increased odds. The significance level was
set at p< 0.05. Data were analysed using SPSS version
27 (IBM Corp., Armonk, NY) [24].

Ethics

Approval for the study was obtained from the
Norwegian Centre for Research Data (project number
174,813). Participants were informed that participa-
tion was voluntary and that their responses would be
treated confidentially. Informed consent to participate
was collected electronically as a part of the survey.

Results

Participant demographics

A total of 124 surveys were completed. Based on an
estimated eligible sample of 470 occupational therapists,
the response rate was approximately 26%. In the sample,
the mean age was 40.6 years (SD¼ 11.3) and 111
(89.5%) were women. There were 98 (79%) occupational
therapists working in somatic health and 77 (62.1%) of
the participants had at least one year of further educa-
tion after completing a bachelor’s degree. The average
length of work experience was 15.5 years (SD¼ 10.3).
The sample characteristics are displayed in Table 1.

Attitudes towards occupation-based practice

As presented in Table 2, 90 (72.6%) of the participants
strongly agreed that occupation-based practice is import-
ant. There were 73 (58.9%) participants that strongly
agreed to the statement that all occupational therapy prac-
tices should contain occupation-based practice. Half of the
participants (90) strongly agreed that the use of occupa-
tion-based practice is valued by their colleagues. Only 39
(31.5%) of the participants strongly agreed that occupa-
tion-based practice is valued by the administration.

The use of occupation-based practice

Table 3 shows the distribution of how often the par-
ticipants performed assessments or interventions

Table 1. Sample characteristics (n¼ 124).
Characteristics n (%)

Gender
Female 111 (89.5)
Male 13 (10.5)

Age (mean, SD) 40.6 (11.3)
Education
Bachelor’s degree 47 (37.9)
Further education after bachelor’s degree 77 (62.1)

Area of practice
Public health 5 (4.0)
Children’s health 2 (1.6)
Elderly health 14 (11.3)
Mental health 5 (4.0)
Somatic health 98 (79.0)

Years of work experience (mean, SD) 15.5 (10.3)
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where the patient is engaged in an occupation. With
regard to assessment methods, 94 (75.8%) of the
occupational therapists responded that they used
assessment methods where the patient is engaged in
an occupation every working day or weekly. With
regards to interventions, 94 (84%) responded that
they performed interventions where the patient is
engaged in an occupation every working day
or weekly.

Table 4 shows the distribution of the participants’
attitudes towards their use of occupation-based assess-
ment and intervention methods. With regards to
assessment methods, 80 (64.5%) of the participants
responded that they think the assessment methods
they use are very or quite occupation-based. With
regards to intervention, 91 (81.3%) of the occupa-
tional therapists responded that the interventions they
perform are very or quite occupation-based.

The extent to which respondents engaged in occu-
pation-based practices was then inferred from the spe-
cific assessment and intervention methods reported by
the occupational therapists. With regards to assess-
ments, the responses were divided into the following
categories: ‘underlying functions’ which included
assessments of body-, cognitive- and mental functions,
‘interviews or questionnaires’ which included assess-
ments with a focus on occupation or the environment,
‘occupation-based’ assessments where the patient is

engaged in a meaningful occupation according to the
theory of Fisher and Marterella [8], and lastly ‘other’
which included responses that could not be categorized
due to lack of context and responses not reporting an
assessment method. Figure 1 shows the distribution of
assessment methods within these categories. The par-
ticipants reported 567 assessment methods.

With regard to interventions, the responses were
divided into the following categories: ‘underlying
functions’ which included rote practice/exercise of
underlying functions, ‘therapeutic guidance or conver-
sations’, e.g. guidance in occupational balance or
ergonomics, ‘adaptation of the environment’, e.g.
wheelchairs or home adaptions, ‘occupation-based’
interventions where the patient is engaged in a mean-
ingful occupation according to the theory of Fisher
and Marterella [8], and ‘other’ which contained
responses that could not be categorized due to the
same reasons as described for assessments. Figure 2
shows the distribution of interventions within these
categories. The participants reported 471 interven-
tion methods.

