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Abstract

The aim of this thesis is to explore what understandings of disability are evident in the
literature used at Bachelor programs in Occupational Therapy in Norway. A therapist’s
understanding of disability can be assumed to affect how they work, consequently affecting
disabled people as their clients. This, coupled with financial saving measures in the
healthcare sector (such as utilising different professionals according to their expertise) makes
it relevant to know what understanding of disability is present within a profession. Two
research questions have been formulated to explore the understandings in the literature: How
is disability represented in occupational therapy literature used at Bachelor programs in
Occupational Therapy in Norway? and Which is the dominant discourse concerning
disability conveyed through course literature at Bachelor programs in Occupational Therapy

in Norway?

This thesis is a literature study and the method used to explore the subject is Fairclough’s
critical discourse analysis. Literature lists were collected from the five schools that offer
Bachelor programs in occupational therapy in Norway. The most frequently used

literature/chapters at all schools are included in the study.

Two understandings of disability were found in the texts; a traditional OT (occupational
therapy) understanding and an understanding based on ICF. Three discourses were found,
the medical, relational and individual, which all explain different aspects of the
understandings. Within the traditional OT understanding, disability is understood as a
problem, defined by the individual, with performing an activity or participating. It is caused
by or in the interaction between the activity, the environment and the person. Within the ICF
understanding disability is understood as resulting from the relationship between a person’s
possible impairment and their level of activity and participation. Disability is positively or

negatively affected by the person’s health, the environment and personal factors.

The traditional OT understanding is stronger within the analysed literature. The
understandings cannot replace one another, and with support from other research, the
conclusion is drawn that the understandings should complement and learn from each other

while they continue to develop.






Sammendrag

Hensikten med denne masteroppgaven har vart & studere hvilke forstaelser av
funksjonshemming som finnes i litteraturen som brukes pa Bachelorutdanninga i Ergoterapi i
Norge. Det er rimelig & anta at en terapeuts forstdelse av funksjonshemming vil pavirke
hvordan hun jobber, hvilket igjen péavirker hennes klienter: funksjonshemmede personer.
Dette samt at innsparingstiltak i helsesektoren (som a utnytte ulike profesjoners kompetanse
bedre) gjor det relevant a vite hvilken forstaelse av funksjonshemming en profesjon arbeider
ut i fra. To forskningsspgrsmal er blitt formulert: Hvordan representeres funksjonshemming i
litteratur brukt pd Bachelor utdanninga i Ergoterapi i Norge og hvilken er den dominante
diskursen —om  funksjonshemming som formidles gjennom  pensumlitteratur pd

Bachelorutdanninga i Ergoterapi i Norge?

Denne masteroppgaven er en litteraturstudie og metoden som er brukt er Fairclough’s kritiske
diskursanalyse. Pensumlister er samlet inn fra de fem skoler som tilbyr Bachelorutdanning i

Ergoterapi. De hyppigest brukte bgkene/kapitlene pa alle skoler er inkludert i studien.

To forstéelser av funksjonshemming ble funnet i teksten: en tradisjonell OT (occupational
therapy - ergoterapi) forstaelse og en forstaelse basert pa ICF. Tre diskurser ble funnet:
medisinsk, relasjonell og individuell, som alle forklarer ulike aspekter av forstaelsene. Den
tradisjonelle OT forstaelsen ser funksjonshemming som et problem definert av individet i
forhold til individets muligheter til & gjennomfgre aktivitet og kunne delta. Denne muligheten
dannes i interaksjon mellom aktivitet, milj¢ og individet. I ICFs forstaelse er
funksjonshemming forstatt som et resultat av interaksjonen mellom en persons mulige
funksjonsnedsettelse og dens niva av aktivitet og deltagelse. Funksjonshemming blir positivt

og negativt pavirket av personens helse, omkringliggende miljg og personlige faktorer.

Den tradisjonelle OT forstaelsen dominerer i den analyserte litteraturen. Forstaelsene kan
ikke erstatte hverandre, og med stgtte fra annen forskning, konkluderes det med at

forstaelsene burde komplettere hverandre og leere av hverandre nér de fortsetter & utvikles.






1. Introduction

There are many ways of thinking about and understanding disability and disabled people. The
layman on the street has rarely reflected over their understanding of disability and, when
meeting a disabled person, any number of feelings can occur, including curiosity, pity, a need
to help or a wish to avoid the person. Healthcare professionals, on the other hand, work with
disabled people and have studied disability as part of their education. What is it they think
about disability? It is known that professionals within the healthcare sector have a great deal
of power over their clients (Swain, French & Cameron, 2003). Their understanding and way
of thinking about disability will have a great impact on how they carry out their work,
directly affecting disabled people who are their clients. One’s understanding of disability is
created and changed by what one is exposed to. For professionals, a central area where this
exposure happens is at school, where they are trained in their chosen profession. Herein lies

the focus for this study: What representations of disability are students exposed to?

The understandings students are exposed to are influenced by bigger social trends.
Traditionally, disability has been seen as an individual medical condition, leading to politics
focused on preventing and curing rather than adapting the environment or society (Barnes &
Mercer, 2010; NOU 2001:22). To an extent, this view is still evident today. In the late 1960s,
normalisation became the guiding principle within politics concerning disabled people
(Askheim, 2003). Askheim (2003) states normalisation still influences politics, but is being
challenged by the strong empowerment movement, focusing on the individual’s right to
influence services and decide how to live their life. This can be seen as a response to the
criticism directed towards normalisation, that it tries to change people instead of trying to

change and question what is said to be ‘normal’ (Barnes & Mercer, 2010).

On an international level, the United Nations has worked for changing attitudes towards
people with disabilities for decades, striving for a view of disabled people as persons with
rights who are able to make their own decisions and be active members of society (United
Nations, 2011a). In Norway, the traditional, and much questioned and criticised, medical
model of disability was officially replaced with the relational model of disability in Report
no. 23 (1977-78) to the Storting, meaning disability is no longer understood as a result of a

medical condition but as arising in the interaction between person and environment
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(NOU 2001:22). However, changing the understanding on paper has not replaced the medical
model in practice, meaning today the models coexist. Officially adapting the relational model
has nonetheless led to more acknowledgement of the individual. This change is evident in the
goal of politics concerning disabled people, which since 1981 has been full participation and
equality (Sosial- og helsedirektoratet, 2006). In Report no. 34 (1996-97) to the Storting
(St.meld. nr. 34 [1996-97]), empowerment (brukermedvirkning) is described as the most
important tool for preserving basic values within politics for disabled people, making
empowerment of clients a goal at the same time. Empowerment or "brukermedvirkning", is
described as a democratic right, where individuals both participate in decisions concerning
their own life and as representatives when it comes to developing services and interventions

(NOU 2001:22).

Politics regulate society, and therefore a change of focus within politics will always have an
effect on society. The Norwegian government has, since the 1990s, produced official ‘plans
of action’ (handlingsplan) for how to improve the situation for disabled people, specifying
what the values and goals are. The situation has improved; certain policies concerning
removal of barriers in the society are in place (Sosial- og helsedirektoratet, 2006; St.meld. nr.
40 [2002-03]) and, in 2009 the Antidiscrimination Law was adopted (Diskriminerings- og
tilgjengelighetsloven, 2009). Today, the rights of disabled people are viewed from a human
rights perspective, looking at accessibility, dignity, participation and non-discrimination
(Sosial- og helsedirektoratet, 2006), reflecting the focus on the person and not on the
impairment. The United Nations presented the Convention on the Rights of Persons with
Disabilities in 2006, further emphasising the rights of disabled people. Norway has signed
but not ratified the convention (United Nations, 2011b). However, establishing policies and
planning interventions does not guarantee that they will be implemented and have the desired
effect. Despite goals of full participation and equality, reports show there is a gap between
the aims and reality (see NOU 2001:22; Sosial- og helsedirektoratet, 2006). The gap is hard
to close when disabled peoples’ participation and equality is often not considered as very
important in the planning, decision-making and intervention process (NOU 2001:22), when
they are not considered when talking about diversity like other minorities and when no laws
that prevent new barriers from being established have been made (Sosial- og

helsedirektoratet, 2006).
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One can see that politics have moved towards acknowledging the individual more and more.
However, the healthcare system is still based on classifying people for administrating
benefits, which implies following the medical model of disability (see St.meld. nr. 40
[2002-03]:9-10). Since there are multiple understandings of disability in politics and society,
one would expect this to also be the case within the education system. Therefore, it is
relevant to explore what these understandings are. The Coordination Reform
(Samhandlingsreformen) is one of the new attempts to renew the healthcare sector. The goal
is to provide proper treatment at the right time and place. Without going into the details of the
reform, one point, which warrants the need for this particular study, is how municipalities
have to acknowledge the spectre of different professions and manage to provide a
coordinated service, utilising the different professional qualities (St.meld. nr. 47 [2008-09]).
In order to utilise different professionals in the best way, they themselves first have to be
aware of what they think, know and do and. And as Tgssebro (2009) points out, even though
the question “what is disability” has been debated back and forth, it is something both
politicians and researchers and, undoubtedly, also professionals and students, have to

contemplate and take a stance on.

1.1 Research questions

This thesis is part of a project concerning representations of disability in course literature
used in healthcare professional education in Norway. My fascination with attitudes and their
origin led me to join this project. I have a Bachelor’s Degree in Occupational Therapy and,
therefore, it was natural that this was the education program I would focus on. The aim of this
study is to explore what understandings of disability appear in the occupational therapy

literature. In order to explore this, two research questions have been formulated:

* How is disability represented in occupational therapy literature used at Bachelor
programs in occupational therapy in Norway?

*  Which is the dominant discourse concerning disability conveyed through course
literature at Bachelor programs in occupational therapy in Norway?

The theoretical base for this project is social constructivism. This implies that questioning
knowledge that is taken for granted is central and that knowledge is considered to be

dependent on the time and context in which it is situated (Burr, 1995; Gergen, 1985; Phillips
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& Jgrgensen, 2002). Structuralism and post-structuralism are also central ideas when they
describe language as a system and words as receiving meaning through how they are used in
relation to other words and, furthermore, how this meaning can always change (Burr, 1995;
Phillips & Jgrgensen, 2002). To answer the research questions a qualitative approach has
been chosen. The project has an explorative design, which, according to NEM (Den nasjonale
forskningsetiske komité for medisin og helsefag) (2010), is commonly used in qualitative
research projects. This means choices are made continuously and are not set at the beginning
of the project. The method, critical discourse analysis, was set by the time I joined the
project. There are many ways of conducting a discourse analysis, and, in this case,
Fairclough’s critical discourse analysis has been the primary guide. This is a literature study
based on the most frequently used occupational therapy relevant literature at Bachelor Degree
programs in occupational therapy in Norway. This degree is offered at five schools: Bergen
University College, Oslo and Akershus University College of Applied Sciences, Sgr-
Trgndelag University College, University of Tromsg and Diakonhjemmet University College.
The programs are 180 credits, taking three years to complete. The analysed literature are the
most frequently used books/chapters: Basisbog i ergoterapi: aktivitet og deltagelse i
hverdagslivet (Foundational book in occupational therapy: activity and participation in
everyday life) by Borg, Runge, Tjgrnov, Brandt & Madsen (2007) and Model of human
occupation: Theory and application by Kielhofner (2008a).

1.2 Reader’s guide

Chapter 2 will present the theoretical base for this study. That means different models of
disability are presented as well as disability studies as an academic discipline and
occupational therapy as a profession. Relevant terms that will be used throughout the study
are also clarified here. Chapter 3 focuses on previous research concerning how concepts and
understandings within disability studies and occupational therapy conflict or match and how
the disciplines possibly could learn from each other. The chapter is based on nine published
articles by various authors. The method is presented in chapter 4, as well as the scientific
base consisting of social constructivism, structuralism and post-structuralism. The data
collection and selection process and the analysis are explained in detail. At the end of the
chapter the reliability and validity is discussed and ethical considerations are presented. A

clear divide has been made between the results, presented in chapter 5, and the discussion,
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presented in chapter 6. In the discussion, the results, which are the different understandings of
disability and the discourses they consist of, are reflected upon in relation to bigger social
trends. The 7" and final chapter contains a conclusion of the results, ideas on further research

and some final critical reflections on the research process.
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2. Theoretical base

In order to understand research and situate and discuss the findings one needs to have
knowledge about the subject and related theories. Therefore, this chapter will give insight

into relevant theories and explain operational definitions.

The chapter will start with a look at how society has gone from expecting everyone to
contribute despite considering the reason for disability to be punishment from God or a work
of evil, to medically classifying, treating and excluding disabled people in today’s
industrialized Western society. The “modern” ways of viewing disability have not excluded
religious ways of thinking in the Western world and globally the religious or superstitious
understandings are still dominant. However, this study is situated in a Norwegian context, a
Western industrialized society, and therefore the focus is on the new models of understanding
disability. Models discussed further are the medical model, the social model, the relational
model and The International Classification of Functioning, Disability and Health (ICF).
Operational definitions relevant for the study are defined; impairment and disability and
disabled people vs. people with disabilities. Disability studies as an academic discipline is
mentioned throughout the text and will be presented here. Lastly, occupational therapy as a
profession is presented. This is a profession not everybody is familiar with and there are
many misunderstandings about what knowledge and possibilities the profession possesses.
The profession is defined, its core concepts are presented in addition to the domains they

work within and the processes used in therapy.

2.1 Models of disability

Historically, before the Industrial Revolution in Western society, religion had a big impact on
how people with impairments were treated (Barnes & Mercer, 2010). This is still the case in a
large part of the world today. The birth of an “abnormal” child was seen as punishment or as
a work of evil. Practices such as infanticide occurred and ‘“abnormal” people were widely
devalued. At the same time religion preached you should take care of the sick. The disabled
often survived on begging or with care from the family while they were expected to
contribute as much as their impairments allowed. This changed in the Western world during

the industrialisation of society with more demanding and complex work tasks leading to
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disabled people not being able to contribute in the same way. Oliver (1990) describes this as
the time when disability became an individual pathology. Focus was directed to the body and
people were excluded and therefore controlled. There was a wish to protect the civilised
society from the growing number of poor and disabled and, as a response, they were
separated from the “normal” people by diagnosing and sending them to institutions (Barnes
& Mercer, 2010). The diagnosing was done by the medical profession, which gained
authority while focusing on the body and on treatments based on scientific knowledge
(Barnes & Mercer, 2010; Oliver, 1990). This focus on the body and separation between
“normal” and “abnormal” is the basis for how disability became to be seen as an individual

problem by social scientists (Oliver, 1990).

The medical model of disability

The medical or individual model of disability has been widely accepted in the industrialised
world since the late 19" century (Barnes & Mercer, 2010). Disability is seen as an individual
problem caused by functional limitations of the body. It is based on medical diagnosis,
treatment and cure. The approach disregards the experience of illness, influence of culture
and surrounding environment (Barnes & Mercer, 2010; Oliver, 1990; Swain et al., 2003).
Physical impairments draw attention to nature as something uncontrollable and signal a
disorder that humans then want to correct or cure. The need to correct and cure, and the many
stereotypes and ideas of disabled people needing special or extra care and help, strengthens
the medical model (Swain et al., 2003). Much criticism has been directed towards the medical
model. Oliver (1990) states disability has become medicalised even if many of the disorders
have no biochemical cause and no medical treatments exist. According to Shakespeare
(2010), people in favour of the social model of disability reject the medical model, but not
medical prevention, rehabilitation and possible cures. Oliver (1990) conveys the same by
saying the medical profession is necessary when working with, for example, diagnosing and
treating impairments and traumas. But a problem arises and criticism is aimed at how medical
profession today also has considerable power in cases where medical expertise is not
necessary. Examples of this given by Oliver include prescribing wheelchairs, determining
who is entitled to financial benefits and evaluating work potential. He also points to the fact
that professions that might be more suitable for these tasks, such as physio- and occupational

therapy, often work under doctors or within a discourse highly influenced by the medical
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model. The mechanical way of measuring effects of impairment based on the medical model,
necessary for distributing welfare benefits and social services, has also been heavily criticised
(Barnes & Mercer, 2010). Swain et al. (2003) highlight the view of disability based on the
medical model is constructed and inflicted on disabled people by non-disabled people, and
that both disabled and non-disabled people criticise the model. The criticism of the model has
been acknowledged and there have been a number of attempts at reclassifying impairment
and disability. A change came in 1980 with the World Health Organization’s (WHO)
International Classification of Impairments, Disabilities and Handicaps (ICIDH). Barnes &
Mercer (2010) note this is the first model that includes “social handicaps”, defined as
problems with fulfilling a “normal role”. However this model sees disablement as a linear
process, meaning impairment is the cause for “disablement” and “handicap” wile the
environment is thought of as neutral, not playing a role in or offering an explanation to what
“social handicaps” are. This, in turn, undermines the importance of policy reforms and
legislation in favour of disabled people. Society was not content with this ICIDH model and
disabled activists continued to protest and, likewise, the medical profession came to the
realisation of how social factors and relationships influence impairment and illness (Barnes &

Mercer, 2010). This eventually led to a new model; a social model of disability.

The social model of disability

The environmental turn, when the perspective shifted from strictly medical to more social,
gave rise to many different models of thinking about disability (T@ssebro, 2004). One of the
strongest and best-known models today is the social model, which has had a significant
impact on the field. Many organisations of disabled people were protesting against the
medical model, and in the 1970s The Union of the Physically Impaired Against Segregation
(UPIAS) set the foundation for the social model of disability (Shakespeare, 2010). According
to Shakespeare (2010) and Gustavsson Holmstrém (2005), disabled activists protested against
the individualistic and medicalised view of disability and, instead, focused on social
oppression, cultural discourse and barriers in the environment as causes of disability. The

fundamental principles of UPIAS describes the view of the social model of disability:
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In our view, it is society which disables physically impaired people. Disability is something
imposed on top of our impairments, by the way we are unnecessarily isolated and excluded
from full participation in society. Disabled people are therefore an oppressed group in
society. (UPIAS, 1975 in Shakespeare, 2010:267).

The social model distinguishes between impairment (a dysfunction or limitation of a body
part, organ or mechanism; it is individual and private) and disability (a disadvantage,
restriction or exclusion caused by society; it is structural and public). Impairment is not
considered to be a cause of disability (Barnes & Mercer, 2010; Gustavsson Holmstrom, 2005;
Shakespeare, 2010). Shakespeare (2010) outlines the views within the model and its goals:
solutions to social oppression are seen as removal of barriers, anti-discrimination legislation
and independent living. Non-disabled people or organisations are often seen as the cause or
as contributing to the oppression. Also, according to advocates for the social model, it is
disabled people themselves that should be conducting research and coming up with solutions

on the field since they have the best insight.

