
 

 

 

 

 

 

 

 
100-34 Colonnade Road, Ottawa ON K2E 7J6 Canada  

Tel. (800) 434-2268 (613) 523-2268 Fax. (613) 523-2552 www.caot.ca  www.otworks.ca 

Ottawa, Ontario 
Tuesday, March 8th 2016  
 
Dear members of the World Federation of Occupational Therapy (WFOT), 
 With the increased media coverage and rising global awareness surrounding the Zika virus and its 
impacts on children’s health, the Canadian Association of Occupational Therapists (CAOT) would like to show 
their support and commitment to treating the consequences of this virus. We agree with WFOT’s fundamental 
belief that occupation can positively influence health, welfare, education and vocation at an international level 
and thus, would like to help action this belief.  
 Therefore, CAOT has compiled the present document to help occupational therapists working around 
the world, especially in affected regions, treat young children who have been affected by the Zika virus. This 
document is composed of a fact sheet, a list of potential resources and an Appendix with selected articles. 
The fact sheet presents the current situation regarding the Zika virus and highlights how occupational 
therapists can address the Zika virus’s impacts on young children. The list of resources has been compiled for 
occupational therapists working with a paediatric population with neurological deficits, a common outcome of 
the Zika virus infection. With this health crisis taking place in a different cultural context than Canada’s, we 
would encourage occupational therapists to adapt the information provided here to meet their regional 
cultural and environmental needs (for example, translation into clients’ language). A selection of articles are 
made available in the Appendix of this document.  

We would now like to extend an invitation to our partners at the WFOT to start a dialogue and lead 
concrete actions to promote the unique role of occupational therapists in addressing this current health crisis. 
This may include supporting international role-emerging student placements and developing programs to train 
occupational therapists in delivering services to infants with microcephaly. We would also like to challenge 
you to engage in concrete actions to support occupational therapists working in the communities impacted by 
the Zika virus. 
 
Regards, 

 

Zoé Campbell and Marie-Josée Drisdelle,  
Student Occupational Therapists completing a filedwork placement at CAOT  

 

Julie Lapointe, erg., OT(C), OT Reg. (Ont.), PhD 
Director of Professional Practice  
 

 

Janet Craik, MSc., OT (C), OT Reg. (Ont.) 
Executive Director 
Canadian Association of Occupational Therapists  
Tel: 613-523-2268 ext.260 / 1 800 434-2268 
Fax: 613-523-2552 
100-34 Colonnade Rd.  
Ottawa, ON K2E 7J6 
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Fact Sheet - Zika Virus 

Overview: 
The Zika virus is an arboviral disease primarily transmitted through arthropod vectors, such as the bite 

of an infected Aedes mosquito, the most common type being the Aedes aegypti (CDC, Zika virus, 2016). 
These mosquitoes are especially active during the daytime. The virus was discovered in 1947 in a monkey in 
the region of Uganda and the first human infection was identified in 1952 in Uganda and the United Republic 
of Tanzania (WHO, 2016). For the following years, the Zika 
virus was present through sporadic cases, but was generally 
contained in Africa and Asia. In 2007, the virus was reported 
to have spread to the Pacific islands and Yap (Micronesia). In 
May 2015, a few cases of flu-like infections in Brazil were 
confirmed to be related to the Zika virus. Since then, the 
number of cases with the Zika infection has been growing in 
Central and South America (WHO, 2016). As of January 2016, 
the Public Health Agency of Canada has confirmed travel-
related Zika cases in Canada, with the first case of Zika 
infection identified in Ontario in February 2016 (Ministry of 
Health and Long-Term Care, 2016).   

          
Symptoms:  

The Zika virus is closely related to the chikungunya, dengue and yellow fever diseases (WHO, Zika virus, 
2016). The symptoms associated with Zika are very mild and only 1 out of 4 infected people will develop 
symptoms (CDC, 2016). The most common symptoms are fever, skin rash, headache and malaise, muscle or 
joint pain, and conjunctivitis (CDC, 2016; WHO, 2016). These flu-like symptoms can last for 2 to 7 days.   
 