Barriers for the use of occupation-based practice

The participants were asked to what extent several
factors served as barriers to occupation-based

Table 2. Attitudes towards occupation-based practice (n¼ 124).

Items

Strongly
disagree
n (%)

Slightly
disagree
n (%)

Neutral
n (%)

Slightly
agree
n (%)

Strongly
agree
n (%)

I think occupation-based practice is important 9 (7.3) 1 (0.8) 1 (0.8) 23 (18.5) 90 (72.6)
The use of occupation-based practice is valued by my colleagues 1 (0.8) 8 (6.5) 9 (7.3) 44 (35.5) 62 (50.0)
The use of occupation-based practice is valued by the administration where I work 2 (1.6) 6 (4.8) 32 (25.8) 45 (36.3) 39 (31.5)
I think all occupational therapy practices should contain occupation-based practice 2 (1.6) 1 (0.8) 11 (8.9) 37 (29.8) 73 (58.9)

Table 3. Frequency of use of occupation-based methods.
How often do you use methods
where the patient is engaged in
an occupation?

Assessment
(n¼ 124)
n (%)

Intervention
(n¼ 112)
n (%)

Every working day 35 (28.2) 48 (42.9)
Weekly 59 (47.6) 46 (41.1)
Monthly 12 (9.7) 8 (7.1)
Less often than monthly 18 (14.5) 10 (8.9)

Table 4. Attitudes towards the use of occupation-
based methods.
To what extent do you believe
the methods you are using
are occupation-based?

Assessment
(n¼ 124)
n (%)

Intervention
(n¼ 112)
n (%)

Very 29 (23.4) 29 (25.9)
Quite 51 (41.1) 62 (55.4)
Slightly 37 (29.8) 18 (16.1)
Not 7 (5.6) 3 (2.7)

Underlying 
func�ons

42%

Interviews or 
ques�onnaires

30%

Occupa�on-based
26%

Other
2%

ASSESSMENTS USED BY 
OCCUPATIONAL THERAPISTS

Figure 1. The distribution of assessment methods stated as
the five most frequently used (n¼ 124).
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practice. See Table 5 for an overview of how the
responses were distributed. The barriers with the
most responses in the ‘large barrier’ and ‘very large
barrier’ categories were ‘lack of time to conduct’, ‘lack
of space’ and ‘lack of equipment’. Conversely, most
participants (n¼ 109, 87.9%) responded that
‘occupational therapy colleagues do not value it’ was
not a barrier.

Factors associated with occupation-based practice

None of the sociodemographic variables were found to
be associated with occupation-based practice, conse-
quently these variables were excluded from the
adjusted analysis. Table 6 shows the associations
between the independent variables and a high level of
occupation-based assessment practice. With regards to
assessment methods, when running the logistic regres-
sion with all predictors included, higher perceived lev-
els of the barrier ‘other professions do not value it’ was
associated with a higher likelihood of occupation-based
assessment practice (OR: 2.03, p¼ 0.04). Perceiving
‘lack of time to conduct’ to be a more important bar-
rier was associated with lower likelihood of occupa-
tion-based assessment practice (OR: 0.43, p¼ 0.004).

Factors associated with high level of occupation-
based interventions are shown in Table 7. Regarding
interventions, when adjusting for other predictors,
perceiving more barriers related to lack of equipment
(OR: 0.33, p¼ 0.01) was associated with lower likeli-
hood of occupation-based intervention practice.

Underlying
func�ons

22%

Therapeu�c
guidance or

conversa�ons
24%

Occupa�on-based
38%

[CATEGORY
NAME]

[PERCENTAGE]

Other
10%

INTERVENTIONS USED BY 
OCCUPATIONAL THERAPISTS

Figure 2. The distribution of intervention methods stated as
the five most frequently used (n¼ 112).

Table 5. The distribution of reported barriers for occupation-based practice (n¼ 124).