The social model has highlighted the role the environment and society has in creating
disability, providing an alternative to looking at and understanding disability as an individual
deficit (Gustavsson Holmstrom, 2005; Shakespeare, 2010). It has also functioned as a base
for disabled people to organise themselves politically and helped them build a positive
collective identity. According to Shakespeare (2010), the fact that the model is easy to
understand and has a clear agenda for social change has also contributed to it being politically
effective. According to him, the model’s way of thinking about disability is both a source of
strengths and weaknesses. Shakespeare sees a problem in the authors being predominantly
white, heterosexual men with physical impairments, which has led to the model being
formulated from this point of view. The model does not take into account the various other
impairments and disabilities that exist and result in different challenges than if you are a
wheelchair user. When stating that impairment is not a cause for disability the model neglects
the effect and importance impairment has in many people’s lives (Barnes & Mercer, 2010;
Shakespeare, 2010). Individuals facing degenerative conditions, premature death and pain
cannot disregard the effects of the impairment, while people with a static condition might be
able to (Shakespeare, 2010). Both Barnes & Mercer (2010) and Shakespeare (2010) write that
the social model is striving for a utopia that cannot be reached. All social barriers cannot be

successfully removed and changed to fit the needs of all people with impairments and
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disabilities since they all have individual needs that conflict with each other. An example is
how a kerb helps blind people to navigate streets while being an obstacle for wheelchair
users. Another criticism worth noting is how there is not only one social model but several,
and that this social model originally developed by UPIAS can be found at the stronger end of
the spectrum (Gustavsson Holmstrom, 2005; Shakespeare, 2010; Tgssebro, 2004).
Academically, the model is difficult to use according to Shakespeare (2010) because, in
practice, it is not always easy to differentiate between impacts of impairment and barriers.
When disability is defined as oppression a situation arises where you cannot research if one
truly is oppressed, but only to what extent they are oppressed. He concludes that a social
view on the subject is indispensible, but in his opinion the social model of disability has now
become a barrier itself to further progress. He states it is “unhelpful in understanding the
complex interplay of individual and environmental factors in the lives of disabled people”
(Shakespeare, 2010:272). He calls for new models with a more complex understanding,
which, for example, could be built on the International Classification of Functioning,

Disability and Health (ICF) developed by WHO.

The ICF model of disability

The first WHO model, ICIDH, was criticised on conceptual and practical grounds, for
example, for having a medical understanding of consequences and for focusing on
consequences in the environment, not on consequences of the environment (Barnes &
Mercer, 2010; Tgssebro, 2009). The revised version, known as ICF, was finished in 2001
(Barnes & Mercer, 2010). The model is also called the biopsychosocial model of disability
and is a mix of the social and medical models (WHO, 2001). ICF is described as a
classification of components of health (WHO, 2001), meaning the focus is on what
constitutes health. Components relevant for human functioning and health are body
functions/structures, activity and participation. These are further affected by the contextual
factors, which are environmental and personal. The components can be used to indicate
aspects of health, that is, how a person functions, or to describe disability which is problems
with any of the components like impairment, activity limitation or restriction of participation
(WHO, 2001). More specifically disability is defined as “the outcome or result of a complex
relationship between an individual’s health condition and personal factors, and of the external

factors that represent the circumstances in which the individual lives.” (WHO, 2001:17). The

21



level or extent of functioning or disability is determined by the contextual factors and their
interaction with the individual and their health condition. Functioning and disability are both
viewed as interactive and evolutionary processes. This implies that components and
contextual factors all influence each other, and a change in one component or factor will
influence the others (WHO, 2001). Barnes & Mercer (2010) state biophysiological conditions
are to be classified, measured and treated according to the scientific medical model when
using ICF. This means, as WHO (2001) points out, that ICF should be used together with the
International Classification of Disease, ICD-10, which determines the medical aspect and
provides a diagnoses. However, when using ICF, it is still vital to recognise that health
consists of biological, individual and social factors and that humans function on different
levels: body or body parts, as a whole person and as a person in a societal context (Barnes &
Mercer, 2010). ICF has not escaped criticism. Barnes & Mercer (2010) present a few of these
points for which it has been criticised: associating impairment as a deviation from the norm,
not discussing cross-level relationships, being grounded in Western concepts and traditions
and, finally, for not providing a coherent theory of social action and, therefore, a new

understanding of disability.

The relational model of disability

Another social model of disability is used in the Nordic countries, called the relational model.
This model is at the weaker end of the spectrum of the social models and highlights the
interaction between person and environment (T@ssebro, 2004). The base for this model is the
general idea in the Scandinavian welfare states about full participation and equal
opportunities (Gustavsson Holmstrom, 2005). In the relational model disability is defined as
a mismatch between the person and environment, or as a gap between demands and
functioning (Barnes & Mercer, 2010; Tgssebro, 2004). Barnes & Mercer and Tgssebro
describe disability as contextual and relative, meaning a person is not disabled in all
situations or all the time. Working within this model the aim is to modify the environment to
accommodate people with different needs and impairments (Barnes & Mercer, 2010). A
consequence of this model identified by Gustavsson Holmstrom (2005) is that disabled
people become hard to identify since they become disabled in different situations and at

different times.
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The last described relational model is the fundamental model in Norway (St.meld. nr. 40
[2002-03]). Terms such as impairment and disability are understood according to the model.
Having chosen this model as the framework for understanding disability influences how
policies and practices concerning disabled people are formulated and what is prioritised.
Occupational therapy is shaped as a field through these nationwide policies and ways of
thinking. This also concerns schools that offer occupational therapy programs. One aim of
this thesis is to research what model or way of thinking about disability is evident in the
literature used at occupational therapy programs in Norway. Is it compatible with the

relational model or is disability understood in some other way?

2.2 Operational definitions

The language we use has an effect on how we perceive and think about the world around us.
Therefore, it is important to reflect over relevant words and expressions at an early stage and
clarify this to the reader. In this thesis the relevant words to define are impairment and
disability and disabled people vs. people with disabilities. Activity problem as a term is
finally presented as it comes up multiple times in the reading of occupational therapy

literature and in the results chapter.

Through time disabled people have been called a number of different things, but as times
change so do the meaning of the words; they lose their technical meaning and become
negative and abusive (Barnes & Mercer, 2010). The term disability (funksjonshemming) was
intended to replace the term handicap when it appeared for the first time in official
Norwegian documents in 1967 (NOU 2001:22). The word disabled was used in a medical
sense while the medical model was dominant. Over time, and with a growing criticism of the
medical model and the emergence of the social model with its wish to hold the society
responsible for disabling people, the meaning of the word has changed (NOU 2001:22).
There is a discussion in today’s society on what terminology should be used. Many authors
and organisations separate between disability and impairment. This distinction is also stated
in official Norwegian documents. The term impairment (redusert funksjonsevne, funksjons-
nedsettelse) is used to describe a loss, damage or deviance of a body part or a psychological,
physiological or biological function while disabled (funksjonshemmet) is used to describe

people whose practical daily life is significantly restricted because of the gap or mismatch
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between the person’s abilities and the demands by the environment or society (NOU 2001:22;
St.meld. nr. 40 [2002-03]). Note that this definition is in line with the relational model of
disability described earlier. This distinction between words will be used in this thesis except

in cases where it is not possible, for example when referring to other sources in quotes.

There is an ongoing debate on what terminology is best, disabled people or people with
disabilities. What standpoint one chooses depends on how you view disability. Disabled
people is used to underline that disability is an essential part of the individual, while the term
people with disabilities puts the focus on the individual and defines disability as only one
aspect of the person (Gustavsson Holmstrém, 2005). Using the term disabled people is a
political statement and therefore preferred in the disability movement (Hammell, 2006).
Barnes & Mercer (2010:11) state they choose not to talk about people with disabilities
because it “blurs the conceptual division between impairment and disability and implies that
impairment defines an individual’s identity”. People with disabilities on the other hand is,
according to Gustavsson Holmstrom (2005) and Hammell (2006), still used by many liberal
professionals, academics and people with disabilities in many countries. As stated, the
discussion is widely spread and ongoing but will not be explained in detail in this thesis. I
have chosen to talk about disabled people throughout this study except when necessary while

referring to other texts.

Finally, a few words on the term activity problem (sometimes occupational problem), which
is widely used in occupational therapy literature. While talking about problems can give a
negative impression, activity problems are central within the discipline because the core
constructs are that humans have a need for occupation and that occupation is the source for
meaning in life (Kielhofner, 2004). Since these are the foundations of the discipline, focus is
directed to problems concerning this. However, it is acknowledged that problems arise from
multiple factors in a complex situation. When the focus is on activity problems, Kielhofner
(2004) states it is not enough to look at only impairment. Instead, one has to acknowledge the
environment and the whole life of the person. The framework of occupational therapy
practice also highlights the many factors influencing activity, for example, activity demands,
client factors and context and environment (American Occupational Therapy Association
[AOTA], 2008). The perspective is holistic and acknowledges both objective and subjective
aspects of performing (AOTA, 2008).
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To clarify, the term activity problem or people with activity problems will, in this study, be
used to name the problems people receiving occupational therapy have in common and as a
synonym to disabled people. It is acknowledged that problems are not simple, but arise from

multiple factors and that it can affect the person’s quality of life.

2.3 Disability studies

Disability studies as an academic discipline is mentioned throughout this study and what it
deals with will be described to enlighten readers new to the subject. Disability studies is a
fairly new academic discipline. In the 1970s disabled activists started re-interpreting and
challenging current views of disability, giving rise to the social model of disability and the
field of disability studies (Barnes, 2004). The first course in disability studies in the UK was
offered in 1975 at the Open University, giving rise to a small body of literature with an
analytical perspective on disability (Barnes, 2004; Hammell, 2006). The body of literature
has kept growing and the international journal Disability and Society, established in 1986,
adds to the field (Swain et al., 2003). Disability studies is promoted mainly by disabled
activists and academics. It is an interdisciplinary and diverse field, drawing on for example
sociology, anthropology, politics and history (Swain et al., 2003). The establishment of the
field is by many disability activists, the core group of disability scholars, seen as a way of

gaining power for disabled people (Linton, 1998).

Disability studies strive to explain disability. It focuses on disabled people’s lifestyles and
tries to shift the paradigm from the traditional medical view of preventing and treating to a
social, political and cultural paradigm of understanding disability (Swain et al., 2003). The
field rejects all explanations of disability as located within the person. Linton (1998)
describes how the field sees disability as a social phenomenon and how it examines disability
from a social, political and cultural standpoint. Linton claims it adds a critical dimension to
how one thinks about, for example, independence, health and physical appearance and other

aspects that are present in every aspect of life.
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2.4 What is Occupational Therapy?

The aim of this study is to uncover how disability is represented and mentioned in
occupational therapy literature and curriculums in Norway and what dominant discourse on
disability these sources convey. Therefore, to understand the results and discussion, it is
important to have knowledge of the field of occupational therapy. This following section will
give a short introduction to the history of occupational therapy and what concepts and

thoughts guide the profession today.

A brief history of Occupational Therapy

Kielhofner (2004) describes the knowledge of occupational therapy, how it has developed
over time and how it consists of layers; a core paradigm, conceptual practice models and
related knowledge. The paradigm is the most stable part and consists of core constructs, focal
viewpoints and values. Since occupational therapy was founded in 1917 the paradigm has

shifted two times and, as a result, there are three different paradigms worth mentioning.

Kielhofner (2004) describes the first paradigm of occupation that prevailed within
occupational therapy from its founding until the 1940s. This paradigm views occupation as
an essential part of life and health and focuses on the environment and mind rather than body
and impairment. Occupation was seen as a therapeutic tool and a way of achieving dignity for
the individual. According to Kielhofner (2004), the critique from medicine in the late 1950s
calling for a more theoretical base for occupational therapy practice led to the emergence of a
new mechanistic paradigm. There was a strong need to be acknowledged by the medical
community as an effective medical service. Therefore, the attention within the paradigm
shifted to performance capacity being determined by inner mechanisms (musculoskeletal,
neurological and psychological). New methods were established for working with
musculoskeletal dysfunction, adaptive devices appeared and compensatory techniques were
developed. This paradigm diverted the profession from its basic idea, occupation as important
to health, and failed to address the full range of problems disabled people faced. The
professional identity crisis in the 1970s called for a return to the central focus of holism,
occupation and human motivation for occupation. The third paradigm, the contemporary

paradigm, was fully developed by the beginning of the 21* century (Kielhofner, 2004). This
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is a more holistic paradigm combined with the knowledge of reducing impairment. This

paradigm is predominate today and will be further discussed below.

Occupational Therapy today

The World Federation of Occupational Therapists (WFOT) released a statement on

Occupational Therapy, where the profession is defined as:

... a client-centred health profession concerned with promoting health and well being through
occupation. The primary goal of occupational therapy is to enable people to participate in the
activities of everyday life. Occupational therapists achieve this outcome by working with
people and communities to enhance their ability to engage in the occupations they want to,
need to, or are expected to do, or by modifying the occupation or the environment to better
support their occupational engagement. (WFOT, 2010:4).

To understand the statement and the core of occupational therapy one has to understand the
term occupation. It is used to describe everyday activities and consists of the domains
play/leisure, activities of daily living (ADL) and work (AOTA, 2008; Kielhofner, 2004).
Occupations are complex, multidimensional and central to individuals’ identity and sense of
competence. They are also of special meaning and value to the individual. Kielhofner (2004)
states that the drive for occupation is an urge to do things and discover, to use capacities and
to experience being competent, something that every human desires. The term activity can
sometimes be used instead, even though the definition of this term is a goal-directed human
action (AOTA, 2008). Occupation can therefore be seen as something wider than the more

focused term, activity.

Today the profession is guided by the contemporary paradigm. This paradigm is the basis for
how the profession views its clients, the world and how they define their professional role.
Kielhofner (2004) describes the paradigm as consisting of three core ideas or assumptions.
First, humans are assumed to have an occupational nature, meaning people have a basic need
for occupation and that occupation is a source of meaning. Second, denied access to
occupation can lead to suffering and a reduced quality of life. Occupations are vital in
improving the health status of the individual. Therefore, occupational problems and
challenges are the focus of occupational therapy service. Third, the core of therapy is

occupation-based practice. Occupations are used as therapy in different ways to achieve
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goals. AOTA (2008) and Townsend (1993) mention these same core concepts, while
Townsend also adds client-centred practice and the goal of therapy being enabling rather than
treating. The goal of occupational therapy, as stated by Kielhofner (2004), is to provide
opportunities and environmental resources to individuals and enable them to reshape their
performance and lives into new patterns for participating in everyday life. This idea is also
supported by AOTA (2008:626), which promotes “supporting health and participation in life
through engagement in occupation”. Being meaningfully occupied is considered to be

fundamental to well being (AOTA, 2008; Kielhofner, 2004).

Occupational therapists work with clients, which can be a person or family, an organisation, a
business or a population (AOTA, 2008). The clients experience restrictions in participation in
everyday occupations (Kielhofner, 2004). This restriction may be due to individual
capacities, the occupation or the environment (WFOT, 2010). The domains of occupational
therapy, that is what therapists work with, is further defined by AOTA (2008) and illustrated
in Table 1.

Table 1. Domains of occupational therapy, not hierarchical (AOTA, 2008:628).

Areas of Client factors Performance Performance Contextand Activity
occupation skills patterns environment demands
Activities of daily Values, beliefs  Sensory Habits Cultural Objects used
living (ADL) and spirituality ~ perceptual skills Routines Personal and their
Instrumental Body functions Motor and Roles Physical properties
activities of daily Body structures practice skills Rituals Social Space
living (IADL) Emotional Temporal demands
Rest and sleep regulation skills Virtual Social
Education Cognitive skills demands
Work Communication Sequencing
Play and social skills and timing
Leisure Required body
Social functions
participation Required body
structures

Occupational therapists have an established knowledge and expertise within these varied
domains. Performing an occupation is considered to be affected by the client, the context and
environment and the clients other occupations (AOTA, 2008). According to Townsend
(1993) occupational therapy foundations are similar and compatible with those of social

justice and, therefore, occupation can be viewed within the frame of social justice. Townsend
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defines social justice as the concept and practice of ensuring social equality with a

fundamental recognition that people have the power to act.

Occupational therapy’s vision is to promote social justice by enabling people to participate
as valued members of society despite diverse or limited occupational potential. The
profession promotes social justice through practical approaches which enable people to
develop their occupational potential. (Townsend, 1993:176).

This thinking has lead to the term occupational justice, which concerns the ethical, moral and
civic factors that support or hinder health-promoting engagement in occupation (AOTA,

2008).

How do occupational therapists work with all of these domains? The process of occupational
therapy is described in the framework by AOTA (2008). The process includes evaluation,
intervention and outcome monitoring. The client and therapist are equally involved in the
entire process and, with a core defined as occupation, the aim of therapy naturally becomes
more about enabling rather than treating (Townsend, 1993). Kielhofner (2004) identifies four
ways to use occupation as therapy: providing opportunities to engage in occupation,
modifying environments, providing technical devices and counselling or problem solving.
The client is expected to participate actively in the therapy process with the realisation that
their actions and investment in the therapy will determine its effectiveness (Kielhofner,
2004). This requires therapists to work client-centred, a core concept within the profession.
There are many definitions of client-centred practice and they all have elements in common:
collaboration and partnership, respect for the client, facilitating choice and involving the
client during the whole process (Sumsion & Law, 2006). Sumsion & Law (2006) have
identified five aspects of client-centred practice: power, listening and communicating,
partnership, choice and hope. Power can be seen as the most important element to understand
in order to work client-centred. One has to be aware of the power professionals have over
clients and how the healthcare system today is organised in a way that does not empower
clients. Sumsion & Law (2006) state power has an effect on the fulfilment of goals and that if
one wishes to work client-centred, then addressing the power balance and shifting it towards
the client is fundamental. One also has to have “... a profound respect for and understanding
of the client’s perspectives, desires and needs as well as the client’s right to make choices and

exercise decision about the therapeutic process” (Kielhofner, 2004:70). Outcomes of therapy
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should support health and participation in life through engagement in occupation (AOTA,
2008). Outcomes of therapy are measured in terms of participation, perception of success,
observable outcomes, satisfaction with care and participation in occupation and the potential
improvement in occupational performance (AOTA, 2008; WFOT, 2010). Viewing outcomes
in this way reflects enabling as the goal rather than treating. This means that even if the
therapist can see little visible change, but the client perceives the therapy to have helped, then
one can assume to have reached the goal. It is also important to note that occupational
therapists view the clients’ independence in a broader way than many others. A client is
independent if they perform the activity by themself, in an adapted/modified environment,
with various devices, with alternative strategies or if they oversee others completing the
activity (AOTA, 2008). This means the goal of independence can be reached in a number of
ways and might not look like something the average man on the street would associate with

being independent.