Prevention and Treatment: 

To date, there is no vaccine available to prevent the Zika virus. The preventive measures recommended 
by the World Health Organization (2016) are to use insect repellent regularly that contains DEET, IR3535 or 
icaridin, to cover up as many body parts as possible with light clothing, to use physical barriers such as closed 
doors and windows, window screens and nets, and to avoid leaving standing water containers indoors and 
outdoors. At this time, Zika infections can only be treated using conservative methods such as drinking 
plenty of fluids to prevent dehydration, resting to decrease fatigue and taking acetaminophen as needed to 
control pain and/or fever. There is no specific drug to treat this virus.  
 
Consequences: 

During the large outbreaks of the virus in Brazil from 2013 and 2015, it have been reported that the Zika 
virus is associated with neurological and autoimmune complications (WHO, 2016). There seems to be a link 
with a Zika-related infection in pregnant women and microcephaly in their newborn baby. Microcephaly, 
characterized by a small head and brain, is a congenital malformation of the head in babies at birth. This 
condition leads to a range of problems in children, such as seizures, developmental delays, intellectual 
disabilities, feeding problems, and poor motor function. (CDC, Facts about Microcephaly, 2016). Multiple 
studies and research are ongoing to determine if the Zika virus is the cause of microcephaly. To date, the 
level of proof linking the Zika virus and microcephaly is still circumstantial with no specific study being able 
to confirm this link (WHO, Situation report, 2016). 
 

(Image retrieved from: http://www.cdc.gov/zika/geo/active-countries.html.) 

http://www.cdc.gov/zika/geo/active-countries.html
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Implications for Occupational Therapists 
 Occupational therapists, as experts in enabling occupation, can play a pivotal role during this current 
health crisis. The Canadian Association of Occupational Therapists (CAOT)’s profile of occupational therapy 
practice in Canada explains the core competencies each occupational therapist should possess in order to be 
experts in enabling occupation (CAOT, 2012). We propose that these are as applicable in Canada as on an 
international level when working with infants affected by the Zika virus. As a Communicator, occupational 
therapists will need to communicate information to the caregivers and families of affected newborns. 
Effective communication may be hindered by language barriers so it is important for occupational therapists 
to be aware of those barriers and use oral, written, and non-verbal methods of communication. As a 
Collaborator, occupational therapists will need to develop partnerships with other healthcare practitioners 
in the area, key stakeholders in community-based rehabilitation, and occupational therapy partners on a 
regional, national and/or international level if necessary. Occupational therapists must also use their 
competencies as Collaborator when intervening with caregivers and families in order to use and promote 
shared decision-making strategies. As a Practice Manager, occupational therapists will have to manage an 
important caseload and develop a sustainable practice, as there will most likely be a high demand for 
healthcare providers in these areas. As a Professional, occupational therapists must meet ethical standards 
of practice not only inherent to their regulatory body, but also inherent to community-based rehabilitation 
ethical standards. They must be able to lead by example, while acknowledging their privileged position and 
the power imbalance which may arise when intervening with people in lower socioeconomic situations.  As a 
Change Agent, occupational therapists can advocate for an increase in programs, services, and support 
systems for infants and families affected by the Zika virus. Furthermore, their mere presence and current 
dedication to helping these people, whether on a short- or long-term basis, demonstrates a commitment to 
their role as Change Agent. Finally, as a Scholarly Practioner, occupational therapists must anchor their 
evaluations and interventions in the scientific literature, while using their critical reflection skills to apply, or 
not apply, the findings within their given cultural context.  
 With these competencies in mind, there are several interventions occupational therapists can put in 
place to enable occupation within an infant population with microcephaly. The Canadian Model of 
Occupational Performance and Engagement (CMOP-E) will be used as a framework when presenting some of 
these interventions. This model explains occupational performance and engagement as a result of the 
interaction between the person, the occupation, and the environment (Townsend & Polatajko, 2007). 
Occupational therapy interventions are possible at every level.  
The Person Component :  
 Interventions should always be guided by a thorough evaluation of the person’s capacities and 
needs, whether formal or informal. If an occupational therapist does decide to use a formal and 
standardized evaluation, it is important that they consider the cultural context and preferably, use 
evaluations that have been validated for that country. An example is the Albert Motor Infant Motor Scale 
(AIMS) which has been validated for Brazil (Gontijo, de Castro Magalhaes & Guerra, 2014). As poor motor 
function, developmental delays, and intellectual disabilities are common consequences of microcephaly, it is 
important that occupational therapists’ interventions focus on those areas of the person. Interventions 
focusing on the physical components of the infant include developmental play-based interventions and 
visual-motor interventions (Case-Smith, Frolek Clark & Schlabach, 2013). Interventions focusing on the 
cognitive components of the infant include developmental interventions, sensory programs, and joint 
attention interventions (Frolek Clark & Schlabach, 2013). Interventions focusing on the affective components 
of the infant include touch-based interventions, relationship-based interventions, and joint attention 
interventions (Case-Smith, 2013).  
The Occupation Component :  
 Feeding problems are a common occurrence in infants with microcephaly. Therefore, feeding 
interventions are an important component of personal care that occupational therapists should address. 
Common interventions used in occupational therapy to address feeding difficulties in young children include 
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behavioural interventions, parent-directed and education interventions, and physiological interventions 
(Howe & Wang, 2013).  
The Environment Component :  