Items
Not a barrier

n (%)
Small barrier

n (%)
Quite a large barrier

n (%)
Large barrier

n (%)
Very large barrier

n (%)

Lack of time to plan 25 (20.2) 52 (41.9) 34 (27.4) 12 (9.7) 1 (0.8)
Lack of time to conduct 17 (13.7) 40 (32.3) 41 (33.1) 18 (14.5) 8 (6.5)
Lack of time to document 32 (25.8) 60 (48.4) 24 (19.4) 7 (5.6) 1 (0.8)
Lack of space 25 (20.2) 39 (31.5) 28 (22.6) 21 (16.9) 11 (8.9)
Lack of equipment 25 (20.2) 51 (41.1) 18 (14.5) 19 (15.3) 11 (8.9)
Other professions do not value it 65 (52.4) 43 (34.7) 7 (5.6) 8 (6.5) 1 (0.8)
Occupational therapy colleagues do not value it 109 (87.9) 11 (8.9) 3 (2.4) 0 (0.0) 1 (0.8)
Own inadequate skills 70 (56.6) 45 (36.3) 7 (5.6) 2 (1.6) 0 (0.0)
Restrictions from guidelines and procedures 67 (54) 40 (32.3) 14 (11.3) 3 (2.4) 0 (0.0)
The patient’s lack of understanding of the purpose 42 (33.9) 56 (45.2) 20 (16.1) 3 (2.4) 3 (2.4)

Table 6. Associations with a high level of occupation-based assessment practice (n¼ 124).

Independent variables

Unadjusted Adjusted

OR 95% CI p OR 95% CI p

Female gender 1.65 0.52–5.25 0.40 – – –
Age 1.01 0.98–1.04 0.54 – – –
Length of experience 1.01 0.98–1.05 0.51 – – –
Higher education 1.41 0.67–3.00 0.37 – – –
Lack of time to plan 0.95 0.64–1.42 0.80 1.55 0.81–2.97 0.19
Lack of time to conduct 0.69 0.49–0.98 0.03� 0.43 0.24–0.77 0.004��
Lack of time to document 0.92 0.60–1.40 0.70 1.40 0.74–2.62 0.30
Lack of space 0.97 0.72–1.31 0.84 1.47 0.84–2.57 0.18
Lack of equipment 0.86 0.64–1.16 0.34 0.80 0.45–1.43 0.45
Other professions do not value it 1.21 0.79–1.86 0.39 2.03 1.03–4.03 0.04�
Occupational therapy colleagues do not value it 0.74 0.38–1.45 0.38 0.58 0.21–1.61 0.29
Own inadequate skills 1.09 0.63–1.89 0.77 1.04 0.53–2.04 0.92
Restrictions from guidelines and procedures 0.61 0.38–0.98 0.04� 0.51 0.26–1.01 0.05
The patient’s lack of understanding of the purpose 0.98 0.65–1.47 0.92 0.84 0.50–1.41 0.50
Adjusted model parameters – – – – – –

Model fit – – – – p< 0.05 –
Cox Snell R2 – – – – 13.8% –
Nagelkerke R2 – – – – 19.0% –

The dependent variable is self-reported high level of occupation-based practice in assessments. Higher education is having at least one year of further
education after completing a bachelor’s degree. Listed barriers are for the use of occupation-based practice.��p < 0.01; �p < 0.05.
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Discussion

The study found that the occupational therapists self-
reported a high level of occupation-based practice.
However, when examining the specific assessment
and intervention methods reported, only 26% of the
assessments and 38% of the interventions were classi-
fied as occupation-based. Lack of time, lack of space
and lack of equipment were considered prominent
barriers to occupation-based practice, and the lack of
time and equipment were found to be significantly
associated with self-reported occupation-
based practice.