Occupational therapy is articulated differently in different countries. As stated earlier this
study takes its starting point in the Norwegian context of occupational therapy. The
Norwegian  Occupational ~ Therapy = Association  (Ergoterapeutene -  Norsk
Ergoterapeutforbund) states: “Occupational therapists contribute to finding solutions when a
gap between health and demands of everyday life arise.” (Ergoterapeutene - Norsk
Ergoterapeutforbund, 2012a). Furthermore, occupational therapists are stated to have a
different approach than other healthcare workers to activity and function. They are more
focused on solutions than problems, which is why they start by asking the client what it is
that is important in their life. The focus is on training and adapting everyday activities, and
the goal is to make everyday life possible (Ergoterapeutene - Norsk Ergoterapeutforbund,

2012a).

The Norwegian Occupational Therapy Association has defined what the main areas of
competence are and what challenges occupational therapists will face in the future
(Ergoterapeutene - Norsk Ergoterapeutforbund, 2012b). These main areas of competence are:
promoting participation and inclusion in everyday life, developing the individual’s coping
skills, adapting activities, modifying environments, solution oriented practice, knowledge
based practice and collaboration oriented practice. According to the association, challenges in

the Norwegian welfare society that also affect occupational therapists are: demographics
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(aging population), challenges in health (for example mental illness, heart disease, diabetes or
cancer), children’s health and childhood, health among migrants and social differences and

inequalities. These are factors that differ from country to country and shape the profession.
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3. Previous research

Disabled people have reported various negative experiences concerning the services they
receive (McCormack & Collins, 2010). The way a disabled person is met and understood by
a professional can be very influential to how the disabled person views themself (for instance
at the onset of impairment) and, in other cases, in conflict with their own view of themself
(Kielhofner, 2005). Since the therapist can have an affect on the disabled person it is

important to reflect over what this affect can be and if something can be done differently.

This chapter, based on nine published articles, will explore differences in understanding
disability from an occupational therapy perspective and a perspective based on Western
models of disability evident in disability studies. It is debated whether occupational therapy
should consider what disability studies brings to the discussion and if this should be
implemented into the understanding of disability within occupational therapy. The studies
show there are different opinions as to whether the disciplines are compatible in their way of
thinking about disability. Regardless of what author’s think about the matter, there seems to
be a common understanding between them that occupational therapy could and should
consider what disability studies have to offer in order to develop occupational therapy as a
discipline and profession. Two practical studies; by Block et al. (2005) and Gitlow & Flecky
(2005), have been conducted on how ideas from disability studies can be implemented into

occupational therapy curriculum. The results are presented at the end of this chapter.

Do the ways of defining disability conflict?

As will be presented below, some writers say there are no contradictions between the views
of disability within occupational therapy and the views within disability studies, while other

writers say the two disciplines are not compatible in their ways of thinking.

According to Craddock (1996b), many writers claim that there are no contradictions between
the perspectives of the disability movement and the philosophy of occupational therapy and,
therefore, the social model of disability is adoptable into the philosophy of occupational
therapy. Block et al. (2005) claim the biggest difference is that occupational therapy focuses

on individualised treatment while disability studies focus on community development and
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social change through disability rights and independent living. Block et al. state that the
occupational therapist approach in comparison to other rehabilitation models is less focused
on physiology and more on environmental and social context. Basing their statement on
comparison of the definitions of the two disciplines, Block et al. (2005) support the view that
there is nothing between the two viewpoints that fundamentally conflict. McCormack &
Collins (2010) think the views are theoretically compatible and give a practical example of
how the two disciplines can be combined without conflict; they connect five core elements of

client-centred occupational therapy with theoretical concepts in disability studies.

However, McCormack & Collins (2010) acknowledge the situation today as one where the
two disciplines do not have a compatible view of disability, as most textbooks within
occupational therapy confirm the medical model of disability. A number of other scholars
also describe how occupational therapy still operates from a medical model point of view,
where the disability is located within the individual (Craddock, 1996a; Hubbard, 2004;
Kielhofner, 2005; Phelan, 2011). Since one of the major goals of the disability movement is
the rejection of the medical model and the adaptation of the social or socio-political model of
disability (Craddock, 1996a; McCormack & Collins, 2010), this becomes an irreconcilable

difference between the two disciplines.

Being guided by the medical model leads to an individualisation of disability by occupational
therapists, with focus on interventions for curing the individual’s deficit rather than focusing
on a broader societal approach for enablement and social inclusion (McCormack & Collins,
2010). In accordance with the medical model occupational therapists have the right to
diagnose and assess, a power they have been unwilling to give up even when it comes to
medically stable conditions, which has been heavily criticised by disability scholars
(Craddock, 1996a). The disability movement has criticised traditional rehabilitation
perspectives for having negative consequences for disabled people because it can imply that
impairment and disability is a negative, undesirable state as well as a social and economic
burden (Kielhofner, 2005). Client-centred practice (a central concept in occupational therapy)
has also been criticised. Hubbard (2004:186) has a clear statement on the subject: “The
assumption that the client-centred model is compatible with the socio-political model is
false.” Phelan (2011) is of the same opinion and states disability in client-centred thinking is

located within the individual, with the individual at the centre of the model, while in the

34



disability studies perspective, the disability is located within society and, therefore, they call
for society to be accountable. It is worth noting that both Block et al. (2005) and Phelan
(2011) define the individual at the centre within occupational therapy and client-centred
practice, but that Block et al. does not consider this as something negative while Phelan does.
Phelan argues institutionalised structures, such as the historically privileged position as a
professional and the thought of “overcoming” disability typical to rehabilitation, might
prevent the therapist from working according to a client-centred model. Block et al. (2005)
found evidence of this, discovering that the students’ understandings of disabled people were
sometimes limited within a patient-professional framework, and that students thought
empowerment and independence were best achieved in a therapeutic setting, not by self-

advocacy.

No matter what scholars think about differences between how the disciplines view and define
disability, they support the idea of implementing disability studies knowledge and
perspectives into occupational therapy. It is also important to remember, as Craddock
(1996b) points out, that people within the disability movement advocate the social model of
disability for people with stable disabilities, and that in cases of progressive and terminal

conditions both a medical and social model are needed.

Taking advantage of what disability studies can offer

Occupational therapists embrace an occupational therapy worldview of culture, consisting of
a specific language of concepts, patterns of professional behaviour, a common body of
knowledge and norms for producing knowledge (Trentham, Cockburn, Cameron, & Iwama,
2007). This culture is influenced by the different models or paradigms of disability which all
reflect different views on disability (Hubbard, 2004). As mentioned earlier, the medical
model of disability has a strong hold on occupational therapy. Scholars have called for a need
to examine the language used about disabled people and a need to reflect over the norms that

guide what is normal and how these have been created (Phelan, 2011; Craddock, 1996a).

Hubbard (2004) says disabled people, as the “patients” of occupational therapists, are

demanding to be heard, to decide and define themselves and to be allowed a positive identity.
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To enable this and to help the fact stated before, that clients of occupational therapy are not

always happy with the services they receive, one can turn to disability studies.

Kielhofner (2005) and McCormack & Collins (2010) argue occupational therapy should take
advantage of disability studies to broaden their perspective and to gain a greater reflexivity
and understanding of disability. McCormack & Collins also state embracing disability studies
can help occupational therapists to ensure a practice that is sensitive to disabled people’s
opinions. Phelan (2011) adds to this point of view by saying it can help in reviewing
assumptions within the discipline and generate new knowledge concerning current practice,
the disciplinary language, key-concepts and beliefs within occupational therapy. She also
highlights how occupational therapy can enhance its status as a socially responsible discipline
by bringing disability studies into occupational therapy. Both Phelan (2011) and McCormack
& Collins (2010) state it is crucial to have a practice that is sensitive to disabled peoples’
experiences and views and that this can be reached through learning from disability studies.
McCormack & Collins (2010) state this is fundamental in order to reach the goal of client-
centred practice. Phelan (2011), on the other hand, goes further by saying there might even be
a need to rethink the concept of client-centred practice and include a broader focus on social

structures as promoted by disability studies.

Much of the literature seems to be positive towards occupational therapy incorporating
philosophies and ideas from the disability movement. Disability studies have, according to
Kielhofner (2005), had an impact on the rehabilitation paradigm. Today, most concepts of
disability also consider the environment as a dimension and contributing factor to disability.
Kielhofner points out that this is also the case for occupational therapy. The discipline has
tried to correct many of the failures of rehabilitation, such as recognising barriers in the
environment and taking an increased interest in phenomenological and narrative accounts of
impairment. But, a problem is that the focus on environment still tends to be on the
immediate physical barriers or social factors and not on broad political and economic
barriers, a theme that Phelan (2011) also mentions when discussing a need for a broader

focus in occupational therapy.

Craddock (1996a) says perspectives from disability studies have led to debates in

occupational therapy literature and a new understanding of how the individual relates to the
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world, influenced a paradigm shift towards a more holistic approach in occupational therapy
and clarified what it is an occupational therapist does. However, as the author points out in
part two of the article (1996b), holism is not the same as adapting the social model of
disability. Adopting the social model would “require us to relinquish the authority that we
have drawn from our identification with the scientific authority of medicine, and the

associated right to prescribe intervention” (Craddock, 1996b:76).

The implementation of disability studies into occupational therapy could happen via changes
in the curriculum. Disability studies want to change curriculums to instead see disabilities as
human variation, a political category, an oppressed minority and a cultural group (Hubbard,
2004). This means that focus would be on, for example, autonomy, dignity and competence.
According to Phelan (2011) the predominance of the medical model of disability and the lack
of influence from other perspectives might be the cause for assumptions about disability not
being questioned. Hubbard (2004) says it is important for students to be aware of these
different models that, through the curricula, shape the way they view disabled people and
make decisions as educated professionals. She poses the question whether the curriculum
today is up to the task of preparing students, tomorrow’s clinicians, for the many different
tasks and situations they will encounter while working with disabled people. Phelan (2011)

refers to what Linton (1998:141) states:

If rehabilitation professionals believe in self-determination for disabled people, they should
practice what they teach by adhering to an active affirmative action program in their own
departments; by adopting the books and essays of disabled people into their curricula; and by
demanding that disabled people have an active voice in conference planning and on the
platform at conferences.

Phelan agrees with Linton’s statement that rethinking ideas about disability should begin with
knowledge from people with first-hand experience. Block et al. (2005), Hubbard (2004) and
Kielhofner (2005) all bring forth the possibility of doing this through the occupational
therapy curriculum and claim that this will also help students be better prepared and aware of

disability experiences and their roles as advocates.

37



Implementing disability studies into the curriculum

One study made on the subject of occupational therapy education is by Gitlow & Flecky
(2005), who used service learning to incorporate disability studies into occupational therapy
education. Service learning is a good method, giving the students a chance to pair up with
disabled people and challenge notions of disabilities while simultaneously giving students a
chance to reflect on their own attitudes and assumptions. Evaluation of the course showed
positive result of students learning experiences concerning: 1) the social construction of
disability, 2) the role as an advocate for persons with disabilities, 3) awareness of disabled
peoples personal meaning of accessibility, 4) viewing the environment in a new way, 5)
experiences with connections to service learning, 6) definitions of partnership and 7)
community tensions. The course led to the majority of the students feeling more comfortable
when dealing with persons from diverse cultures and the importance of adapting the physical

and social environment. To summarise, the authors state:

By combing concepts from disability studies and occupational therapy within the context of
service learning, students have reported learning about disability as a social rather than
impairment-based concept. In addition, partnership with persons with disabilities and the
community has enriched student learning about disability and the role of occupational
therapy in the community. (Gitlow & Flecky, 2005:551)

Block et al. (2005) have also carried out a study concerning education; they explored how
occupational therapy students respond to a course in disability studies focusing on
institutionalisation, deinstitutionalisation and community life. Teaching methods used were
reading, guest speakers, movies and a site visit to an independent living centre (ILC). The
course was reported to have given the students a deeper and new understanding of how
disabled people have been, and still to some degree are, treated by healthcare professionals,
how gender affects being disabled and that disability is not always physiological but can be
caused by the environment and social prejudice. The site visit opened the students’ eyes to
the benefits with the peer mentoring approach used. Students were also confronted with the
dilemma of individual rights versus clinical judgement, a dilemma close to the one posed by
Kielhofner (2005) and mentioned by Craddock (1996b): Who should decide if occupational

therapy has something to contribute, the profession or the disabled people?
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Trentham et al. (2006) have examined transcultural competence and occupational therapy,
examining inclusiveness of diverse lived experiences and the ability to work with clients
from different cultures than one’s own. This also applies to working with disabled people
within a disability culture. Trentham et al. as well as Kielhofner (2005), highlight that
students and professionals need the opportunity to analyse their own beliefs and values,
especially when belonging to the dominant cultural group, for example, being non-disabled.
Their concrete examples on how to include this in the curricula are seminars, lectures, panel
discussion, case-based scenarios and fieldwork with specific groups. According to Trentham
et al., this should be incorporated through the whole curriculum and should always be a part
of the discussion because no occupation and experience can be separated from the cultural

meaning surrounding it.

Disability scholars point out that rehabilitation practitioners unintentionally can act in an
unhelpful or even harmful way and studies have showed that entry-level therapist assessment
is dominated by determining the extent of limitation while the goal is usually impairment
reduction (Kielhofner, 2005). This criticism and result cannot be disregarded by occupational
therapists. According to Block et al. (2005), not all occupational therapists are aware of the
criticism disability studies direct at rehabilitation approaches and can, in turn, react with
hostility when faced with this criticism. The authors emphasise that both sides need to do
their part; occupational therapists need to build bridges and disability studies scholars should
facilitate for more discussion and collaboration. In Craddock’s article (1996b) there are
suggestions made by various writers on new roles that could be included in occupational
therapists’ work. For instance, working with employers and public services as advisors or
experts on policies and laws concerning disabled people or working as a consultant or
advocate within the independent living paradigm. Block et al. (2005) say voices of disabled
people must be heard more in occupational therapy and that the next step can be to
incorporate disability studies into occupational therapy education and practice. This would
strengthen occupational therapy practice and could function as a medium for social change
within the disability studies framework. Hubbard (2004) states that every healthcare student
should attend a course in disability studies and that there should be a dialogue between the
disciplines about body, impairment and technology. Additionally, healthcare curricula should
be supportive of disability studies programs. But, it is also important to remember, as

Hubbard (2004) and Craddock (1996b) state, one cannot expect a single model to be suitable
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in all situations. Whichever model is used should be based on the individual’s needs and the
specific situation. Then, the social model of disability could function as an option in the range

of intervention models within occupational therapy.
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4. Method

The aim of this literature study is to explore representations of disability in occupational
therapy literature used at universities and colleges in Norway. The method chosen to explore
this is critical discourse analysis. In this chapter the scientific base for the study, social
constructivism, structuralism and post-structuralism, and the method chosen, critical
discourse analysis, will be presented. The data collection and analysis procedure will be
described and the chapter is concluded with a few thoughts on reliability and validity as well

as ethical reflections relevant for this study.

4.1 Scientific base

The aim of this study is to identify discourses that construct the understanding of disability
within occupational therapy literature. Focusing on literature means focusing on language
and what picture it constructs. The method chosen to explore this is critical discourse
analysis. Phillips & Jgrgensen (2002:4) state: “in discourse analysis, theory and method are
intertwined and researchers must accept the basic philosophical premises in order to use
discourse analysis as their method of empirical study.” Discourse analysis has roots in
structuralist and post-structuralist linguistics and social constructionism (Phillips &
Jgrgensen, 2002). Naturally, these theories will be the starting point for this study and will be

explained in this chapter.

Social constructivism

Social constructivism is concerned with the process of how people describe, explain or
account for the world and themselves in which they live (Gergen, 1985). Berger & Luckmann
(1966) define reality and knowledge as socially constructed and relative, describing
knowledge as “... developed, transmitted and maintained in social situations...” (1966:15).
They state social constructivism is not interested in validity or invalidity of knowledge, but in
what passes for knowledge. The authors describe reality as ordinary peoples’ everyday life

taken for granted, originating, maintained and made real from their thoughts and actions.

41



According to Burr (1995), Berger and Luckmann’s book, The Social Construction of Reality
(1966), is one of the major influential books on this subject. Burr (1995) describes how
Berger and Luckmann explain how people’s social practices construct the world around them
while, at the same time, the world appears fixed and predetermined to them. This happens by
people acting in the world and making acts and ideas available for others to share, which, in
time, gives the act or idea a life of its own; it exists. Future generations are born into a world
where this act or idea is a natural part, a given, and therefore it becomes a part of their

understanding of the world.

There is no single definition of social constructivism but there are four common key premises
that are central (Burr, 1995). These will be described below based on Burr (1995:2-5),
Gergen (1985:266-269) and Phillips & Jgrgensen (2002:4-6).

The first premise is a critical stance towards knowledge that is taken for granted and
assumed. This means one opposes the traditional view that science can reflect or map reality
directly without considering the context. Humans are thought to comprehend the world
through categories. These are not necessarily derived from real observable divisions but
might also be products of how humans have constructed the world. An example is how the
two categories of humans, men and women, are observed. There are undoubtedly observable
differences in this case. However, social constructivism would question whether the
categories are based only on this difference and why the differences have been given so much
importance that identity as a whole has been built on it. Another example are emotions; are
they biological or dependant on how they have been constructed? This needs to be questioned

and, therefore, one should always be suspicious of assumptions of the world.

The second premise is the understanding of the world as historically and culturally specific.
How someone understands the world is dependent on where and when in time they live. It is
situated in history and interaction with others and, consequently, one’s worldview and
identity could have been completely different under different circumstances. It is also subject
to change when the conditions change. This also makes it impossible to say that “our
understanding” is better than that of others. It is an anti-essentialist view; saying people are

not equipped with fixed characteristics or essences and that the world is not predetermined or
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set by external conditions. This understanding of the world affects institutions such as

politics, economics and social and moral codes, which certainly vary with time and culture.