A variety of environmental interventions are necessary in order to promote performance and 
engagement in infants with microcephaly. Physical environment interventions focus predominantly on 
assistive devices and equipment to promote adequate seating and positioning, including splints (Tanta & 
Youngblood Langton, 2010). Social environment interventions involve educating family members and 
reducing caregiver stress. It is important to use multiple education approaches as learning styles differ from 
person to person (McMahon, 2013). A multidisciplinary process is also important when developing 
educational resources (McMahon, 2013). It is important to consider the cultural environment when 
administrating assessments and interventions. Educational approaches and resources should also be 
culturally relevant. Finally, institutional environment interventions are twofold. First, occupational therapists 
can advocate on behalf of their clients to maintain and increase services, programs, and resources. This 
advocacy work can be made at a community, government or international level. Second, occupational 
therapists can take on a population health promotion role to help prevent further Zika infections and 
outbreaks.  
Conclusion :  

Intervening with infants affected by the Zika virus falls within occupational therapists’ roles. Their scope 
of practice is intrinsic to promoting health and wellness and they have a multitude of relevant interventions 
at their disposal in order to achieve this goal. As always, it is important to remember the basics of 
occupational therapy. It has been shown that early intervention services in occupational therapy are 
effective when interventions include family-centred approaches and parent participation and training 
(Kingsley & Mailloux, 2013). It is also important that occupational therapists practicing in this context be 
aware of the importance of developing sustainable partnerships. These partnerships necessitate that 
occupational therapists are humble, develop trust, share power, and respect diversity of thought (Tupe, 
Kern, Salvant, & Talero, 2015).  
 
CAOT Occupational Therapy Toolkit 

A. CAOT resources (see Appendix for the full articles): 
Occupational Therapy Now (OT Now):  
Tiny steps: When acutely ill babies go home (Volume Five, Issue Five, September/October, 2003): 
https://www.caot.ca/default.asp?ChangeID=96&pageID=683  
 
Occupational therapy education and intervention in the developing world (Volume Seven, Issue Two, 
March/April, 2005): http://www.caot.ca/otnow/march05/otnowmarch05_developing.pdf   
 
Interprofessional practice and the role of occupational therapy in the management of infant feeding issues 
(Volume Eleven, Issue Six, November/December, 2009): https://www.caot.ca/default.asp?pageid=2384  
 
Occupational therapy in remote regions: An international journey (Volume Fifteen, Issue Six, 
November/December, 2013): http://www.caot.ca/default.asp?pageid=1240   
 
CAOT Position statements: 
Feeding, eating and swallowing and occupational therapy (2010): This position statement describes the role 
of occupational therapists in the feeding, eating and swallowing area of practice and presents the 
recommended interventions associated with the occupation of ingestion. This resource can be useful for 
occupational therapists that need to offer services to toddlers or babies with microcephaly who have feeding 
problems. http://www.caot.ca/default.asp?pageid=3948  
 

https://www.caot.ca/default.asp?ChangeID=96&pageID=683
http://www.caot.ca/otnow/march05/otnowmarch05_developing.pdf
https://www.caot.ca/default.asp?pageid=2384
http://www.caot.ca/default.asp?pageid=1240
http://www.caot.ca/default.asp?pageid=3948
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Occupational Therapy in Primary Care (2013): This position statement presents the role and the implications 
of the occupational therapist when providing primary care to the public. This resource can be appropriate 
for occupational therapists, educators and researchers to encourage their engagement in primary care 
practice, which is an important aspect regarding the prevention of the Zika virus. 
http://www.caot.ca/default.asp?pageid=188  
 