In this survey, 76% answered that they used occu-
pation-based assessments daily or weekly. This is
similar to the results reported by Grice [7], whose
findings showed that 77% answered likewise. In our
survey, it was also found that 64.5% of the partici-
pants responded that they think the assessment meth-
ods they use are very or quite occupation-based. By
examining the stated assessment methods, it was
found that only 26% of the assessment methods men-
tioned were occupation-based while 42% of the meth-
ods were related to underlying functions. This is
similar to the findings in Mulligan et al. [2] which
showed that of the assessments methods mentioned,
22% were categorized as occupation-based and 44%
as impairment-based. Studies by Alotaibi et al. [25]
and Robertson and Blaga [26] also reported that most
assessments used by occupational therapist focussed
on bodily functions. The lack of availability [7,25],
and lack of knowledge and familiarity [7,27] has been
shown to explain the somewhat low use of occupa-
tion-based practice in assessments.

It was found that 84% of the participants stated
that they use occupation in intervention daily or
weekly, and 81% responded that they use occupation-
based approaches in interventions to a very large or
quite large extent. These findings are coherent with
the findings in Mulligan et al. [2] demonstrating that
73% of participants in medical settings reported that
they always or often used occupation-based activities.
Similarly, Grice [7] found that most participants
(85%) believed they were utilizing occupation-based
interventions. However, in our study, while examining
the five most frequently used intervention methods, it
emerged that only 38% of the intervention methods
stated by the occupational therapists were occupation-
based. This is similar to the findings in Lloyd et al.
[17] which found that the participants spent an aver-
age of 34% of their time on occupation-based inter-
ventions. Similarly, in Mulligan et al. [2] of the
intervention activities or modalities mentioned, 20%
were occupation-based activities and 50% were associ-
ated with rote exercise of bodily functions. A higher
percentage of interventions targeting bodily functions
was also found in Colaianni and Provident [14] and
Munin et al. [18].

Most participants (72.6%) in our study stated that
occupation-based practice is important, likewise, sev-
eral other studies also reported participants stating
that there are benefits of using occupation in treat-
ment [14] and that it is important to use occupation
as treatment [2,16]. To summarize the findings, it
seems clear that it is a discrepancy between the self-
reported use and attitudes towards occupation-based
practice and the actual use analysed by classifying the

Table 7. Associations with a high level of occupation-based intervention practice (N¼ 112).

Independent variables

Unadjusted Adjusted

OR 95% CI p OR 95% CI p

Female gender 0.41 0.05–3.35 0.40 – – –
Age 1.00 0.96–1.05 0.87 – – –
Length of experience 1.01 0.10–1.06 0.79 – – –
Higher education 1.68 0.64–4.37 0.29 – – –
Lack of time to plan 0.90 0.53–1.51 0.68 1.10 0.46–2.66 0.83
Lack of time to conduct 0.66 0.42–1.04 0.07 0.52 0.24–1.14 0.10
Lack of time to document 0.86 0.46–1.58 0.62 1.63 0.66–4.02 0.29
Lack of space 0.74 0.50–1.09 0.13 2.13 0.87–5.25 0.10
Lack of equipment 0.53 0.35–0.78 0.002�� 0.33 0.14–0.79 0.01�
Other professions do not value it 0.91 0.56–1.50 0.72 2.03 0.74–5.57 0.17
Occupational therapy colleagues do not value it 0.39 0.16–0.95 0.04� 0.30 0.06–1.40 0.13
Own inadequate skills 1.08 0.51–2.28 0.85 1.42 0.54–3.73 0.48
Restrictions from guidelines and procedures 0.47 0.27–0.84 0.01� 0.58 0.24–1.38 0.22
The patient’s lack of understanding of the purpose 1.16 0.68–1.98 0.59 1.05 0.51–2.17 0.90
Adjusted model parameters – – – – – –
Model fit – – – – p< 0.01 –
Cox Snell R2 – – – – 19.0% –
Nagelkerke R2 – – – – 30.7% –

The dependent variable is self-reported high level of occupation-based practice in interventions. Higher education is having at least one year of further
education after completing a bachelor’s degree. Listed barriers are for the use of occupation-based practice.��p < 0.01; �p < 0.05.
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reported methods. The subjective belief of the occupa-
tional therapists is that they practice occupation-
based, but based on the actual measures and interven-
tions used, their practice appears not to be as occupa-
tion-based as they thought. This is similar to
Mulligan et al. [2] who also found this in their sam-
ple, which suggests that this is a relevant concern also
in other countries.