The third premise is that knowledge and understanding is sustained by social process. This
means an understanding or knowledge is not valid or held over time because of its empirical
validity, but through ever-changing social processes such as communication, negotiation and
conflict. Knowledge is, according to social constructivism, produced between people in their
interactions. These interactions, especially language, are of interest to social constructivists.
Depending on how social relationships develop understandings can be suggested,
acknowledged and abandoned over time. For example, what is moral in a relationship is
decided through social interaction when actions are defined as, for instance, envy, anger or
flirtation. When actions are defined and given meaning they become a label used for social
control. Through interactions people compete to define and construct what is true and false.
What is considered to be the “truth” is what people currently accept as understandings of the

world, not objective observations of the world.

The last premise is the idea that there is a link between knowledge and social action. The
social construction of knowledge and truth has consequences for social action, meaning,
depending on how one views the world, certain actions are natural and others are
unthinkable. Descriptions and constructions of the world create patterns of social action,
some that are desired and some that are not. An example is how one defines alcoholism: is it
something a person is responsible for or not? The definition, in turn, determines how the

person is treated and expected to act.

Summarising these four points, a social constructivist is someone who is sceptical about
assumed knowledge, does not think reality can be observed as objective truth and
acknowledges that knowledge is constructed in social process depending on time and place,

which means everything could always be different.
According to Phillips & Jgrgensen (2002), social constructivism has received criticism

concerning the idea of knowledge and social identity as conditional and uncertain, which in

turn leads to no regularity in social life. This criticism is, however, exaggerated according to
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Phillips & Jgrgensen, who say most social constructionists see social identities as quite

inflexible in practice since specific situations are restrictive.

The ideas of social constructivism are central for discourse analysis and for this study. In
order to examine how disability is represented in occupational therapy literature a critical
gaze toward assumed knowledge in the texts is necessary. Finding explanatory statements,
connections, contradictions and justifications for words used and ideas presented is crucial to
understanding how knowledge is constructed. The focus in this study is not on linguistics but
the bigger picture. Therefore, the context which representations of disability are set in is
important in order to gain a full understanding of how they are constructed and how different
contexts have different effects. Analysing what is stated as “true” knowledge about disability
can also be done by looking for changing opinions on the subject and discovering how ideas
or knowledge is reproduced and sustained. What is “true” limits and directs social action,

something that can be seen in texts by how disabled people are expected to act and be treated.

Structuralism and post-structuralism

The starting point for discourse analysis is that our access to reality always is through
language, something derived from structuralist and poststructuralist linguistic philosophy

(Phillips & Jgrgensen, 2002).

Structuralist linguistics were developed by Ferdinand de Saussure and set the base for how
language is understood as a system (Phillips & Jgrgensen, 2002). Burr (1995) and Phillips &
Jgrgensen (2002) both outline the basic idea of structuralist linguistics. Language is built of
signs. These consist of two dimensions, form (the sound) and content (the meaning). The
point de Saussure made is that signs do not contain meaning and do not automatically refer to
anything real. Meaning is ascribed to them through social convention and it is dependent on
their relationship to other words; by being different they gain a specific value. Structuralism
states this link between the form and content of the word, that a specific sound signifies a
specific object, is fixed. This link is arbitrary and, by constructing language, it has also
divided our world into arbitrary categories. The final point the authors make is how de
Saussure separated language (the structure) from parole (the situated use of language,

considered to be highly random) and focused on analysing only language that was assumed to
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be stable. However, by doing this, structuralism fails to address how the meaning of words

can change over time and how words can carry numerous meanings (Burr, 1995).

Post-structuralism answers these questions by saying the meaning of signs and language are
not fixed and stable, which is the point that separates the structuralist and post-structuralist
ways of thinking (Burr, 1995; Phillips & Jgrgensen, 2002). Phillips & Jgrgensen (2002) state
poststructuralists agree with structuralists that meaning is ascribed to words in the network of
signs and not from relation to something real, but they do not view this meaning as stable and
they do not agree on the sharp distinction between language and parole. Burr (1995)
describes the post-structuralistic view of meaning in language as temporary, contestable and
always open to questioning. It is thought of as a site for struggle and conflict, of power
relations being acted out and challenged. Language is a social phenomenon occurring
between people, and in this exchange the person and identity can be constructed.
Summarising, in the post-structuralistic view, language is a social phenomenon occurring
between people and is created, reproduced and changed through usage. Signs or words can be
used to exercise and resist power relations and they are given meaning in relation to each

other, depending on the context in which they are used.

4.2 Critical discourse analysis

Discourse analysis is not only one method but many different interdisciplinary approaches
(Fairclough, 2003; Phillips & Jgrgensen 2002). Therefore, it is relevant to specify that the
chosen method for this study is critical discourse analysis as described by Norman
Fairclough. This approach is described below. The choice of method for this study was
dictated by the project. Critical discourse analysis was set as the method based on the project

leaders’ earlier experiences and fields of knowledge.

First, the term discourse must be understood. Fairclough (1992) and Phillips & Jgrgensen
(2002) state there is no consensus on a definition of discourse. Phillips & Jgrgensen (2002:1)
define it as “A particular way of talking about and understanding the world (or an aspect of
the world)”. This definition is further explained by Phillips & Schrgder (2005), who state
discourses are culturally specific and that they regulate how other ways of explaining or

understanding the world are met, making the other understandings less natural or completely
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unthinkable. Fairclough (1992) has three ways of defining discourse, also described by
Phillips & Jgrgensen (2002) and Phillips & Schrgder (2005). These are discourse as extended
samples of spoken dialogue or text, that is as a social practice, as spoken or written language
in context (with focus on production, interpretation and context) and as language used in
different but specific social situations. Fairclough (1992) describes discourses as reflecting
and constructing social entities and relations. Central to Fairclough’s view of discourse is its
importance as a social practice, responsible for reproducing and changing knowledge,
identities and social and power relations, while also being shaped by these social practices

(Phillips & Jgrgensen, 2002).

Within Fairclough’s critical discourse analysis certain themes are central: division between
discursive and non-discursive practice, intertextuality, order of discourse and the three
dimensions of discourse and discourse analysis. Fairclough (2003:205) states, “Critical
discourse analysis is the analysis of the dialectical relationships between discourse (including
language but also other forms of semiotics, e.g. body language or visual images) and other
elements of social practices”. The division between discursive and non-discursive elements
of social structure are, according to Phillips & Jgrgensen (2002), typical for Fairclough’s
critical discourse analysis. The part of the social world that functions according to non-
discursive practices requires different analytical strategies when they function according to a
different logic. Discourses are in a dialectical relationship to other social practices and are
constantly affecting each other. The investigation of change through studying intertextuality
is also important (Phillips & Jgrgensen, 2002). Fairclough (1992) describes intertextuality as
the way texts are constructed by drawing on other texts in different ways, depending on
social circumstances. He separates between manifest intertextuality (with other text present)
and interdiscursivity (drawing on other styles and discourses). Phillips & Jgrgensen (2002)
state change happens through combining texts and discourses and, by investigating
intertextuality, one can see if discourses are reproduced or confirmed. Order of discourse is
defined by Fairclough (1992:9) as: “total configurations of discursive practices in particular
institutions, or indeed in a whole society”. This is explained by Phillips & Jgrgensen (2002),
who say it is the sum of genres and discourses used within a social domain, a system,

reproduced by communication and changed through new ways of using language.
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Fairclough describes language use as a communicative event consisting of three dimensions
(Fairclough, 1992; Phillips & Jgrgensen, 2002): text dimension, discursive practice and social
practice. The analysis of text is about the linguistic and formal features of the text. The
discursive practice looks at the production and consumption of the text, on interdiscursivity
and intertextuality. The social practice places the communicative event in the social practice
it belongs to and analyses it in context. On this level, non-discursive practices have an effect,
and drawing on other disciplines is necessary in order to understand the wider social
practices. The final result of the discourse analysis is reached when the text and discursive
practice have been studied and analysed in relationship to the broad social practices (Phillips
& Jgrgensen, 2002). These three levels have guided the analysis done in this study. Most
focus has been put on the discursive and social dimensions as these best answer the research

questions. The analysis will be further explained below in “Procedure for analysis”.

4.3 Data collection and selection

The data for this study consists of literature used at occupational therapy programs in
Norway. This degree is offered at five schools in Norway: Bergen University College
(Hggskolen 1 Bergen, HiB), Oslo and Akershus University College of Applied Sciences
(Hggskolen i Oslo og Akershus, HiOA), Sgr-Trgndelag University College (Hggskolen i Sgr-
Trgndelag, HiST), University of Tromsg (Universitetet i Tromsg, UiT) and Diakonhjemmet
University College (Diakonhjemmet Hggskole).

The data collection process began in May 2011. Student counsellors, advisors and secretaries
at the five schools were contacted regarding access to literature lists and course descriptions
used in the occupational therapy programs during the past five years. By fall 2011, all data
was collected. It is worth noting that different amounts of data were collected from each
school because all did not have the resources to compile data from five years back. This did
not cause a problem because the timeframe for the project was limited and it was therefore
decided to only include the newest course descriptions and literature lists. Additionally, the
program offered at Bergen University College has a different structure than the rest. The
program is based on problem-based learning (PBL), meaning the students find their own
literature and the only existing literature list is for the introduction course. Other schools have

set literature lists for all subjects containing mandatory and additional literature.
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Consequently, the data collected and used in the sampling process for choosing what

literature to analyse in this study is:

HiB: Literature list for introduction course for school year 2010-2011

HiO: Literature list and course descriptions from 2010 group 2010-2013

HiST: Literature list and course descriptions for group 2008-2011

UiT: Literature list for group 2010-2013 and course descriptions updated 2009

DHR: Literature list in use school year 2010-2011 and course descriptions updated 2010

The collected data differ between schools. Some schools have literature lists that follow
specific student groups, while other schools set their literature lists from one school year to
the next. This does not pose a problem because all literature lists collected are from the same
time period. But, one can wonder how the lists are updated; is it done annually or as
preparation for each separate course? However, this is not a theme in this study and has not

been investigated further.

The amount of literature from all the lists was expected to be extensive. In order to reach a
manageable and representative amount of data to analyse it was decided to include the most
frequently used literature specific to occupational therapy. The reasoning for this being that
texts used often can be assumed to be central and trusted. To select what literature to analyse,
the course descriptions were read and courses not specific for occupational therapy (such as
anatomy and methodological courses) were excluded. The literature lists for all included
courses were compiled in one alphabetically ordered document, clearly showing which
school and course the literature was used in and if only certain chapters were used.
References to anthologies were rewritten so the editor became the reference and the author of
the chapter appeared at the end of the reference. This was necessary because counting how
many times a book was used was done based on the alphabetical ordering of the list. The
compiled list was 49 pages long with many references appearing multiple times (Appendix
2). To further shorten the list and pin down what literature to analyse, only literature used at
four or more schools was included (Appendix 1). From this list, containing 11 books/articles,
the most relevant literature was selected for analysis based on a discussion with the
supervising professors. Literature about general occupational therapy was included while

literature focusing on a specific area of occupational therapy was excluded. From the
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literature chosen only the most frequently used chapters (evident from the alphabetically

ordered list) were included. The included books/chapters are:

* Borg, T. et al. (2007). Basisbog i ergoterapi: aktivitet og deltagelse i hverdagslivet.
(Foundational book in occupational therapy: activity and participation in everyday
life) (2" ed.). Kgbenhavn: Munksgaard. Chapters: 5-7,13,16,17,19.

* Kielhofner, G. (2008a). Model of human occupation: Theory and application (4" ed.).
Philadelphia: Lippincott Williams & Wilkins. Chapters: 4-8, 11,13.

Finally, 356 pages from two books were included in the analysis. However, these pages
included passages not relevant for the analysis where disability was not discussed and
mentioned. Passages about practical aspects and guides to carrying out occupational therapy
have been disregarded. Only passages of the text relevant for the understanding of disability

have been analysed.

The book by Borg et al. was written in Denmark while the English book by Kielhofner was
written in an American context. The Danish book is an introduction to the field of
occupational therapy in a Danish context, written and structured like a textbook. The first
edition was published in 2003. Kielhofner’s book is a presentation of the Model of Human
Occupation, which explains human behaviour. The model, based on the work of Kielhofner
himself, was first published in 1980 (MOHO Clearinghouse, 2011). Kielhofner was the
driving force behind the model until his death in 2010, although it has always been developed

in collaboration with others.

4.4 Procedure for analysis

The analysis has been guided by nine questions formulated by Phillips & Schrgder (2005)
based on Norman Fairclough’s critical discourse analysis. These are divided according to the
three dimensions of discourse described by Fairclough: discursive practice, text dimension
and social practice. Most focus has been on the discursive and social practice as these most

appropriately answer the research questions and as I am not familiar with linguistic analysis.
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Discursive practice
*  Which discourses does the author relate to and how are the discourses articulated together?
* What worldviews, identities and social relations are discursively constructed?
*  What/Which order of discourse does the discourses belong to?

Text dimension
*  Modality
¢ Transitivity
*  Word choice

Social practice
*  What is the relationship between the discursive practice and the order of discourse?
* Does the discursive practice reproduce the order of discourse?

* What are the partly non-discursive social and cultural conditions that shape the discursive
practice?

The first step of the analysis was to read through all the included literature and further limit
what was included, leaving out sections not mentioning disability. It had been decided not to
analyse the pictures and illustrations, but to focus on the text alone because neither the
supervisors nor I have competence in picture analysis. Sections where disability was
mentioned were marked for further analysis and statements that were explanatory and
representative were highlighted. When reading the text the goal was to answer the questions
from the discursive practice and text dimensions. The questions are difficult to answer
separately and doing so gives no extra value and, therefore, focus has been on explaining the
whole dimension when presenting the results. However, the questions have been used as a
guide of what to look for while analysing the text. While reading, a mind map was made for
each discourse that appeared throughout the text. Statements and other characteristics in the
text that were typical for that specific discourse were written down. This includes, for
example, specific words used often, representative quotes and personal thoughts of how
things were connected. The result, what discourses are evident concerning disability within
occupational therapy literature, is presented in the results chapter. The social practice
dimension was analysed last. Non-discursive practices that limit the discourses, for example
laws and policies, have been noted when they have been mentioned in the text. However,
analysing this dimension has meant connecting the discourses found to bigger societal

tendencies and other relevant theories. These results are presented in the discussion chapter.
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4.5 Reliability and validity

Reliability and validity are measured according to certain criteria, which are fairly easy to
establish within quantitative research and within a positivistic tradition where an objective
measurable reality is believed to exist (Denscombe, 2004; Phillips & Jgrgensen, 2002).
Qualitative approaches draw their strength from their flexibility, opening up new possibilities
and opportunities to gain new knowledge, but this flexibility can be seen to threaten the
traditional reliability and validity of a project (NEM, 2010). This is also stated by Kvale &
Brinkmann (2009) who say problems validating qualitative research are due to the method’s
strengths (the characteristic ability to question and describe the social reality) and not

necessarily because it is a weak method.

A dilemma concerning traditional reliability and validity arises for researchers within a social
constructivist tradition. “If the researcher accepts the social constructionist premise that
knowledge is always historically and culturally embedded, this also pertains to scientific
knowledge, including the researcher’s own results.” (Phillips & Jgrgensen, 2002:174). It is
impossible to describe the results as true or real because, technically, there are no objective
truths when everything is socially constructed. According to Denscombe (2004), many
qualitative researchers do, however, still engage in the discussion of reliability and validity,
but based on understandings of the concepts adapted for qualitative research. This project,
using discourse analysis based on a social constructivist thinking as the method, will consider

reliability and validity based on a qualitative understanding.

Reliability is traditionally a measurement of the research method, seeing if it produces results
unaffected by accidental circumstances, such as who carries out the study or when it is done
(Denscombe, 2004; Silverman, 2006). Within social constructivism it is acknowledged that
researchers can read and understand texts differently (Burr, 1995). Creswell (2007) supports
this, saying the researcher’s background shapes their interpretation. This implies results
automatically will vary depending on when the analysis is done, by whom and depending on
what previous knowledge the researcher has gained from one occasion to another. These
factors indicate low traditional reliability. Transparency as the criteria for reliability, as
mentioned by Silverman (2006) and Phillips & Jgrgensen (2006), is more relevant for this

study. Silverman specifies two ways of ensuring reliability for qualitative work. First, the
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research process should be transparent, with sufficient descriptions of the strategy and data
analysis. Second, attention should be paid to “theoretical transparency”, which is being

explicit about one’s theoretical base and how this directs one’s interpretations.

Validity is traditionally defined as the truthfulness, accuracy and strength of the result or
representation of the phenomena set to study (Denscombe, 2004; Kvale & Brinkmann, 2009;
Silverman, 2006). Denscombe (2004) describes validity as a guarantee for the reader that the
research not is based on inadequate data or incorrect interpretations. Burr (1995:180) states it
is hard to validate ones reading and understanding of a text within discourse analysis.
According to her, the analysis cannot be said to reveal a “truth” and that other researcher’s
results are equally valid. A more appropriate way to look at validity within the social sciences
is presented by Kvale & Brinkmann (2009). They state validity should concern whether a
method can be used to investigate what it is said to investigate. The focus is not on if the
results are true, but on if one is investigating the “right” thing. This implies that validation
occurs during the whole process and not only as a check for the results. Silverman (2006)
lists three distinct criteria to acknowledge for ensuring validity in qualitative research. First,
acknowledgement of the researchers impact on the setting, second, the researcher’s personal

values and third, the status of truth of a respondent’s account.

Phillips & Jgrgensen (2002) highlight there is no consensus on what criteria to use for
reliability and validity checks within discourse analysis. However, they, as well as Gill

(2000) and Silverman (2006), give some examples of how to enhance the quality of a project.

The analysis should be solid, which means the analysis should be based on different text and
text features to gather enough understanding and “evidence” for one’s conclusion (Phillips &
Jgrgensen, 2002). The solidity is added to by using a constant comparative method
(Silverman, 2006), which means comparing fragments and looking for potential different
explanations. A deviant case analysis (mentioned by Gill, 2000 and Silverman, 2006), which
in detail examines contradicting findings, also solidifies results. The analysis should be
comprehensive, meaning one does not have to analyse everything in every possible way, but
enough to fully answer all questions posed to the text (Phillips & Jgrgensen, 2002).
Silverman (2006) also talks about comprehensive data treatment, and states the findings

should apply to every part of relevant data, implying no parts or contradicting findings can be
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left out. Gill (2000) states the quality can be enhanced by checking how participants
understand the responses and by investigating coherence; that is, checking if the results
match with earlier studies and knowledge. According to Gill (2000), perhaps the most
important way of securing the quality of the project is to let the readers evaluate the results or
present their own interpretations. This can be connected to the transparency mentioned

earlier, which is a prerequisite for scrutiny by others.