CAOT OT resources – Advocacy: 
Occupational Therapy and Primary Health Care: This resource provides occupational therapist with a fact 
sheet, a vignette and other links regarding their role in advocacy and primary health care. This information 
can be beneficial for occupational therapists having to provide health promotion services to pregnant 
women or to clients at risk of being exposed to the Zika virus. 
http://www.caot.ca/default.asp?pageid=1474  
 
How does Occupational Therapy Help? Quick Tips: 
Strategies for Children with Learning Disabilities: This resource presents a few occupational therapy 
strategies in helping and supporting children with learning disabilities at school, at home and in the 
community. This information can help occupational therapists with tips and interventions for a child 
presenting with microcephaly, as learning and motor difficulties are common associated consequences. 
http://www.caot.ca/default.asp?pageID=3695  
 
All Children Love to Play: This resource explains the importance of play during child development and some 
strategies to encourage playfulness behaviours in children with disabilities. In regards to the Zika virus, this 
resource can provide occupational therapists with quick information and services to promote physical and 
cognitive development in infants and toddlers with microcephaly through play. 
http://www.caot.ca/default.asp?pageID=3707  
 

B. Other useful resources for occupational therapists: 
Guidelines from the Public Health Agency of Canada:  

 Canadian Recommendations on the Prevention and Treatment of Zika Virus – Prepared by the 
Committee to Advise on Tropical Medicine and Travel : 
http://healthycanadians.gc.ca/publications/diseases-conditions-maladies-affections/committee-
statement-treatment-prevention-zika-declaration-comite-traitement-prevention/index-
eng.php?id=zika_virus_16_hcdns  

 For Health Professionals: Zika virus : http://healthycanadians.gc.ca/diseases-conditions-maladies-
affections/disease-maladie/zika-virus/professionals-professionnels-eng.php?id=health_prof  

Online resources: 

 Occupational Therapy – The Hospital for Sick Children (Toronto, ON) : 
http://www.sickkids.ca/rehabilitation-services/what-we-do/occupational-therapy/index.html  

 
C. Additional resources are available at the CAOT online store: 

https://www.caot.ca/store/  
 
 
 
 

http://www.caot.ca/default.asp?pageid=188
http://www.caot.ca/default.asp?pageid=1474
http://www.caot.ca/default.asp?pageID=3695
http://www.caot.ca/default.asp?pageID=3707
http://healthycanadians.gc.ca/publications/diseases-conditions-maladies-affections/committee-statement-treatment-prevention-zika-declaration-comite-traitement-prevention/index-eng.php?id=zika_virus_16_hcdns
http://healthycanadians.gc.ca/publications/diseases-conditions-maladies-affections/committee-statement-treatment-prevention-zika-declaration-comite-traitement-prevention/index-eng.php?id=zika_virus_16_hcdns
http://healthycanadians.gc.ca/publications/diseases-conditions-maladies-affections/committee-statement-treatment-prevention-zika-declaration-comite-traitement-prevention/index-eng.php?id=zika_virus_16_hcdns
http://healthycanadians.gc.ca/diseases-conditions-maladies-affections/disease-maladie/zika-virus/professionals-professionnels-eng.php?id=health_prof
http://healthycanadians.gc.ca/diseases-conditions-maladies-affections/disease-maladie/zika-virus/professionals-professionnels-eng.php?id=health_prof
http://www.sickkids.ca/rehabilitation-services/what-we-do/occupational-therapy/index.html
https://www.caot.ca/store/
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Appendix 



 
Issue 5 Volume 5 (September-October 2003) 

Tiny steps: When acutely ill babies go home 

by Marnie Lamb 

 

It may come as a surprise that babies can require the services of an occupational 

therapist. Yet the Community Care Access Centre (CCAC) in Ottawa provides an 

essential home care occupational therapy program for severely compromised babies. 

 

The program operates as a bridge between hospitalization and entrance into longer-term community 

care. Clients can be referred by a community paediatrician, hospital staff, another health care 

professional or their own families. 