The occupational therapists used occupation-based
practice more frequently in interventions than with
assessments. This is possibly connected to several
causes such as expectations from other professions or
lack of easy access to occupation-based assessment
tools. It may be easier to conduct occupation-based
interventions due to less pressure from others and
fewer constraints regarding how the intervention
should be conducted. This may be a challenge with
assessments as some facilities have constraints on
what assessment tools the therapists have to use.
Occupational therapists have been found to struggle
to maintain an occupational focus due to the conflict
between the holistic occupation-focussed values, and
the routines and expectations of the medical setting
[9]. An explanation for the struggle can be the use of
inconsistent terminology, a proposed solution can be
to alter the language to focus on ‘occupation’ rather
than ‘function’ [19]. It is promising that while the
percentage of therapists using occupation-based prac-
tice in assessments was low, more therapists are
implementing occupation in interventions. Possibly,
occupational therapists may need to explain to their
collaborating partners that occupational therapy
assessments are aimed at occupation, rather than bod-
ily functions. This may help the team understand the
purpose of the profession and increase referrals focus-
sing on occupations.

In this study, ‘lack of time to conduct’ was
reported as a major barrier and perceiving it as a
large barrier was associated with lower likelihood of
occupation-based assessment practice. Multiple other
studies have found lack of time to be a barrier against
occupation-based practice [14,17,21,23]. The reasons
most commonly stated for the lack of time in these
studies are high caseload of patients, patients being
discharged quickly and limited occupational therapy
services. According to Murray et al. [19] the fast-
paced and discharge-oriented nature of acute settings
often made it difficult for therapists to remain
occupation-based. It has also been reported that
occupational therapists had a perception that occupa-
tion-based assessments were more time consuming
compared to body function training [17,21]. A

scoping review by Spalding et al. [28] suggests that
occupation-based group programs can be used to
achieve more therapy time.

‘Lack of equipment’ was also reported to be a large
barrier, this is similar to the findings in several other
studies [14,17,21]. Perceiving ‘lack of equipment’ as a
large barrier was in our study associated with lower
likelihood of using occupation-based methods in
interventions. The available equipment at hospitals
has been found to be aimed at impairment-based
treatment [21]. A suggestion proposed by Bynon et al.
[29] on how to overcome this barrier, was to use the
patients’ belongings in the therapy, therapists in Grice
[7] study, also found this to be a way to work around
this barrier.

In this survey, most participants stated ‘other pro-
fessions do not value it’ as a minor barrier. In con-
trast, several other studies have shown that the lack of
understanding from other disciplines [17], multidis-
ciplinary team members’ perception of movement and
strength as the main requirement for function, and
lack of awareness about the role of the occupational
therapists [21] were barriers for the use of occupa-
tion-based practice. In our study, we found that
higher perceived levels of the barrier ‘other profes-
sions do not value it’ were in fact associated with a
higher likelihood of occupation-based assessment
practice. It could be that when other professions do
not value the approach, the occupational therapists
become more determined to use it to assert them-
selves and show the uniqueness of the profession.
Alternatively, the association may be oppositely
directed – occupational therapists who are eager to
practice occupation-based may feel discouraged by a
perceived lack of valuation from their colleagues with
other professional backgrounds.

‘Lack of space’ was the barrier with the most
answers in ‘large barrier’ and ‘very large barrier’.
This is consistent with the findings in Colaianni
and Provident’s [14] study where 27% reported this
as a major challenge to the use of occupation-based
treatment. As found in the scoping review by
Murray et al. [19] hospitals’ physical environments
are often not encouraging occupation-based practice
as the hospital wards are perceived as artificial,
with limited space to support occupational engage-
ment. Estes and Pierce [23] also reported that there
was a lack of easy available designated spaces,
crowding influencing the patient and lack of stor-
age. Bynon et al. [29] described the environment of
hospitals as designed for people to rest and recover
in bed, rather than actively being engaged in
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occupations. The proposed solution is to use other
areas of the hospitals [29] and mimic more natural
environments by being creative and thereby expand-
ing the available space [30].