The reliability, or transparency, for this study has been acknowledged by describing the
research process in detail, explaining how personal background knowledge might affect the
results (see Ethical considerations, p. 52), how the analysis has been carried out and by
referring to the original texts. By adhering to transparency as criteria the validity criteria
listed by Silverman (2006) are fulfilled. The researcher’s personal values and impact on the
study are reflected upon, while the criteria on the truthfulness of respondents accounts does
not apply in this study as there are no respondents. The validity, if the method is suitable to
analyse the chosen theme, can be assessed when the criteria of transparency is fulfilled and
the reader can judge if the method matches the goal and if the research question has been
answered. The “most important” criteria, evaluation by the readers, is also connected to the
transparency of the project. The evaluation is made easy when the included literature is
available for anyone to read, allowing people to see the “evidence” for the conclusions in the
original text and context. To add to the transparency references have been given to specific
chapters in the included literature rather than the whole book, making it easier to trace the
source. Silverman (2006) states textual sources, like the ones used in this study, are
considered more reliable than observations. A risk factor, however, is the text not being
authentic, which one quite certainly can say is not the case for this study of officially
acknowledged books. The analysis has been solid and comprehensive when all different
aspects of the included texts have been taken into consideration and the result and the
representations of disability have been thoroughly analysed until no new understandings have

appeared.
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4.6 Ethical considerations

Ethics is about the relationship between people, about what can be said and done to others.
We affect each other directly and indirectly, for example, through knowledge and
assumptions conveyed by research, which, in turn, affects how people understand each other
and themselves (Johannessen & Tufte, 2002). There is no “one rulebook” on ethics because
every research project is different and demands special consideration (Denscombe, 2004;
NESH - Den nasjonale forskningsetiske komité for samfunnsvitenskap og humanoria, 2006).
However, there are ethical principles and guidelines intended for evaluating whether actions
are right or wrong (Johannessen & Tufte, 2002). The researcher is always responsible for
studies being conducted in a moral way, and although ethical guidelines are not laws, every

principle has to be taken into consideration (Denscombe, 2004).

In the case of this thesis, a literature review with no contact with informants, no permits from
ethical committees were required. The characteristics of the study made some ethical
principles, for example anonymity and informed consent, irrelevant. However, there are still
ethical considerations to be made. It is important to reflect over how the data is treated, how
results are presented, what the potential effects of the study are and how the researcher has an

effect on the study.

The way data was treated and results presented follow the same basic principles. Ethical
guidelines as described by NESH (2006) concerning scientific honesty, plagiarism and a clear
system of references to other texts have been followed. The included data is written by
different authors and they have been analysed and presented equally. When interpreting the
data, its specific context has been considered and explained to the reader to avoid
misunderstandings. The data has not been altered and references to the original source are
given. References are made to specific chapters in the two included books, not only to the
books in general, so that contributing authors are acknowledged. The analysis and results are
presented in a clear and open manner so the reader can understand decisions and critically

assess the study. This is made easier when chapters and not the whole book are referred to.

Researches must acknowledge the effect their work can have on involved parties, especially

negative effects (Denscombe, 2004; NESH, 2006). The data material has been collected from
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universities in Norway, which offers programs in occupational therapy. The data is not
specific to the schools and, even if they use partly different literature, an inclusion criterion
for this study was that the literature be used by at least four of the five schools, not singling
any school out. Hence, there is no risk of any of the schools being treated in a different way
or being presented as inferior to the others. The results from the study can be used by the
schools to reflect over current practices if they wish, but this is not a topic in this study.
Another involved party that can be affected is the authors of the included literature. A written
and published text lives its own life and can be expected to be used under different
circumstances. In this case, the representation of disability was analysed by looking at how it
was mentioned in the literature. The focus was not on specific authors’ different views or
personal opinions, but on the whole picture the literature created. The authors’ texts have

been treated equally, explained in context and referred to in a clear manner.

When doing qualitative research, being close to the field is vital (NEM, 2010). But, getting
too close to the subject has negative consequences, causing one to lose their neutral
standpoint and “go native”, becoming too involved (NEM, 2010). A researcher has to reflect
and recognize how their personal, cultural and historical experiences shape their
interpretation and understanding at all stages (Creswell, 2007; NEM, 2010). It will direct
their attention to certain things, restricting their ability to see other methods or results
(Phillips & Jgrgensen, 2002). Creswell (2007) discusses “positioning oneself” in the research
by being aware of these factors. The researcher has to be specific and clarify how their
opinions can affect choices underway and the interpretation of results, and be able to
impartially discuss conflicting views (NESH, 2006). In cases where the researcher has
personal knowledge of the field of study it is essential that they reflect over positive and
negative effects this might have (NEM, 2010). NEM (2010) states that as long as this is done

in an explicit way, having previous knowledge does not have any negative effects.

I have an existing knowledge base gained through a Bachelor’s Degree in Occupational
Therapy. This degree was fundamental when this subject was chosen for the thesis, as it was
desired that the thesis be connected to occupational therapy. Phillips & Jgrgensen (2002) say
exploring familiar discourses pose a particular challenge; it is difficult to treat them as
socially constructed systems that could have been different and not as taken-for-granted

knowledge or a common-sense understanding. This has been a personal challenge as a
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researcher. I have a certain view of occupational therapy and disabled people gained through
school. However, studying society and disability during the past two years has led me to
reflect over my assumptions and beliefs about disabled people and the role of society. This
personal development has helped to distance myself from the occupational therapy concepts,
even if this is impossible to do completely. A deeper understanding of the concepts was also
why this project, focusing on interpreting literature, was chosen. It provides a chance to
further reflect on the subject of what disability really is in occupational therapy. As stated by
Phillips & Jgrgensen (2002), the aim for the discourse analysis is not to find out what people
really mean with what they say, but to explore patterns in and across statements and to
identify social consequences of different representations of reality. What is said about
disability and whether it is right or wrong, or what is really meant, has not been analysed in
this thesis. Doing this would be impossible since it would mean judging my own
understandings. Instead, the focus has been on what is said, different opinions and patterns

and studying the social consequences by drawing on other theories.
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5. Results

This chapter is dedicated to the presentation of the results from the critical discourse analysis
conducted, more specifically the results from the discursive practice dimension and text
dimension. The social practice dimension is dealt with in the discussion chapter. The
discourses found represent different ways of viewing disability, and these are presented first
in the chapter. Thereafter, the complete understandings of disability that appeared in the text
are presented. Figure 2 (p. 57) illustrates both the discourses and the complete understandings
of disability that has been found. The research questions that are answered are: How is
disability represented in occupational therapy literature? and, Within which discourse does

the literature place disability?

Two texts have been analysed, written by Borg et al. (2007) and Kielhofner (2008a). The
book by Borg et al., Basisbog i ergoterapi (Foundational book in occupational therapy), was
written in Denmark. It is a typical introductory textbook touching on all areas of occupational
therapy, presenting different theories on the field. Kielhofner’s book, Model of human
occupation, was written in an American context. This book presents a specific theory to
understanding human occupation and also touches on many fields within occupational
therapy, but from a different angle where the aim is to explain and promote the single specific
theory. In this chapter, when presenting the results, references are made to the specific
included chapters instead of only the book. This is to stay true to all authors and make the
scrutinisation of the research easier for the reader. However, as a result, it seems as though

more than two books have been used even though this is not the case.
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5.1 The discursive practice — finding discourses and understandings of disability

Three different discourses have been identified in the texts. The discourses are medical,
individual and relational, as illustrated in Figure 1. They describe how the individual is
viewed and affected by different factors. The view of the individual is important as it is at the
centre of the complete understanding of disability. The discourses are intertwined and they all
contribute to the understanding of the individual and of disability within occupational
therapy. They all are a part of the occupational therapy order of discourse, which is the

complete understanding of disability within the field.

Individual
discourse

Occupational
Therapy order
of discourse

Relational
discourse

Medical
discourse

Figure 1. Interdiscursivity.

The individual discourse

The individual discourse describes how the person is understood within occupational therapy.
Every person is thought to have a stable core (layer one in Figure 2, p. 57), which is the
desire to be active and participate. The core and the meaning of activity and participation are
seen as crucial for functioning and health (Dahl, Haugbglle, Jarl, Schjerning & Thanning,
2007). Dahl et al. (2007:126) state, “The goal of occupational therapy is to promote
opportunities for activity and participation in everyday life.” Since activity and participation
is the goal of all occupational therapy and, it is assumed to be something that applies to all
people and situations. The core is also evident in Kielhofner’s text (2008a). The name, Model
of Human Occupation, clearly states that human occupation is central. The concepts the
model presents (volition, habituation and performance capacity) are ways of understanding

how human occupation is motivated, organised and carried out. Activity and participation are
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central in many examples given in the text (Kielhofner, 2008e:32-34; 2008c:51-52;
Kielhofner et al., 2008:75-82) and impairments themselves are not necessarily seen as
problems until they restrict activity and participation. The core can be seen as stable when
facilitating activity and participation is always the goal of therapy, no matter what type of

problem the person has.

Disability

Classification

Ipemeat Activity problem

Person

Volition
T o
use?j !:Sith Habituation Inability to
ICD-10 Performance capacity perform. activity
Responsible or participate

Inner _core
Activity and
participation

Components
effect
eachother

Defined by
the individual

Environment

Calibrated
instruments

and standardised

scales

Caused by
impairment, activity
or environment

Figure 2. Representation of disability in occupational therpay literature,
based on ICF and occupational therpay, OT.

Every person has an inner core and, on top of it, individual qualities that constitute the unique
person. This is represented by the second layer in Figure 2. Within the individual discourse it
is highlighted that people are responsible for themselves (see Fortmeier, Mathiasson &
Schrgder, 2007). Intervention in therapy is based on collaboration between therapist and
client (Fortmeier et al., 2007), which is central because change cannot be accomplished, only
facilitated, by the therapist. Instead the central mechanism behind achieving change is the
client’s actions, thoughts and feelings (Kielhofner & Forsyth, 2008b). Viewing the client as
responsible is central for the idea of client-centred practice, where the person has the right to

be involved in their case and have control over their own life as well as their health and

59



potential impairments (Dahl et al., 2007). Kielhofner & Forsyth state (2008a:171): ... all
change in occupation is driven by clients’ occupational engagement.” By occupational
engagement the author means doing, thinking and feeling as well as making a choice, being
motivated and experiencing meaning. Kielhofner & Forsyth (2008a) describe contributors to
change as, for example, making decisions, committing, exploring and identifying. A
prerequisite for clients making choices and committing to something is that the client is
viewed as responsible. If they are not viewed as responsible, their choosing will not be a step
towards positive change. The other aspects of the person, mentioned in the second layer in
Figure 2, are what Kielhofner (2008a) describes as individual qualities: volition, habituation
and performance capacity. Volition directs action through what interests and values the
person holds and through personal causation, that is, knowing one can make things happen
(Kielhofner, 2008e). The concept of habituation explains human action as habits and roles
that direct one’s actions in specific contexts (Kielhofner, 2008c). The last concept,
performance capacity, is the actual ability to do things (Kielhofner et al., 2008). These three

(X3

concepts ‘... are fashioned and maintained, and altered by what people do and how they
think and feel about their doing” (Kielhofner & Forsyth, 2008a:171). This means this part of
the person is not static like the core, but changeable and, as explained in the next paragraph,

affected by other factors.

The relational and medical discourses

At this stage the relational and medical discourses of understanding disability come into the
picture. Within the relational discourse, disability is described as something changeable,
consisting of and being affected by many factors. The medical discourse describes people and
disabilities as something based on medical facts and impairments. It represents a more linear
chain of events where effects of impairments are more predictable. The relational and
medical aspect of disability is illustrated in the third layer of Figure 2. This layer consists of
impairment and environment, which both affect the individual qualities discussed in the

previous paragraph.
Impairments and the environment both affect each other. This is illustrated by Kielhofner,

who states: “Environmental factors are also critical to whether and how impairments affect

performance” (2008b:103) and “A disability may alter, but need not prevent, occupational
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participation if adequate environmental supports are in place” (2008b:102). In some cases the
environment is the cause for the impairment through, for example, an accident or being
exposed to certain elements. In cases where the environment is not directly the cause, it still
affects whether disabled people can perform activities and participate in society (Brandt &
Jensen, 2007). The environmental impact, or whether or not the environment is available for
the disabled person, is described by Brandt & Jensen (2007) and Kielhofner (2008d) as a
relationship between the demands of the environment and the person’s characteristics and

functional capacity. The environment can be both a resource and a constraint to action.

The environment and the impairment, while affecting each other, also affect the person
(illustrated in Figure 2). How one is affected is highly personal, meaning even if two people
have the same impairment or diagnosis it might affect them in different ways. Kielhofner
(2008d:88) states: “Since persons have different capacities and beliefs in their own abilities,
the same environment may engage and excite one person, bore another, and overwhelm a
third.” This is typical for the relational dimension. One can say something might affect the
person or have a certain influence but one can never be certain since there are many factors
that all influence the person and situation simultaneously. As illustrated in Figure 2, the part
of the person that is affected is the individual qualities, not the stable core. This means a
person, no matter what the impairment or environment poses on the person, always has the

wish to be active and participate in society in some way.

The personal characteristics that are affected are volition, habituation and performance
capacity. Volition is influenced by biological and physical states that affect one’s capacity,
interests and values through how one perceives the world and what possibilities and
experiences one gets (Kielhofner, 2008e). This illustrates how impairment is separated from
the person, viewing it as an influencing factor and not as automatically resulting in a
predictable outcome. Volition is also affected through reflecting over and gaining
experiences of doing: “At any point in time a person’s volition will reflect a unique personal
history and circumstances that have shaped and continue to shape it.” (Kielhofner, 2008e:35).
The aspect of habituation (habits and roles) is affected both by the impairment and the
environment. Kielhofner (2008c) describes habits as part of life and how they may contribute
to disability or compensate for it. Old habits are often severely disrupted by acquired

impairment and changed capacities, while there always is a risk of learning dysfunctional
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habits from the environment, especially if one is born with some form or impairment.
Occupying roles is affected by being disabled (Kielhofner, 2008c). The impairments
themselves can restrict role performance and, in the case of acquired impairments, there
might arise a conflict between one’s own expectations and ability to perform a role. A person
may be barred from or not receive the opportunities to acquire or learn roles. Being cast into
a sick or disabled role can be difficult to combine with one’s own view of oneself, and can
lead to a problem gaining a positive identity. Even if the impairment itself poses restrictions,
Kielhofner (2008c) states the biggest obstacle to role performance are social barriers, ranging
from poor attitudes to policies that exclude disabled people. The third personal characteristic
that is presented in layer two in Figure 2 is performance capacity. Performance capacity has
two aspects that can be affected: the objective physical and mental components and the
subjective experiences (Kielhofner et al., 2008). The objective part is technically the same as
impairment; both can be medically classified and observed. This is part of the medical
discourse, where one focuses on the physical and measurable state of the body. The
environment’s effect on the objective components can easily be observed, like physical
obstacles for wheelchair-users or high demands of efficiency for workers, which inhibits
people with cognitive impairments. The subjective aspect is presented by Kielhofner et al.
(2008:70) as the lived-body concept, which is knowing the world through ones particular
body and how the experience affects one’s performance. Disabled people are stated to have a
particular way of experiencing their bodies (Kielhofner et al., 2008), sometimes depending on
the specific impairment and sometimes on how they experience themselves in the

environment surrounding them.

So far, the results have focused on presenting how people (disabled but also non-disabled) are
viewed within occupational therapy literature. This is central since disabled people first and
foremost are represented as people or individuals. There is a strong focus on the person. Who
they are and what affects them is described in detail, especially by Kielhofner (2008a).
People are thought of as a whole, where the separate parts, body, soul and active nature,
interact with each other and the environment (Christensen Gammeltoft & Enemark Larsen,
2007). A disabled person is thought to have a desire to be active and having individual
qualities that are affected by outer components such as impairment and environment.
Impairment is not seen as part of the individual per se, but as a component that affects the

person’s individual qualities. The individual, relational and medical discourses all focus on
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different aspects of who the person is, but are all intertwined and none of them explain the
whole picture individually. This means that in occupational therapy a disabled person is not
just seen as disabled, but first and foremost as an individual. This is illustrated by Dahl et al.
(2007:139 [my translation]): “Diagnoses by themselves do not reveal any information on

what problems peoples health conditions result in in everyday life”.

Understanding disability — the two outer halves in Figure 2.

As illustrated by the two outer halves in Figure 2 (p. 57), two separate ways of thinking about
disability appeared in the occupational therapy literature. The right half represents a
traditional occupational therapy (hereafter referred to as OT) way of looking at disability,
based on the individual, medical and relational discourses. Disability, in this case, is referred
to as an activity problem. The left half represents an understanding of disability based on the
International Classification of Functioning, Disability and Health (ICF). The traditional OT
understanding appears in both texts and is evident as a representation of disability both within
the Danish and the American context. The understanding based on the ICF appears in the
Danish book by Borg et al. and is not mentioned in the chapters by Kielhofner that are
included in this analysis. To be fair to Kielhofner, he does discuss the ICF (in relation to his
own model) in a part of the book that is not included in this study, meaning the ICF is also

evident in the American context.

The two ways of understanding disability are illustrated in Figure 2 as having the same core,
represented by the three inner layers, but differ on how they define and construct disability.
Even though the core is described to be shared and similar or identical terms are used, the
meanings of those terms differ depending on the model. This will be further explored in the

discussion chapter, after the two different understandings have been presented in this chapter.

The traditional OT perspective

In the analysed occupational therapy literature the term disabled is not often used. Person,
individual, client, user (brugere) and citizen (borgere) are more common. People are
described as having a problem with activity or participation instead of being disabled. This is

a matter of naming. The labels one chooses to use can be influenced by many factors and
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change over time. A wish to profile the profession in order to assure its position in relation to
other disciplines can be one influential factor behind what labels or names are used. This is a
discussion in itself but is outside the scope of this study and will not be further elaborated on.
In this study, people with activity problems are considered to represent the same people

others choose to name disabled people.