 

Denise Delaat is one of two occupational therapists in Ottawa working with such clients. Although her 

work technically includes children under five, she estimates that 95 per cent of her caseload is under two. 

Almost all babies enter the program directly after discharge from the hospital, and Denise’s clients are 

premature or full-term babies with major medical issues. Working with a dietician and a nurse, Denise’s 

priority is to settle babies into their home environment and provide a clear picture of their needs to the 

long-term care workers who will eventually work with these children; these workers will vary for each case 

and can include a developmental paediatrician, a social worker, a physiotherapist or a speech language 

pathologist. For the babies Denise sees, feeding is usually a crucial issue. Denise must sometimes 

correct aspiration, the swallowing of fluid into the lungs, and she does so by recommending feeding 

positions, thickening liquids and/or changing the nipple on the bottle. Babies being fed through tubes 

need oral stimulation, which is provided through an exercise program to stimulate the cheeks, tongue and 

lips. 

 

The families of Denise’s clients become her clients as well. Her first 

priority is to help the family adjust to caring for their special-needs child. 

That includes educating the family about the best way to meet the child’s 

needs while balancing those needs with their own. Denise supports the 

family as they negotiate the medical system maze and teaches them 

advocacy skills, such as the types of questions to ask doctors. Parents 

learn how to explain their child’s medical issues to other family members. 

The heart of Denise’s work with the family is her teaching them not to 

compare their child with a healthy child and helping them learn “how to 

celebrate small gains in the face of big medical challenges.” 

 

Because her clients come from varied ethnic backgrounds, Denise must 

balance teaching with learning. Her work requires a gentle touch that 

includes a sensitivity to “cultural differences, expectations and values,” 

and a willingness to adapt to the client’s world. Denise recalls one baby, the child of devout Muslims. This 

baby had undergone three surgeries for a cardiac condition. Women who have recently had a baby are 

exempt from the traditional fast during the Muslim holy month of Ramadan. This child’s mother, however, 

chose to fast. During one of Denise’s visits, the woman asked for a glass of juice to break her fast, but 

explained that she needed someone else with whom to break fast and asked Denise to do so with her. 



Moved and humbled by this invitation, Denise agreed. 

 

Working with clients of different backgrounds also requires a willingness to compromise between what a 

baby needs medically and what the parents wish to give the child culturally. In Somalia, milk is typically 

mixed with grains, and the thought of feeding a baby pure milk is distasteful to many in that culture. In 

such cases, Denise and her team must be non-judgmental and find a formula that addresses the baby’s 

needs while respecting the parents’ values. 

 

As someone who provides sub-acute care to babies, Denise has a specialized role not suitable for every 

occupational therapist. An ability to understand and cope with grief is a must in Denise’s situation. The job 

also requires a professional with experience in acute care, one who can quickly identify, though not 

diagnose, problems that require medical intervention. 

 

Denise’s program, which has been operating since 1989, is currently “extremely well funded” through 

CCAC, and clients are not limited to a certain number of visits or a certain length of stay. Although most 

big centres have such programs, there is a shortage in smaller centres. Denise, however, cautions that 

occupational therapists working for such programs must be properly trained. 

 



OCCUPATIONAL THERAPY NOW  VOLUME 17.6

Through my work in the Northern Territory of Australia, I know 
that occupational therapy practice in very remote areas is a 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Conclusion
This article has demonstrated some ways in which remote 
occupational therapy practice can be a challenging and unique 
experience, and yet is remarkably similar across very different 
physical environments. Each of the teams I visited has developed 
strategies that may be transferable across locations, and I hope the 
sharing can continue. 
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I
n the summer of 2001, I was selected as a participant by
Queen’s Project on International Development to work
on a project that provided community-based rehabilita-

tion (CBR) services to children and adolescents with disabil-
ities living in rural villages in Southern India. I worked as a
student occupational therapist within the Association of
People with Disability’s CBR program. The international
rehabilitation development project took place in July and
August 2001.

Rural community-based rehabilitation team in
India
India is a developing country that is well known for imple-
menting CBR to reach its disabled population7. India houses
approximately one-sixth of the world’s population8. Almost
41% of the population lives in impoverished conditions and
approximately 60 million people are disabled9,10. People with
disabilities appear to struggle more in rural villages, urban
slums and streets.