Study limitations

A limitation in this study was the low response rate
and the relatively small sample size. The survey was
distributed as an open link and thus, although it is
unlikely, we cannot know if someone answered the
survey more than once. The majority of the partici-
pants worked in somatic health practice, which means
that the responses largely represent this group. The
survey did not ask whether the occupational thera-
pists worked in a hospital or in a rehabilitation insti-
tution. Future research studies may benefit from
including background questions that will enable group
comparisons based on the participants’ prac-
tice setting.

There is also a possibility of response bias as some
participants may have answered in a way they
thought was most desirable. Although the terms
‘occupation’ and ‘occupation-based’ were defined in
the questionnaire, it is possible that the definition
stated by Fisher and Marterella [8] can be perceived
as somewhat strict. Some participants may have had
different ideas of what it means to practice occupa-
tion-based and may thus have considered themselves
to practice more occupation-based, compared to the
employed definition. As the term ‘occupation-based’
does not have a universally accepted definition, the
term may have been interpreted somewhat differently
in this study, compared to previous research.

The survey tool was created by the authors based
on previous research and Fisher and Marterella’s the-
ory of occupation-based practice. While securing a
strong theoretical basis for the survey and pilot-test-
ing it among members of the target population are
two important measures that serve to improve the
quality of the survey, a newly developed questionnaire
can still have inherent validity challenges. It is a pos-
sibility that some questions have been interpreted dif-
ferently by the participants, compared to the authors
who developed them. In turn, such differences will
constitute challenges for the interpretation of
the results.

The theoretical framework in this study was Fisher
and Marterella’s [8] theory of occupation-based prac-
tice. The interpretation of the results is closely linked
to their definitions. The use of other theories or defi-
nitions would have changed the formulation of the

questions, and the results would have been different.
The study is centred around the term ‘occupation-
based’, this may have excluded the other methods
that occupational therapists are using that are also
considered to be ‘authentic occupational therapy’
according to Fisher and Marterella [8], such as occu-
pation-focussed, client-centred and ecologically rele-
vant approaches.

The interpretation of the stated assessment and
intervention methods was conducted by the authors
and could have been categorized differently by others.
In this study, multiple respondents stated using ‘hand
training’ (n¼ 35) and ‘cognitive training’ (n¼ 5),
without giving a short description of how the training
was conducted as requested in the questionnaire. This
led to these answers being categorized as ‘other’,
because it was impossible to know if the training was
conducted using rote exercise or occupation. These
answers could have changed the proportion of the
categories slightly. The results from the stated assess-
ment and intervention methods were counted.
However, while some methods were mentioned more
frequently than others, it does not necessarily indicate
that these were the methods that the therapist spent
the most time on.

This study was a cross-sectional study, and it is
thus impossible to establish cause-effect relationships.
There could be a possibility of reversed causality,
essentially reversing the proposed relationship
between the dependent and the independent variables.
For example, practicing occupation-based may lead to
perceiving potential barriers differently, compared to
using a medically oriented approach. The data was
collected during the COVID-19 pandemic, this could
have influenced the participants’ use of occupation-
based practice, while it was not listed as a barrier.

Conclusion

The participants in this study were found to value
occupation-based practice and believed they often
used this approach and to a large extent. However,
the findings concerned with the reports of specific
assessments and interventions suggest that the assess-
ment and intervention methods used were mainly not
occupation-based. Lack of time to conduct, lack of
space and lack of equipment were prominent barriers
to occupation-based practice. Lack of time to conduct,
and lack of equipment, was significantly associated
with lower likelihood of occupation-based practice.
Future research may examine occupation-based prac-
tice in other settings and areas. Future studies could
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also examine possible reasons for the discrepancy
between the self-reported use of occupation-based
practice and the specific methods reported and may
explore occupation-based assessment and intervention
methods that are time-saving and not in need of
much space or equipment.
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