Activity problems or disabilities arise when people are restricted from performing the
everyday activities that are necessary and desired (Bendixen, Madsen & Tjgrnov, 2007,
Johanssen, Petersen, Sgrensen & Voss, 2007). Activity occurs in the interaction between the
person, the activity and the environment (Hare, Jacobsen & Mathiasson, 2007; Christensen
Gammeltoft & Enemark Larsen, 2007). A problem can arise if any of these factors are
affected. Aspects of the person that has an effect on activity and potential problems are what
have been described earlier as the core and individual qualities. Bendixen et al. (2007),
summarise the aspects as a person’s status, skills and starting point on a physical,
psychological and social level. The activity itself can create potential problems depending on
its kind, content, demands and time requirements. The aspects of the environment that have
an affect are described by Bendixen et al. (2007) as living conditions such as physical, social
and cultural environment as well as economics and laws which set conditions and
restrictions. Furthermore, it is not only the factors alone that cause a disability. The
interaction, or lack thereof, is equally important (Bendixen et al., 2007). Bendixen et al.
further state this interaction is what determines the quality of peoples’ everyday lives.
Disability can be measured or observed depending on these factors. There is a vital subjective
dimension of disability within this traditional OT understanding. What constitutes a disability
is defined by the person, as Johanssen et al. (2007:487 [my translation]) state, ... activity
problems are individual and expressions of the person’s subjective experiences of what is
problematic in their everyday life.” This means it is not the different components of
performing that decides if there is a problem or not, but the whole picture, and whether or not
the individual thinks it constitutes a problem in their life. A disability or activity problem can
then be seen as a conflict between inner and outer conditions, that is, the person’s capacities

and the environments conditions (Bendixen et al., 2007).

Disabled people are thought to function or perform activities and participate on multiple

levels (Dahl et al., 2007; Kielhofner, 2008b). Dahl et al. describe four levels: functioning,
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executing, activity and performance and a level of development of awareness and personality.
Kielhofner (2008b), on the other hand, describes three levels: occupational skill, performance
and participation. The levels are formulated differently but have the same basic principles
and build upon each other and, as illustrated by Kielhofner (2008b:104), “skills is embedded
within performance, and the performance is embedded within participation.” All levels are
important since they affect each other and the performance (Dahl et al., 2007). The levels of
doing are affected in different ways. Skills (consisting of motor, process, communication and
interaction skills) are clearly affected by impairments, while performance is highly
influenced by habituation (the person’s habits and roles) and environment and how the two
factors compensate for, or worsen, the effect of impairment (Kielhofner, 2008b). Kielhofner
(2008b:102) states, concerning the highest level, that “a disability may alter, but need not
prevent occupational participation if adequate environmental supports are in place.” People
organise their activity performances according to a top-down perspective, adapting the
performance to specific goals and contexts instead of focusing on underlying performance
components (Dahl et al., 2007). This means, for example, that people prioritise maintaining
roles instead of physical capacities that can be adapted and compensated for in a way that
roles cannot. Kielhofner (2008b) states the highest level represents something with a social
and personal significance, which motivates a person and explains why compromises are made

to achieve this level.

Consequences of activity problems can be extensive; restrictions or lack of opportunity to
perform activity and participate is believed to have consequences on health, development and
quality of life (Bendixen et al., 2007). Problems caused by impairments or the environment
restricting meaningful participation and performance of activities can result in a situation
where one’s condition is in conflict with both society’s and one’s own values, possibly
threatening one’s personal identity and self-worth (Hare et al., 2007; Kielhofner, 2008e:).
Occupational identity (who one is and wishes to become) and occupational competence
(sustaining a pattern of participation reflecting ones identity) are both affected by disability,
but Kielhofner (2008b) describes the effect on a person’s competence as more significant
than on identity. Explained in different words, disabled people know what they want to do
but the effect of disability prevents them from acting in a way that supports these wishes.
Occupational identity and competence make up occupational adaptation, that is, being who

one wishes to be and sustaining this wish (Kielhofner, 2008b). Kielhofner (2008b) highlights
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that this adaptation is problematic at one time or another in most people’s lives and requires
rebuilding one’s occupational identity and competence.

There are many examples of how disability affects the person. Kielhofner (2008e) describes
how disability threatens or alters the daily positive things that enliven ones existence, how
disability can invalidate one’s worldview, values and future and be the cause for emotional
pain when one cannot perform like others. Habits and roles can become invalidated or
impossible to carry out, such as in the case of an acquired disability, whereas children born
with impairments often are not even given the same opportunities as others to learn and
experience (Kielhofner, 2008c, 2008e). A disability can make it hard to maintain one’s
identity (Hare et al., 2007), and there is a risk of being cast into a sick or disabled role one
might not be comfortable with (Kielhofner, 2008c). Still, Kielhofner (2008c) points out that
by accepting the disability identity as part of the self it is easier to develop a positive identity.
As stated earlier, the person is seen as responsible and is expected to take an active part in the
therapy. To facilitate this, disabled people need support, information and guidance (Hare
et al., 2007). They are the ones who should make decisions concerning their own case, part of

this being if they wish to receive therapy or other services (Dahl et al., 2007).

This traditional OT understanding of disability is built on the individual, relational and
medical discourses. The individual discourse has a strong position when the person affected
decides what constitutes a problem. What is felt to be a problem is dependent on the person’s
core and individual qualities like volition, habituation and performance capacity. As
described earlier, disability is stated to have a major effect on the individual. Kielhofner
(2008d:93) states that volition, habituation and performance capacity are always influenced
by doing and participating in the world. This statement connects the individual and relational
discourses. The relational discourse, with its focus on the interaction between factors, is
central in explaining how the problem arises, not as a predictable result from a certain factor
but in a much more complex interaction between factors. The main discourses within
traditional OT understanding of disability are the individual and relational. The medical
discourse is evident in the text but it does not play a major role in describing how disability
arises. The focus is not on the impairment itself and, as stated earlier, having some form of
impairment does not constitute being disabled. However, note that this conclusion is based on
analysed literature, meaning which discourses and understandings are dominant amongst

occupational therapists in practice might be different.
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The ICF perspective

The second way of representing disability within occupational therapy literature is based on
ICF (left sphere in figure 2). Within ICF, function and disability are systematically described.
The aspect of equal civil rights, regardless of impairment or disability, is central to the model
(Dahl et al., 2007). ICF can be used both as a conceptual framework and a classification for
functioning and disability (Dahl et al., 2007). The conceptual framework of ICF defines
function and disability as consisting of the following components: bodily functions and
structures, activity and participation (Bendixen et al., 2007; Dahl et al., 2007). These
components are affected by health condition and contextual factors, which are environmental
and personal. The components make up a dynamic and complex system, making it difficult to
analyse and predict causal connections between the elements. The components and

interactions are illustrated in Figure 3.

Health condition

Body functions <4 Activity <@—P Participation
and structures

A 4 )
v v

Environmental factors Personal factors

Figure 3. Components of the ICF (WHO, 2001:18).

The understanding of function and disability is based on the definition of the components,
defined within the ICF framework and presented by Dahl et al. (2007). Body functions and
structures refer to physical and psychological functions and to anatomy. If there is a
significant loss or deviation of these functions/structures compared to the statistical norm, it
constitutes impairment. An activity is defined as a task or action performed by a person,
while participation is defined as a person’s involvement in everyday life, representing

functional ability on a societal level. Activity limitations are problems a person has with
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performing an activity, ranging from mild to extensive. It is defined as a deviance from what
a person without the problem could perform, both regarding how well and to what extent it is
performed. Restrictions in participation are problems experienced with involvement in daily
life. One is expected to be as involved as someone without the limitation in a society with the
same culture. The environmental factors that affect function and disability are defined as
products and technology, natural and created environments, support and contact, attitudes and
services and policies. No personal factors are specified. Instead, WHO suggests they be

interpreted in the specific cultural context (Dahl et al., 2007).

This means, if one complies with this conceptual framework of ICF, that disability arises in
the relationship between a person’s possible impairment and their level of activity and
participation. Disability is positively or negatively affected by the person’s health, the
environment and personal factors (Bendixen et al., 2007). These factors are what determine

how serious or extensive the disability is (Dahl et al., 2007).

So far ICF has been described as a conceptual framework. However, since ICF also is a
classification of disability, it can be used not only to understand disability but also to classify
and describe function and disability. The classification aims at providing a standardised and
mutual conceptual framework for describing health and related concepts (Bendixen et al.,
2007). Dahl et al. (2007) describe the system of classification. Every component has three
levels of categories, each more detailed, specifying what is included in the component. For
the classification the components activity and participation are fused together while, as
mentioned before, personal factors have no classification and should be examined based on
the surrounding culture. All components can be graded based on how they relate to the
“normal distribution in the standard population” (Dahl et al., 2007:145), resulting in a
quantification of disability. It is recommended that this quantification be used together with
appropriate qualifying words. Dahl et al. (2007:145) further state “quantification can only
happen with calibrated measurements and standards...” These standards are not available for
all categories and, in that case, one is advised to use other validated measurements. The
classification consists of over 1400 categories and, to facilitate the use of the classification in
practice, core-sets are being developed, which are condition-specific lists with relevant

components to investigate.
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ICF is stated to be a biopsychosocial model of functioning, combining the traditional medical
and social models of understanding disability (Dahl et al., 2007). That it is built on multiple
models is evident when all three discourses found in the text can be related to the
understanding of disability built upon ICF. In the conceptual framework of ICF, the medical
discourse of disability is evident in the component of body function and structures that
account for the physical, measurable part of the person. When it comes to ICF as a
classification of function and disability, the medical model has a very strong position. The
classification is categorised and how a function or functional state of a person is classified
depends on how one performs compared to the “normal distribution in the standard
population” (Dahl et al., 2007:145). It is stated that only calibrated measurements should be
used, something that diminishes the subjective experience of the person. The core-sets
mentioned earlier further medicalises the classification because they give the defining power
of what and how to evaluate to the professionals (Dahl et al., 2007), something not desired by
the international disability movement nor WHO. Also, WHO intends for ICF to be used
together with the International Classification of Disease, ICD (Dahl et al., 2007). ICD is a
medical classification and the use of it in combination with ICF can enforce the position of a
medical understanding of disability. The relational discourse, which views disability as
resulting from a relationship between multiple factors, is strong within ICF conceptual
framework and understanding of disability. It is clearly stated in the text (Dahl et al.,
2007:142 [my translation]): “All elements in the model are mutually influential...” and “... a
change in one element in the model will affect the other elements in the model as well as the
total function or disability.” They further state: “... the dynamic between the components is
in reality far more complicated than the official illustration shows” (2007:142), meaning even
if the interaction between components (see Figure 3) is fairly easy to illustrate, it is far more
complex and, hence, outcomes are hard to estimate or explain. The relational discourse is not
very evident in the classification system based on ICF, where the medical discourse is
dominant. However, since more components than just the physical body are taken into
consideration, it is acknowledged that function and disability is dependent on many factors. It
is stated that all components interact, but it is not deliberate on how these interactions take
place. Focus is directed to classifying specific components and not interactions. Finally, the
individual discourse can be identified within the conceptual framework when personal factors
are acknowledged as part of the context affecting disability. However, it is not further

specified what these factors are. Dahl et al. (2007) give examples like sex, age, race, religion,
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education, social status, economic situation and sexual orientation. It is difficult to say if not
classifying these and leaving it to the therapist could have a negative effect on the
components position compared to the others that are classified. On the other hand, the effect
might also be positive when it allows aspects relevant for the person to be acknowledged.
The core-sets that are part of the medical discourse counteract the individual discourse when
defining power is given to the therapist, and the disabled person loses their say in what is
examined and how. The individual discourse can, however, be seen as evident on a deeper
level when activity and participation are things all individuals do in their own ways. But still,
measuring activity and participation is done by comparing to the “normal” person without

disability, which is typical for the medical discourse.

In the Danish text, ICF is described “primarily as a conceptual framework for understanding
functional ability, for clarifying the occupational therapy area of responsibility but also as a
classification with different usages within the healthcare system.” (Dahl et al., 2007:124 [my
translation]). Dahl et al. (2007) state no one is required to use ICF in Denmark and that the
framework has gained more attention than the classification, with focus put on implementing
the framework in practice. The framework plays an important part in multidisciplinary work
when it aids a common language and understanding of clients and problems, as well as
making the division of tasks among workers and sectors clearer (Christensen Gammeltoft &
Enemark Larsen, 2007; Dahl et al., 2007). In this sense, it also helps to clarify what the
occupational therapist’s field of expertise is, both for therapists themselves, but also for other
professions and clients. The classification based on ICF is described as mainly used for
statistics concerning populations (Dahl et al., 2007). On a lower level, ICF can be used to
classify a person’s functioning and disability in case of somatic injury or illness and to justify
potential needs for social or health related services (Christensen Gammeltoft & Enemark
Larsen, 2007). Another area of use is mentioned by Brandt & Jensen (2007), stating that ICF
can be used when working with access to environments and assistive aids. Environments and
assistive aids are defined as environmental factors in ICF, which is beneficial for
occupational therapy when focus is directed to the aid or environment and not only to the
person. However, since the relationship between components in ICF is not explained, Brandt
& Jensen state the model is good in a general sense, but not comprehensive enough for
understanding causal conditions when working with assistive technology and the

environment.
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In summary, two ways of understanding disability within occupational therapy literature have
been presented, one based on traditional OT and another based on ICF. The similarities and
differences between these representations and their practical consequences will be discussed

in the next chapter.

Interdiscursivity — the mixture of discourses

After presenting how disability is represented in occupational therapy literature one can see
how intertwined the discourses are. The individual discourse has a strong position in the
occupational therapy order of discourse. Occupational therapy takes its starting point as the
person’s own conception of their present and future situation (Fortmeier et al., 2007). In
chapters included from Kielhofner’s book (2008a) the individual discourse is illustrated,
supported and built on various examples from the field, placing experiences from the field as
evidence for the discourse. For example, volition is illustrated with examples of four different
people, their situation and problems and how their volition affects their choices and actions
and performance capacity and the lived body are described through examples of women with
strokes and neglect and how they learn to live with their new experience of their and how a
man experiences his hand after a hand injury that required three of his fingers to be
reattached. The relational discourse presents people as affected by and developed in a
relationship between multiple factors, such as personal characteristics and individual
qualities, the activity and the environment. This relational thinking is also evident in the
biopsychosocial understanding of health and disability that ICF is based on and the complex
interaction between the factors of functioning and disability (Dahl et al., 2007). The relational
thinking explains why people are different since people are affected in different ways by
different factors at different times in different environments. The medical discourse enters the
picture when discussing impairments. As stated earlier, impairment affects what capacities
are developed and what will be found important and enjoyable. Within occupational therapy
there is an acknowledgement of impairment as a factor affecting both the individual and the
performance of activities and participation (see Bendixen et al., 2007; Kielhofner, 2008e).
The focus is not on the impairment and how it can be fixed, but on what effects it has on the
person’s activities and participation and how these effects can be minimized or avoided. In
some cases, however, after assessing the effects and the cause, the focus can be on the

impairment. An example is hand injuries, where “traditional” hand training can restore
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function and thereby remove the effects on the activity of not being able to use the hand. In
this way the medical discourse is part of the understanding of disability, even if it does not

have as strong a position as the individual and relational discourse.

Intertextuality — the use of other texts

The two texts use other texts in different ways, which may be because they belong to
different genres. The included chapters from Kielhofner’s book (2008a) use many old
sources. To illustrate this is the statement based on a source from 1985, which states there is
no defined disability culture. Many people would surely contest this today. Old sources are
not wrong but they reflect the situation as it was in an old context. Using them might not
reflect the situation in a contemporary and accurate way. Kielhofner’s book is the fourth
edition, which might explain the old sources when updating every chapter thoroughly would
almost equal writing a new book. Another reason might be that on some topics, no new
reliable material has been produced to reflect the current situation, or simply that the sources
are classical works that still are representative for today’s context. The genre Kielhofner’s
book belongs too can be called a theoretical or academic genre. The intention of the text is to
present his specific theory, and sources are used to support his statements and point of view.
The theory can be seen as socially constructed, combining ideas and concepts to produce
something that is viewed as knowledge and “theory” on the field of occupational therapy and
human functioning. The references used in the text are chosen to illustrate and support this
theory and examples given show the model’s applicability in practice. Many references are
made to texts produced within the discipline of occupational therapy, but also to texts on

psychology, sociology, disability studies and ICF.

The book on the Model of Human Occupation is written in collaboration with many authors
from around the globe and significant research has been done to develop instruments based
on this model, as well as in practice, to support these ideas. The model has been continuously
developed since the late 1970s (MOHO Clearinghouse, 2011). All of this has added to the
strong position of the model and Kielhofner himself within occupational therapy today. It is
important to be aware of the strong position Kielhofner has within the field when one uses
the theory, as this otherwise can happen without questioning what one is doing and only

reproducing and accepting the existing knowledge and understanding.
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In contrast, the Danish text by Borg et al. (2007) is written in a textbook genre, aimed at
students as an introduction to the field of occupational therapy. The text uses newer sources
than the English text and they are used in a different way, presenting different aspects of
theories and models. Many references are, not surprisingly, made to other occupational
therapy literature from the US, UK, Canada, Australia and Scandinavia. The Scandinavian
context the book is written in is evident, for example, through much of the literature referred
to originating form Scandinavia as well as through Danish and other Scandinavian laws being
referred to in order set the context of the profession. Other literature referred to is, for
example, on rehabilitation, disability studies and ICF. Sources are used in order to present
different theories and ideas within the discipline of occupational therapy. This gives a
nuanced and comprehensive picture of the field. On a number of occasions, the Danish text
refers to the English text by Kielhofner that is included in this study as well as other texts
written by Kielhofner. It is only in the chapter by Brandt & Jensen (2007) about technical
aids and accessibility that Kielhofner’s work is not referred to. Because the aim is to be an
introduction for students there is also a very strong professional discourse evident in the text.

However, this is not discussed as it is outside the scope for this study.

A conclusion based on how other literature is used is that the discourses and understandings,
to a fair degree, are reproduced and upheld. There is a focus within the traditional OT
understanding on other occupational therapy literature, which, in the long run, contributes to
preserving existing knowledge and understanding. One can wonder, however, what effect
ICF has on occupational therapy practice and understandings in the long run, when it clearly
uses some of the same concepts as the discipline and provides a common understanding of
concepts for interdisciplinary work. In the analysed texts, ICF is explained on its own but put
into an occupational therapy context when it comes to how it is used. As stated earlier, the
ICF framework is used more than the classification in practice today, something that might
change in the future if ICF further gains popularity and becomes a tool for distributing
benefits. Already it is stated by Christensen Gammeltoft & Enemark Larsen (2007) that
occupational therapy assessments should uncover all relevant information within all ICF
components in order to understand the patient’s functioning. Then, the focus is on demands

of ICF and not only on what occupational therapy practice highlights.
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5.2 The text dimension — how words are used

The focus for this study is the discursive and social dimensions. This decision is based on the
amount of included material, the timeframe and also because these two dimensions better
answer the research question (see p. 13). However, the text dimension has been
acknowledged when it comes to what words are chosen when discussing disabled people and
which words are typically used within the two ways of representing disability based on

traditional OT and ICF.