The rural CBR team included generic CBR workers,
physiotherapy aides, social workers, teachers, a Canadian
occupational therapist and myself (an occupational therapy
student). The CBR team provided rehabilitation services to

children and adolescents with several disabilities and illness-
es such as cerebral palsy, polio, visual and hearing impairments,
speech impairments, feeding and swallowing difficulties,
mobility impairments, severe contractures, problems with
posture and positioning, and mental illness. As an occupa-
tional therapy student, I was involved in carrying out assess-
ment and treatments within the children’s homes and
schools, educating team members and developing therapy
plans.

Role of occupational therapy in CBR 
To promote the role of occupational therapy, the CBR team
was encouraged to utilize a client-centred approach, that is, to
ensure that the experience and knowledge of children with
disabilities and their families were respected while exploring
needs and wants and setting goals. CBR workers were encour-
aged to use occupation in order to guide their interventions.
For example, when providing therapy to children where the
goal was to increase range of motion, CBR workers were
encouraged to use personally meaningful and functional
tasks rather than stretching exercises alone to increase range
of motion. A significant amount of time was spent educating
CBR workers and families regarding quality of life issues
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Partner organizations
Queen’s Project on International Development, a
Queen’s University, non-profit, student run, volunteer-
based program, partnered with the Association of
People with Disability, a non-governmental organiza-
tion in Bangalore, India. Together these organizations
developed an opportunity for Canadian occupational
and physical therapy students to become involved in an
international rehabilitation initiative that encouraged
working collaboratively to improve the quality of CBR
services in rural villages in India.

The Association of People with Disability is a rep-
utable organization that was initiated over 40 years ago
and over the years has grown to include the following
eight programs: Urban Slum Outreach Programme,
Home-Based Programme, Orthotic Appliance Centre
and Physiotherapy Unit, Industrial Training Centre,
Horticulture Training, Shradhanjali Integrated School,
Communications and Fundraising Cell, and the
Community-Based Rehabilitation Programme1.

The CBR program, which started in 1987, is targeted
towards children and adolescents with disabilities and
covers over 10 villages in rural areas.

Community-based rehabilitation
The failure to meet the rehabilitation needs of the
majority of persons with disabilities (PWD) through
traditional health practices resulted in the development
of CBR4. CBR has been defined as “a strategy within
community development for the rehabilitation, equal-
ization of opportunities and social integration of all
PWD. CBR is implemented through the combined
efforts of PWD themselves, their families and commu-
nities, and the appropriate health, education, vocation-
al and social services. CBR empowers PWD to take
action to improve their own lives and contribute rather
than drain or deplete whatever scarce resources that are
available, thereby benefiting all the community5.” The
World Health Organization recognizes “CBR [as] an
appropriate, feasible, and economically approach to
provide the most essential rehabilitation to the disabled
population in developing countries6.”

Queen’s Project on
International
Development 

To assist developing
communities in
Canada and abroad
in improving their
quality of life by
partnering student
volunteers with
locally established
development organ-
izations in order to
implement and
carry out jointly
defined projects2.

Association
of People with

Disability

Working to meet
individual needs,
create awareness,
promote acceptance
and integration,
instil self-confi-
dence and encour-
age self-reliance for
benefit of persons
with disability3.

MISSION

Teenager in India maneuvers through town on a tri-cycle

equipped with hand controls.



especially for children with severe disabilities. As a team, we
worked to promote awareness and acceptance of disability,
helped to improve the quality of life of children with disabil-
ities and their families, and challenged societal attitudes to
support a more inclusive community.

CBR activities that we promoted from an occupational
therapy perspective included:
• engaging in activities of daily living assessments and

interventions;
• providing physical rehabilitation (e.g., range of motion,

strengthening and weight-bearing exercises);
• exploring sensory stimulations activities;
• addressing oral motor dysfunction particularly feeding

and swallowing difficulties;
• promoting engagement in meaningful occupation as a

means to enhance health (e.g., school-based activities
and cooking);

• emphasizing the importance of play in therapy and in
daily life for children with disabilities (e.g., with the help

of high school students low-cost toys were developed and
incorporated into therapy sessions);

• assessing environmental barriers in the home and school;
• providing consultation on seating and positioning, and

basic mobility aids and equipment (e.g., wheelchairs and
ground mobility devices);

• making simple modifications and adaptations within the
home and school (e.g., adaptive aids for the bathroom
for children with poor balance or problems using tradi-
tional washroom facilities such as ground toilets);

• increasing community awareness regarding disability
issues (e.g., recruited elementary school children to
develop a drama that illustrated a day in the life of a
mother who has three children with disabilities);

• helping to establish communication networks between
CBR workers, families and health-care facilities.teaching
simple rehabilitation techniques to CBR workers and
families; and

• providing a informational and emotional support to
families.