In these occupational therapy texts different names and terms are used to describe disabled
people: client, patient, brukere (user/client), borgere (citizen), individual, person, disabled
people or people with disabilities. Borgere (citizen) is the commonly used term in the Danish
text, explained by Fortmeier et al. (2007), who state it is the most contemporary Danish term
to use. When describing human functioning and general principles, person or individual is
used in English: “each person has unique volitional thoughts and feelings” (Kielhofner,
2008e:35) and “habits play and especially important role when persons face the challenges of
a disability” (Kielhofner, 2008c:57). Otherwise, client or brukere (user), or sometimes
patient, is used when referring to a person receiving occupational therapy both in the Danish
and English text. For example, when Kielhofner & Forsyth (2008a, 2008b) describe the
therapeutic reasoning and how clients achieve change, they use the term client throughout the
chapters. Another way of naming disabled people in the text is by their first names in
examples. These examples are given and then referred to when describing the theory.
Kielhofner starts many chapters with illustrative cases and gives even more detailed
examples when describing the lived body concept (Kielhofner, Tham, Baz & Hutson, 2008).
The Danish book also has examples, see Dahl et al. (2007) and Christensen Gammeltoft &
Enemark Larsen (2007). Referring to a citizen, person or individual can be thought to reflect
the view of the person as a responsible individual with equal rights. It can also be an attempt
to put emphasis on the shifted power balance one is trying to achieve, for example, through

client-centred work, where the person’s perspective and ideas are highly valued.
The language used often shows a clear division between the individual and their qualities and

disability or impairment. Headlines are most frequently divided according to this, such as

Values and impairment or Roles and disability in Kielhofner’s book (2008a). The phrasing
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people with disabilities or person with chronic illness is more commonly used than disabled
people or wheelchair user both in the Danish and English text. This reflects the same division
between person and impairment. There is no apparent structure for when ‘people with
disabilities’ or ‘disabled people’ are used in either one of the texts. It is also never clarified
what is meant by the words impairment and disability, if they have a special meaning or if
they are used interchangeably. However, it is important to note that this might have been

done in other chapters that were not included in the analysis.

The two understandings of disability, based on traditional OT and ICF, use different textual
features and words when discussing disability. This is connected to what they choose to
highlight; the individual discourse is much stronger within the traditional OT understanding
while the medical discourse has a stronger position within the ICF understanding. When the
ICF framework and classification is discussed in the text by Borg et al. (2007) words like
classification, standard and norm are used. This is typical for the medical discourse, and is
naturally not a big part of the traditional OT perspective where the individual discourse is
more dominant and words like person, unique and subjective are more common. An example
of this is how Kielhofner & Forsyth 2008b use words like enable, modify, understand,
respect and support when they describe the therapeutic process. This reflects the position of
the person, not as a patient where the therapist has all the power, but as more equal in the

relationship with focus on the client as an individual.

To illustrate the difference, Kielhofner & Forsyth (2008b) describe clients as unique
individuals and their thinking, doing and feeling as the mechanism behind change. Fortmeier
et al. (2007:166) describe values and basic assumptions within occupational therapy as,
among others, client-centred practice, the client’s perspective, the active participation of the
client and empowerment. In comparison, when talking about the classification based on ICF,
disability can be quantified with a generic scale, systematically described and defined
compared to the normal distribution in the standard population (Dahl et al., 2007). These are
examples of how words used do not match and even contradict each other. Using the term
classification based on a norm is not compatible with an individual focus. Furthermore, there
is a difference between defining disability as a problem with an activity that is important to
the individual (see Bendixen et al., 2007), and as combination of impairment, activity

limitations and participation restrictions affected by personal and environmental factors (see
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Dahl et al., 2007). Personal factors are included in ICF as a contextual factor influencing
functioning and disability, but, nonetheless, what constitutes disability is decided compared
to the standard population and what one is expected to manage and does not take into account

any subjective aspects of the problem.

Finally, a few words on modality, that is, how the author commit or distance themselves from
the statements, using words like must, may, can or should (Fairclough, 1992; Phillips &
Jgrgensen, 2002). As mentioned earlier the texts are written in different genres, which can
affect the modality of the language. Kielhofner’s text is certain and clear in its way of
presenting the message. This can be because he has a clear agenda with what he is saying and
only one point of view to present. The Danish book, on the other hand, is written as a
textbook and is more of an introduction, so the authors have taken it upon themselves to
present many theories and viewpoints. Therefore, they cannot state everything as certain,
because the field is more complicated and dynamic than that. In general, the language is more
certain when discussing the core of the individual (the drive for activity and participation)
than when discussing the individual and environment and what affects them. This is to be
expected as the core of the person is a fundamental value within the discipline and it would
not hold up if one were uncertain or unclear about this. In contrast, when talking about the
individual, how they become unique and how the environment influences the individual,
impairment and action, the language is more uncertain and open to interpretation. This can be
because the interactions are very complex and relational depending on many different
variables. Therefore, it is impossible to certainly say that all people react to something in a

specific and predictable way.
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6. Discussion

The research questions: How is disability represented in occupational therapy literature?
and, Within which discourse does the literature place disability?, have been answered in the
previous chapter. Now, the results will be taken a step further by connecting them to the
social world surrounding them, called the social practice in Fairclough’s critical discourse
analysis. When examining the social practice dimension the focus is on non-discursive
practices that affect the discourses and assessing, to what extent, discourses and the

understandings they create are reproduced or challenged (Phillips & Schrgder, 2005).

First, non-discursive practices affecting the understandings of disability that have appeared in
the analysed occupational therapy literature will be presented. Thereafter, consequences of
the non-discursive practices and of the different understandings of disability will be discussed
in a theoretical and practical perspective. The chapter is concluded with thoughts on further

research and final, critical reflections on the thesis.

6.1 Non-discursive practices restricting discourses and understandings of disability

A non-discursive practice is something that works according to a different logic than
discourses, for example economics, physics and biology (Phillips & Jgrgensen, 2002).
Together with the discourses they produce the social practice, represented by the third layer
in Fairclough’s model (presented in chapter 4). Phillips & Jgrgensen (2002) state it is hard to
separate discursive and non-discursive practices or analyse the dialectical relationship
between them. In this study, some conditions with a clear influence on the understanding of
disability did not seem to belong to any particular discourse. They have been regarded as
non-discursive practices influencing the total understanding of disability. These non-
discursive practices have consequences, which will be described later in connection to

theoretical and practical consequences.

The understanding of disability is strongly influenced by the non-discursive practice of laws
and policies, especially the ones that regulate the healthcare sector. The context plays a great
role when the healthcare sector is regulated in different ways in the US and in Scandinavian

welfare states. The focus in this study is on the Scandinavian context. In the Danish context,

77



the healthcare system bases its organisation of examination and treatment on illness, and the
basis for receiving help is a diagnosis (Dahl et al., 2007). This system is evident throughout
the Danish text, and is also applicable to the Norwegian context. In Norway, the National
Insurance Scheme (folketrygden) ensures financial security by compensating for certain
expenses brought on by, for example, unemployment, disease, injury or disability
(Folketrygdloven § 1, 1997). The aim is to aid people in helping themselves, giving them the
opportunity to provide for themselves and manage on their own as much as possible. The
National Insurance Scheme evens out the income and living conditions between a person’s
different life stages and between groups of people in society (Folketrygdloven, 1997 § 1).
However, it also creates the need to classify and diagnose people in order to decide who is

entitled to benefits (Hedlund, 2009).

Another non-discursive practice that affects what is included in the occupational therapy
curriculum in Norway is the set structural frame (rammeplan) of occupational therapy
education (see Forskrift til rammeplan for ergoterapi, 2005). According to this framework,
the education (totally 180 credits) has to contain 30 credits of medical subjects, divided into
anatomy and physiology and “disease studies” (sjukdomsl@re) and disability. The education
also has to contain 75 credits of professional occupational therapy subjects. These are divided
into the areas of health promotion and prevention, rehabilitation, habilitation and treatment.
Out of the 75 credits of occupational therapy specific subjects, the structural frame dictates
33 credits should consist of rehabilitative work. This is more than twice as many credits
compared to the other areas which occupational therapists work within. This is, however,
what the framework dictates and is what the schools offering the programs must adhere to.
These non-discursive practices exist together with the discursive practices, affecting each
other as they develop. For instance, the set structural frame dictates what education programs
have to contain, which determines what students are taught. Simultaneously, values and
interests in society also affect what is believed to be the “right” way of thinking, which
affects what people strive for and what they demand of politics. This will lead to the set

structural framework developing, and again affecting what students are taught.
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6.2 Theoretical consequences of different understandings of disability

What are the theoretical consequences of understanding disability from a traditional OT point
of view or based on ICF? The understandings have been presented in the previous chapter,
but one also has to understand the similarities and differences between them to see if they
contradict or support one another. This is vital in order to explore if one understanding has a
stronger position than the other, if there is movement towards one understanding and if the

situation is stable or conflict-ridden.

There are similarities between the understanding of disability based on traditional OT and
ICF. McLaughlin Gray (2001) states the classification system of the ICIDH-2 (the draft
version of ICF [WHO, 2001]) is compatible with essential occupational therapy principles.
This is also reflected by Kramer, Bowyer & Kielhofner (2008:520), saying there are many
similarities between the model of human occupation, close to the traditional OT
understanding, and the ICF. One similarity is that activity and participation in both cases is
recognised as a central outcome, significant to health, and determined by individual
characteristics and the environment (Kramer et al., 2008; McLaughlin Gray, 2001). This is
also supported by Mclntyre & Tempest (2007), who find this similarity to be the reason why
the ICF is compatible to essential rehabilitation principles. Other similarities between the
traditional OT and ICF perspectives are that both recognise that a person’s health condition
can alter participation and that the influence among factors is dynamic and nonlinear (Kramer
et al., 2008). McLaughlin Gray (2001) states recovery within both perspectives is viewed as
not only remedying impairments, but as restoring abilities and participation in everyday
activities, which is a step towards focusing on capacities and possibilities instead of deficits.
She also notes that both perspectives focus on the complex nature of health and factors
affecting it. When it comes to the included literature in the study, one can see that ICF and
the traditional OT understandings are compatible since they are described side by side in the
Danish textbook included in this study. Dahl et al. (2007) explicitly describe the ICF as an
important contribution to the understanding and development of the occupational therapy
area of responsibility. Another study by Stamm, Alarcos, Machold, Smolen & Stucki
(2006:17) also comes to the conclusion that there are “strong conceptual connections between
the ICF and occupational therapy models, which encourage occupational therapists to use the

ICF in their practice.”
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However, there are points where the traditional OT and ICF understandings of disability
differ from each other. Some differences have been described in relation to the text
dimension earlier and regarding the different use of discourses. To summarise, the relational
discourse where disability arises as a result of many factors, like impairment, environment
and person, is strong within both representations, while the medical discourse is stronger
within the ICF understanding and the individual discourse is stronger within the traditional

OT understanding.

The traditional OT and ICF understanding of disability uses many of the same words and
terms. As stated by McLaughlin Gray (2001:25), many occupational therapists that encounter
the concepts of ICF say: “this is about occupation!” However, concepts do not always have
the same meaning, as will be discussed below. As a reminder, the concepts from the different

understandings are shown in Figure 4.

Impairment
Health condition

Body functions
and structures

Person
Volition
Habituation
Performance capacity
Responsible

Activity

Participation

Inner_core
Activity and
participation

Environmental factors

Personal factors

Environment

Figure 4. Comparing traditional OT and ICF concepts.

Starting with the outer layer and comparing the meaning of impairment, health condition and
body structures and functions, it is clear that they cover the same physical dimension of
components of disability. Kielhofner (2008d) defines components of the environment as
physical, social, cultural, economic and political, while within ICF the environment is

defined as physical, social and attitudinal (WHO, 2001). This shows the environmental
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component has the same meaning in both understandings, a conclusion that is further

supported by findings from a study conducted by Stamm et al. (2006).

The next layer of the circle in Figure 4, illustrating the person, includes volition, habituation,
performance capacity and responsibility. These factors can easily be interpreted as reflecting
the personal factor within ICF. Within the traditional OT understanding of disability the
individual discourse has a major influence as described earlier, and how a person “works” is
extensively explained. Within ICF, personal factors are defined as “the particular background
of an individual’s life and living, and comprise features of the individual that are not part of a
health condition or health states” (WHO, 2001:17). Personal factors are not classified but
examples are given: gender, race, age, other health conditions, fitness, lifestyle, habits,
upbringing, coping styles, social background, education, profession, past and current
experiences (past life events and concurrent events), overall behaviour pattern and character
style, individual psychological assets and other characteristics (WHO, 2001:17). Since the
personal factor within ICF is not classified one cannot say the understandings are
contradicting. However, according to Stamm et al. (2006), making a connection between
person and personal factors is not correct. In their study, they only connect volition to the
personal factor in ICF, while performance capacity is connected to the ICF category of body
functions and body structures. Habituation is, according to Stamm et al. (2006), not possible
to classify to any concepts or categories within ICF. But, there are different opinions on how
the traditional OT concepts of the person connect to ICF. Kramer et al. (2008) connect
volition to the category motivation under mental functions and body functions in ICF. They
further connect habituation to two concepts, as orientation to time under mental functions and
body functions, and as carrying out daily routines under general tasks and demands classified
within activity and participation. The personal quality called “responsibility” within the
traditional OT understanding is different from the other components of the person. It does not
explain how the person “works” but is a way of looking at people and stating what is
expected of people within occupational therapy. Responsibility is a concept that is not
directly mentioned within ICF, which is not surprising since it is not a model concerned with

working with people on a practical level.

At the centre of the illustration of the traditional OT understanding (the circle in Figure 4) the

inner core of the person is found. Here, the terms used are identical: activity and
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participation. Activity is defined by WHO (2001:14) as “the execution of a task or act by an
individual”, which, according to Dahl et al. (2007), is a much more narrow understanding of
the term than within occupational therapy. They emphasise that the quality of the execution,
the meaning of the activity to the person and the sociocultural context the activity is executed
within is not acknowledged in the ICF understanding of activity. This illustrates how
different meanings can be and the importance of not assuming certain terms have the same
meaning when working with different models. The narrow understanding of activity within
ICF can be aided, according to Stamm et al. (2006), by sticking to the occupational therapy
understanding. This deeper understanding can also be beneficial for a multi-professional
team, providing a common way of understanding the meaning and importance of activity to
the person. Participation, the second concept, is, according to Dahl et al. (2007), used in a
wider sense within ICF, covering an aspect of citizenship, than within occupational therapy.
Participation within ICF has also been studied by Hemmingsson & Jonsson (2005). They
criticise the way participation is conceptualised within ICF, how it acknowledges only the
observed performance and not the subjective experience of meaning. When focusing on what
people do, what people want to do is overlooked. This is problematic when the two are not
always the same thing, which is another point of criticism of participation within ICF. It does
not emphasise people’s opportunities to influence and make decisions about their lives.
Hemmingsson & Jonsson (2005) criticise the limited dimensions of participation that are
captured, which does not for example acknowledge that environments can have both a
facilitating and barricading effect simultaneously for the same person. Haglund & Henriksson
(2003) bring forth another problem concerning activity and participation. It is not
distinguished between single actions, like lifting, and more complicated and demanding
activities, like furnishing your home. This means, according to Haglund & Henriksson
(2003), that the ICF classification does not always provide detailed enough explanations,
which are needed within occupational therapy intervention. A final criticism is put forth by
Dahl (2002). The lack of a clear way of coding activity and participation (which are defined
separately but merged in the classification) threatens the quality of data collected with the
classification. Dahl (2002) says without a common agreement as to whether it should be
activity and participation or activity or participation, users are now making their own

distinctions.
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It is not only how well conceptual understandings of terms align that has to be examined.
Stamm et al. (2006) state knowing how the ICF categories connect to occupational therapy
concepts is vital if one wants to use the ICF classification when assessing clients. This is also
highlighted by Haglund & Henriksson (2003). With the growing status of the ICF, therapists
might be compelled to use the classification when justifying needs for benefits or
communicating with other professionals, which means understanding the differences and
similarities between the concepts is very important. Kramer et al. (2008) state that concepts
from the model of human occupation are aligned, even if not perfectly, with ICF concepts
and domains in different ways and on different levels of specificity. Stamm et al. (2006)
further deliberate on this and state the majority of concepts can be linked to ICF. However, as
has been presented, different opinions are evident on the subject of how well the concepts

match, and, therefore, it is impossible to say what is right.

To conclude, ICF gives occupational therapists a chance to explain the complexity of
interaction between individual, environment and function to other professionals (McIntyre &
Tempest, 2007). However, Mclntyre & Tempest (2007:1477) say the major problems with
using ICF are “the lack of recognition of the personal factors and subjective dimension to
health and disablement”. Geyh et al. (2011) have studied the personal factor within ICF, and
concluded there is a need for standardisation of what personal factors are since they have the
potential to enhance the understanding of functioning, disability and health and strengthen the
position of the individual within ICF. Occupational therapy and occupational science has,
according to McLaughlin Gray (2001) and Stamm et al. (2006), the potential to contribute to
this understanding of subjectivity, complexity of activity and overall understanding of
personal factors. However, even though there are similarities between the traditional OT
perspective and ICF, it is not surprising that many authors, like Haglund & Henriksson
(2003), Hemmingsson & Jonsson (2003), McLaughlin Gray (2001) and Stamm et al. (2006),
state that using both ICF and occupational therapy models and understandings is best since

there are still important differences.

After concluding what similarities and differences there are between the perspectives that
have appeared in the text, it is important to place them in a bigger context. The official
understanding of disability in Norway is defined as relational (Hedlund, 2009:55; St.meld. nr.