Six formal teaching sessions were developed for the CBR
team: (a) sensory stimulation; (b) seating and positioning; (c)
feeding; (d) communication; (e) fine motor development;
and (f) normal development.

A teaching session on child development was developed
for pre-school teachers and a session on pressure sores and
seating was developed for urban slums outreach workers.
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Below a child supports himself with the walker while physiotherapy

aides work on his standing position.



The CBR team engaged in ongoing discussions with pro-
gram managers regarding strategies to improve the quality of
CBR services.

An unforgettable experience
As a Canadian occupational therapy student working in a
developing country, I quickly learned that there was no right
or perfect way to provide rehabilitation services to the major-
ity of individuals with disabilities. I developed a greater
understanding of what it means to be an occupational thera-
pist and what it means to be creative. I gained a special appre-
ciation of the role of occupational therapy for persons with
disabilities living in some of the most isolated and marginal-

ized places in the world. Despite the numerous barriers (com-
munication, distance and culture) the greatest challenge was
coming to terms with being unable to respond to everyone’s
needs due to limited resources and funding. Upon my return
from India, I realized the impact occupational therapy has on
someone’s life. After all, occupational therapy focuses on
something that all community members understand — their
daily life.

My international volunteer experience in India as a stu-
dent occupational therapist furthered my interest to pursue
research in the area of CBR in developing countries. Over the
past several years, the profession of occupational therapy has
grown all over the globe. As a growing profession, it’s up to us
to promote, market and educate others regarding the role of
occupational therapy internationally. Occupational therapy
researchers with specialized skills, training and dedication to
working collaboratively have both an ethical and social
responsibility to help explore and address the rehabilitation
needs of persons with disabilities in developing countries.
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Occupational therapists working in the area of pae-
diatrics are often asked to evaluate infants who have 
feeding problems. This could include infants who are 

taking inadequate volumes, are 
not gaining weight, are slow to 
feed, and so on. The typical occu-
pational therapy role is to evalu-
ate the infant, determine the 
underlying causes of the feeding 
problem, and design intervention 
strategies to improve the infant’s 
feeding. There are a number of 
causes of poor oral feeding in 
infants that therapists are able to 
impact directly through various 
intervention strategies. There 
are also, however, a number of 
causes of poor oral feeding that 
therapists are not able to impact 
directly as they are the result of 

an underlying medical condition and require a medical 
intervention before improvement is seen. In these situ-
ations, therapists often feel inadequate or helpless as 
traditional occupational therapy interventions are not 
sufficient to improve the infant’s feeding. It is helpful 
for therapists to recognize when an infant’s feeding 
issues are due to a cause that is beyond occupational 
therapy scope of practice and to see the occupational 
therapy role in these cases as one of advocating for the 
client with other members of the health care team. 

This article describes a model of infant feeding that 
explores the underlying causes of poor oral feeding 
(see Figure 1). It also highlights which of these issues 
occupational therapists can impact directly through 
therapy interventions, and which need to be addressed 
in conjunction with other members of the healthcare 
team. The goal of the model is to help therapists prob-
lem solve the underlying causes of poor oral feeding in 
infants and to highlight the importance of an inter-
professional approach in the management of infant 
feeding. The model is also intended to assist therapists’ 
in recognizing when the cause of an infant’s feeding 
issue is beyond occupational therapy scope of practice 
so that the focus of intervention can shift to advocat-
ing for the client with other members of the health 
care team. 

The model illustrates the variety of possible causes of 
poor oral feeding in infants. A number of these issues 
such as impaired oral motor skills; poor coordination 
of suck, swallow and breathe; swallowing dysfunction; 
and suboptimal behavioural state are addressed by tra-
ditional occupational therapy intervention strategies. 
These strategies include positioning changes, modify-
ing environmental stimulation and oral sensory input, 
altering nipple size and shape, changing the flow rate 
or viscosity of liquid, providing external pacing or jaw 
and cheek support and so forth. 