40 [2002-03]). This means disability is understood as a mismatch between the person’s
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capacities and the requirements of the environment (Kassah & Kassah, 2009; Tgssebro,
2004). This Nordic relational understanding is also evident in the Danish context and
confirmed in the Act on Social Service (Lov om social service) (Fortmeier et al., 2007). If
one compares the understanding of disability based on traditional OT concepts with this
relational model of disability, there are similarities between the two. Fortmeier et al. (2007)
state the relational model of disability is compatible with occupational therapy values, where
the individual’s possibilities for activity and participation are seen in relation to the
environment. Within the Nordic relational model, disability is viewed as relative depending
on the context (Kassah & Kassah, 2009). This resonates well with the relational discourse
that is part of the traditional OT understanding of disability. Both understandings focus on
modifying environmental conditions and individual capacities to minimise the disability (see
Barnes & Mercer, 2010; Dahl et al., 2007; Christensen Gammeltoft & Enemark Larsen,
2007). Additionally, within occupational therapy there is a strong focus on the activity (see
Dahl et al., 2007), which is not directly mentioned in the relational model of disability.
However, the focus does not conflict with anything in the relational model, and one can even
imagine that, in many cases, the activity one needs to perform is the link between the
environment and the person, implying it is acknowledged within the relational model of
disability as well. The relational model aims for equality and participation (Gustavsson
Holmstrom, 2005), something that also reflects with occupational therapy values, even
though the focus is generally on the individual. Disability within both perspectives is,
however, not predictable and highly individual when it is dependent on the situation and the
person (Gustavsson Holmstrom, 2005; Bendixen et al., 2007). Since there are no clear rules
to who is disabled there is a risk for ambiguities, which, in turn, enables people or
policymakers to free themselves from responsibility (Hedlund, 2009). Therefore, neither the
relational model nor the representation of disability based on traditional OT concepts are
suitable understandings for research, planning or evaluating policies for the disabled, where
there is a need to quantify disability (St.meld. nr. 40 [2002-03]:9-10). The need to clearly
define people is also evident within research, as stated by Tgssebro & Kittelsaa (2004). The
starting point for research concerning disabled people is often declared as relational,
accounting for the environment, but when the sample has to be defined one turns to
biomedicine, which then affects the rest of the research. The relational definition of disability
simply does not work for research when it is impossible to define who should be included in

the sample (Tgssebro & Kittelsaa, 2004). The result is that the medical understanding of
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disability is used within the healthcare sector when it provides clear diagnoses and defined
characteristics to look for in the individual instead of something nonspecific that changes
with the situation, which does not provide the basis for granting benefits or function as

inclusion criteria in research (St.meld. nr. 40 [2002-03]).

This traditional OT understanding can also be compared to the social model of disability
(presented in chapter 2). This is partly what has been described in the chapter 3 about
previous research. These understandings differ on certain vital points. Within the social
model of disability, disability is defined as created by the environment (Barnes & Mercer,
2010; Gustavsson Holmstrom, 2005) while within the traditional OT understanding it is
created by multiple factors: the person’s capacity, the activity and the environment (Bendixen
et al., 2007). The impairment is also given different importance. Within the traditional OT
perspective impairment is seen as affecting the individual’s qualities (see Kielhofner 2008c,
2008e) and performance (see Kielhofner, 2008b), while within the social model impairment
is acknowledged as a condition but not as a factor influencing disability (Barnes & Mercer,
2010). When these differences exist it is not surprising that interventions within the two
perspectives vary. Within the social model intervention is focused on political action and
social change (Barnes & Mercer, 2010), and within the traditional OT perspective focus is on
creating possibilities for activity and participation (Dahl et al., 2007). Based on the literature
study performed, there seems to be a divide between the traditional OT understanding and the
social model of disability. This conclusion is also supported by arguments presented in the
previous research chapter. For example, the results from this study support what Kielhofner
(2005) and Phelan (2011) have said (see chapter 3 for details) about the focus within
occupational therapy being on the individual and their immediate surroundings and less on
societal structures and barriers. These themes were hardly discussed in the analysed included

literature.

6.3 Practical consequences of different understandings of disability

What are the practical consequences of the non-discursive practices and of the
understandings of disability that have appeared in the text? Practical consequences can be
hard to define in this case when literature and theory is the base for conclusions and no input

from the field has been gathered. However, structural rules determine what is accepted and
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expected at a workplace, which impact how therapists can carry out their work. One can also
assume that what understanding the therapist has of disabled people will affect how they

work and how clients are met and treated.

One of the non-discursive practices influencing how disability is understood is the
organisation of the healthcare system. As described earlier, the welfare system today is based
on the medical perspective. The medical understanding of disability implies disability is the
person’s special needs, which is suitable for the administrative purposes and the needs of the
welfare state (Kassah & Kassah, 2009). The medical understanding and the medical
profession have a strong position within society today, especially when it comes to the
division of benefits (Hedlund, 2009; Kassah & Kassah, 2009). Hedlund (2009) states a
medical classification or diagnosis, acknowledged in ICD-10, is commonly required in order
to qualify for benefits. An example is disability pension, which, in order to receive, one must
fill a list of requirements. Two of the requirements are that the disease, injury or disability is
permanent and the reason for the person not being able to earn an income and that the person
has undergone appropriate medical treatment and sufficient efforts have been made to
improve ones ability to earn an income (NAV, 2012b). The same rules apply for receiving the
basic benefit (grunnstgnad), granted to cover extra recurring costs due to disease, injury,
congenital defects and disabilities that are permanent (NAV, 2012a). However, there are
cases where a diagnosis is not needed. For example, to utilise the Working Environment Act
(arbeidsmiljgloven) concerning accessible workplaces, the worker has to insist the act is
relevant in their case (Hedlund, 2009), with no requirement for a diagnosis. The same applies
to the Antidiscrimination Law in Norway, where focus is on the discriminatory action and not

on if a person is “disabled enough” to be covered by the law (Hedlund, 2009).

This strong power position of medicine makes it difficult for other understandings or ways of
thinking to gain a foothold, even though Hedlund (2009) states there is a change happening
within certain areas of welfare services for disabled people. An example of this is how in
Denmark today, occupational therapists can act independently and treat clients without
referrals from doctors, except in cases of interventions after hospitalisation (Christiansen
Gammeltoft & Enemark Larsen, 2007). But, since occupational therapists work within the
healthcare sector, in an environment that demands diagnoses and categorising of whether

people are deserving of benefits or not, there is an impending risk of being influenced by the
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medical thinking even though occupational therapists have their own understanding of
disability. As Dahl et al. (2007) state, a diagnosis is the basis for intervention within
occupational therapy because they work within the healthcare sector. This is the case even
though occupational therapy theory does not focus on diagnoses and labels. This dilemma is
reflected in the situation disabled people often face, described by Hedlund (2009). At times
they need to prove themselves as active and capable, reflecting what occupational therapy
sees, while in other situations they need to be passive and severely affected by disability in
order to receive benefits, that is, conform to the demands of the medical understanding.
Kielhofner (2008e) also describes this dilemma; experiencing oneself as self-efficient is not
only negatively affected by the impairment itself, but is made more difficult by the many
“quirks” of the welfare system. It is not only the requirement for diagnosis that has an effect.
The welfare system has an impact on disabled persons when services and support are often
arranged and provided in specialised settings (Kielhofner, 2008d). This is well intended, but
can have a negative effect when a shortage of resources and organisational guides and
demands can result in less than optimal settings or conditions. These specialised social
groups do not offer normal opportunities for roles and activities and can have a great effect

on a person’s occupational life (Kielhofner, 2008d).

Based on this study, it is impossible to say what understanding of disability occupational
therapists gain during their education. That would require another type of study. However, in
this study, the assumption is that students, to some degree, will adopt the understandings of
disability found in the texts, as the literature included in this study is the most frequently used
in all educations. If attitudes predict action, individuals’ understandings of disability is also

assumed to have an effect on how one carries out ones job.

Kielhofner & Forsyth (2008b) describe how a therapist with an understanding of disability,
based on traditional OT concepts, should work. As illustrated in Figure 2 (p. 57), the
individual is at the centre of understanding disability, which is reflected by therapy starting
with getting to know the client, understanding the individual and collaborating with them
(Kielhofner & Forsyth, 2008b). Diagnoses do not play a big part here, instead focus is on
asking questions and understanding the client’s position, including strengths and challenges.
The understanding of the client is the basis for setting goals and determining the means to

reach them. Kielhofner & Forsyth (2008b) describe that change only can occur through the
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clients occupational engagement (that is what they do, think and feel), which reflects viewing
the person as responsible for themself. Therapy facilitates and supports this engagement.
When it comes to reaching the goals of therapy, Kielhofner & Forsyth (2008b:151) state:
“Since goals are formulated in collaboration with clients, examining the extent to which goals
have been attained allows a determination of how much the client’s desires were achieved.”
Throughout this process it is evident that the client is put in the centre and seen as
responsible. They participate in deciding what the problems are, what the goal should be, the
means of reaching them and if goals were achieved. There are influences of the medical
thinking present in the description of the therapeutic process. For example, one way of
gathering information is through structured assessments, which are also used to determine
whether there has been an improvement during therapy (Kielhofner & Forsyth, 2008b). Even
though these instruments are standardised and can reflect a medical way of assessing and
judging, occupational therapy ideas are strong within them when they are developed based on
Model of Human Occupation and other similar occupational therapy specific understandings.
Using the structured assessments also contributes to evidence-based practice, which is the

goal within occupational therapy.

If one compares this way of working to a therapeutic process carried out by a person who has
an understanding of disability based on ICF, there are differences. First, the ICF does not
explicitly tell you how to work with clients. It is merely a conceptual framework and
classification. However, one can contemplate what the consequences would be. The
classification is extensive, with over 1400 categories (WHO, 2001:23). In order to fully
utilise the classification, one has to understand these categories and how to use them. It is
easy to fall back on using core-sets developed for specific diagnoses, listing which categories
to check based on what diagnosis one has. However, McIntyre & Tempest (2007) note the
main challenge with using these core-sets is that personal factors and the subjective
dimension are not recognised. This means if one uses only these core-sets there is a risk of
overlooking the individual dimension, which, within the traditional OT understanding, is of
great importance. As discussed earlier, the meaning of ICF concepts that are similar or
identical to traditional OT concepts are not always the same. This implies one has to be aware
of the differences in order not to draw false conclusions and avoid misunderstandings.
Kramer et al. (2008) and Stamm et al. (2006) encourage occupational therapists to use ICF in

their work, but that they should not forget their own conceptual models. Using both models
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and being aware of the differences is also supported by Haglund & Henriksson (2003) and
Hemmingsson & Jonsson (2005). When combining the models the therapist can start out with
a traditional OT understanding of disability and use ICF to, for example, ease communication
with other professionals or base conclusions about needs for benefits on these categories that
perhaps are better known among service providers and other professions than occupational

therapy specific concepts.

These are not the only understandings of disability present within the field of occupational
therapy either. There are other frames of reference to describe activity and participation, for
example one developed in Canada (Canadian Model of Occupational Performance) and one
in Australia (Occupational Performance Model) (Bendixen et al., 2007). Besides these, other
frames of references are in use to describe prerequisites for activity and participation.
Examples of these are biomechanics, empowerment, recovery, stress and flow (Bendixen et
al., 2007). The included literature in this study is a very limited selection, and it is impossible
to say what other understandings of disability might appear elsewhere in the literature used.
However, when going through the literature lists at the beginning of the research process, an
understanding I, as a researcher with a degree in occupational therapy, was expecting to find
did not appear. This was the Canadian Model of Occupational Performance, which I have
been taught as an equal to Kielhofner’s Model of Human Occupation. Kielhofner’s model,
developed in the United States, is widely used within the occupational therapy educations in
Norway. Literature connected to this model appeared about twenty times on the compiled
literature list. The two models are equal in the sense that both discuss how the person
functions and is affected by different factors. The Canadian model, on the other hand, only
appeared about ten times on the compiled literature list, and is not used at as many schools as
Kielhofner’s theory. However, this is only what I have noted when looking at the compiled
list. It is possible that the Canadian model appears as part of other books, as it does in the
Danish book by Borg et al. (2007). Still, Kielhofner’s theory has a much stronger position as
it is more widely used. Whether this is true or not, and whether the schools are aware of this
is not known. Nevertheless, this illustrates how students’ understanding of disability is easily
shaped, depending on which books are chosen for each course. Because book choice has a
big impact, the question of who is in charge of revising literature lists and how often this is

done becomes highly relevant. However, this has not been a subject for this study.
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As a conclusion to what understanding of disabled people students adopt, taking into
consideration that this is only speculation based on theory and not talking with students
themselves, one can assume the traditional OT understanding would be the dominant
understanding. This understanding is far more evident in the analysed literature, and further
supported by the wish to be a unique profession. Concepts and understandings are always
changing and developing. This happens with a set goal and within a historical and cultural
context (Bendixen et al., 2007). Therefore, it is important to be aware of what is going on
within one’s own and related fields and be a part of the development, noted by Haglund &
Henriksson (2003), who say acknowledging development within ICF helps build bridges

instead of isolating occupational therapy as a profession.

Moving on to consequences of the set structural framework as a non-discursive practice, the
framework puts much emphasis on rehabilitation as an area of work for occupational
therapists. This has practical consequences through dictating what the students will study and
learn. Rehabilitation focuses on restoring previous function, the personal dimension of
impairment and, more recently, not only the medical aspects, but also the social dimensions
of disability such as equality and antidiscrimination (Hammell, 2006; Kassah & Kassah,
2009). However, rehabilitation easily connects with medical subjects, and, as these two
together account for 63 credits in an educational program (60 credits is one years workload),
there is a risk of students gaining a medicalised understanding of disability, influencing how

they work with disabled people.

One has to ask why rehabilitation is prioritised more than other areas of work, like health
promotion and preventive work. Kassah & Kassah (2009) state traditional rehabilitation is
under immense pressure with demands for better and cheaper services while political
institutions are abandoning the medical perspective within rehabilitation and focusing more
on disabled peoples’ needs and wishes. With this shift in mind, focusing on health promotion
and preventive work might make more sense in the long run. However, the strong position
rehabilitative work still holds might be because of its connection to medicine. Traditionally,
the medical profession determined what moral and physical standards disabled people should
“live up to” (Kassah & Kassah, 2009). Since the medical model still has a strong hold within
the healthcare sector, so does rehabilitation. Even though schools have to obey this set

structural frame, it is not further specified what the different modules are supposed to
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contain. This study has not focused on how the set structural frame is implemented and,
therefore, one cannot know if rehabilitation is strongly connected to medicine or if a more
modern understanding of the concept is prevailing and what potential effect this might have

on students’ understandings of disability.
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7. Conclusion and further research

As stated in the beginning of the previous chapter, is one understanding stronger than the
other and is this relationship stable or are there conflicts? Unfortunately, there are no definite
answers. ICF is internationally recognised as a tool for classification within different sectors
and disciplines (WHO, 2001). Occupational therapy, on the other hand, is also internationally
recognised, but is a specialised discipline. As has been described, ICF has a strong medical
influence, which gives it credibility in today’s society where diagnoses are the basis for
organising health- and social care. However, occupational therapy acknowledges the
subjective dimension, the person, which WHO also recognises as central in understanding
health and disability (Geyh et al., 2011). As has been described above, many authors state
that combining the understandings and being aware of differences is the best way to work.
One also has to consider that both ICF and occupational therapy are under constant
development. This can imply learning from each other and developing together is a good way
forward. Haglund & Henriksson (2003) highlight this exact point; it is of great importance
that occupational therapists become involved in the ICF model and not isolate themselves

with their own concepts and understandings, as this benefits no one in the long run.

When conducting this literature study a few areas needing more investigation have come to
light. For instance, the literature included in this study is quite limited. A greater
understanding could be gained through analysing different literature from the literature lists
used at schools in Norway. This has the potential to further confirm and explain or contest the
findings presented in this study. Another interesting aspect could be to take a longitudinal
approach and analyse how understandings that appear in the literature change over time and
in relation to changes within the field of disability. Furthermore, the sole focus for this study
has been literature, which gives no grounds to say what the common understanding of
disability is among therapists in the field. A qualitative study focusing on this could compare
understandings among therapists in the field with theoretical understandings. As mentioned
earlier, it is unclear why literature representing the Canadian model, widely known within
occupational therapy, appears to have a much weaker position than the theory of Kielhofner.
This could be investigated by looking closer at these two theories and how they are used at

the schools.
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7.1 Final critical reflections

This has been a long process with much reading and translating. My language skills have
surely been tested, reading four languages; Norwegian, Danish, Swedish and English, as well
as writing in English. However, this has been a period of great personal reflection and

growth.

Reading Danish has been challenging and more time consuming than expected. There is a
risk that I have misunderstood some Danish concepts, although I think the risk is minimal
when I have actively used dictionaries and found patterns among findings. The amount of
literature included was quite large, about 350 pages. A smaller sample of literature would
have allowed a deeper analysis of the textual dimension and the possibility to more strictly
follow Fairclough’s method of critical discourse analysis with all the different aspects it
analyses. For this study the method has instead been used on a more general level as a guide.
These choices have been made based on the focus of the study; to map out what is said about
disability in the occupational therapy literature. In order to reach this goal, a larger sample of
text is needed, and doing detailed textual analysis would not yield as interesting results as
looking at the bigger picture found in the texts. The included literature is from two separate
genres, as discussed earlier. This has made analysing challenging when the focus of the
books are very different, with one aimed at introducing many viewpoints and theories on the
subject while the other focuses on a specific theory. It has been a challenge to find the
common theme in both texts and find the common factors both texts embrace when their

focuses are so different.

The names of understandings and discourses are all coined by myself and there is a risk of
them not being clear enough and easily mixed up with already established concepts, for
example relational discourse and relational model of disability. To avoid this, efforts have
been made to clarify the names given and use them consistently. For people with knowledge
of occupational therapy, the traditional OT understanding might appear very similar to
Kielhofner’s Model of Human Occupation. Kielhofner’s theory has indeed had a very strong
influence on this study and the traditional OT understanding is, to a great degree, the same as
Kielhofner’s theory. This was, however, unavoidable when his book was one of the most

frequently used at schools offering occupational therapy programs in Norway, and this was
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set as the inclusion criteria. However, the traditional OT understanding is not solely based on
the Model of Human Occupation when the Danish book by Borg et al. (2007) presents many
perspectives and often does not refer to Kielhofner when discussing what occupational
therapy is. The name “traditional OT understanding” was chosen for the reason that it is not
only based on Kielhofner, but also ideas from Danish authors, even if these might be inspired

by and similar to what Kielhofner is saying.

After reflecting on the whole process, I can conclude that I have followed the method as
described in the method literature step by step when analysing the included texts,
emphasising parts but not changing the method. I have grown immensely during this process
and I hope the results have yielded something that students, occupational therapists and
people working within occupational therapy education programs can reflect over. Finally, the
set structural frames regulating the educational programs and their place in society is being
debated, and only the future will tell if their removal or new form will have an impact on the

understandings of disability and challenges these bring.
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