There are also a number of issues that affect oral 
feeding in infants that occupational therapists are 
not able to impact directly as they are the result of an 
underlying medical condition. In these situations, a 
medical intervention or change in the medical condi-
tion is required before improvement in the oral feeding 
can be expected. These issues include:
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therapy in the management of infant feeding issues

About the author –
Sherna Marcus is an oc-
cupational therapist who 
has been working at the 
Hospital for Sick Children 
in Toronto for the past 19 
years. She has presented 
numerous workshops on 
infant feeding and is co-
author of the books “OT’s 
Guide to Paediatric Vid-
eofluoroscopy” and “OT’s 
Guide to Infant Feeding 
Assessment and Interven-
tion” (in publication). 
Sherna can be reached at 
sherna.marcus@
sickkids.ca

Respiratory 
issues

Gastro-
intestinal 

issues

Poor oral 
motor skills

Impaired 
coordination 
suck, swallow

& breathe

Unsafe 
swallow/

aspiration

Lack of 
hunger

Sub-optimal 
behavioural 

state

Poor oral 
feeding

Figure 1. Model of infant feeding.

Model of Infant Feeding:
 Causes of Poor Oral Feeding

Bold -Interventions that are typically within the scope of 
traditional occupational therapy practice

Italic -Interventions that are typically outside the scope of 
occupational therapy practice
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1. Unstable respiratory status: Infants with fast 
respiratory rates or increased work of breathing 
have difficulty coordinating their suck, swallow 
and breathe during bottle feeding. Occupational 
therapists utilize many strategies to compensate 
for poor suck, swallow, and breathe coordination 
in order to help these infants. If, however, an infant 
has a very high respiratory rate or is working hard 
to breathe, it may not be realistic to expect the in-
fant to manage full oral feeds until the underlying 
respiratory condition improves.

2. Gastrointestinal dysfunction: Infants with reflux 
or feeding intolerance will often experience pain, 
discomfort, nausea, or vomiting with oral feeds. 
As a result, these infants often limit their volume 
of intake and can present with a lack of interest 
or aversion to oral feeding. Until the underlying 
gastrointestinal issues are medically managed, 
improvement in oral feeding may not be possible.

3. Lack of hunger: Infants who do not experience 
hunger, will not do well with oral feeding. This 
is often the case with infants who are receiving 
supplemental tube feeding. It is often the expecta-

tion that the therapist’s intervention should assist 
the infant to increase oral intake in order to reduce 
tube feedings.  Until an infant experiences ad-
equate hunger however, full establishment of oral 
feeding is unlikely to be successful. It is necessary 
in these cases for the therapist to work closely with 
the medical team (physician, dietitian, etc.) so that 
the feeding schedule can be modified to stimulate 
hunger. 

Although occupational therapy interventions are 
often not sufficient to resolve the feeding issues in the 
above situations, therapists still have an important 
role to play in the management of these infants. The 
occupational therapy feeding evaluation can identify  
underlying causes of poor oral feeding and this infor-
mation can then be communicated to the family and 
other members of the health care team so that realistic 
goals can be set and a comprehensive treatment plan 
can be established.

In summary, occupational therapists have an impor-
tant role to play in the management of feeding issues 
in infants. There are a variety of different causes of poor 
feeding in infants, some of which can benefit directly 
from traditional occupational therapy interventions. 
Other causes of poor oral feeding in infants are a result 
of a medical condition and require medical manage-
ment or a change in the medical condition before 
improvement is seen. It is important for occupational 
therapists to recognize when the required interven-
tions are beyond the occupational therapy scope of 
practice so that the role of occupational therapy can 
become one of advocating for the patient in establish-
ing realistic goals and planning a comprehensive treat-
ment plan with the family and the rest of the health 
care team.


	Zika Proposal March_8_2016.pdf
	Tiny steps- When acutely ill babies go home - Volume Five, Issue Five, 2...
	Occupational therapy in remote regions- An international journey - Volum...
	Occupational therapy education and intervention in the developing world ...
	Interprofessional practice and the role of occupational therapy in the m...



