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Abstract 
 
Background: Research exploring occupational therapists’ knowledge, 
beliefs and practice associated with alcohol misuse in physical health care 
settings is scarce, despite the recognition that professionals are likely to work 
with people who misuse alcohol irrespective of practice context.  
Furthermore, the relationship between pre-registration occupational therapy 
education and practice in the area of alcohol misuse is currently poorly 
understood. 
 
Aims:  This critical appraisal aims to (a) frame the knowledge gaps and 
existing knowledge of occupational therapists related to alcohol misuse in 
physical health care settings, through the findings of five prima facie case 
papers and; (b) align this framed knowledge to wider professional literature in 
order to extend professional understanding of the relationship between 
education and practice, associated with alcohol misuse in physical health 
care settings. 
 
Methodology: A gap analysis approach was selected and modified to 
provide a way of critically introspecting and occupationally classifying the 
gaps in, and existing knowledge of, student occupational therapists, 
practitioners and educators linked to physical health care settings and 
alcohol misuse, as reported in the five papers.   
 
The introspective data linked to gaps and existing knowledge was unified and 
general inductive qualitative analysis undertaken. One practitioner working in 
physical assessment for older people in an acute hospital, and one 
occupational therapy educator provided stakeholder feedback of the tentative 
themes generated, further refining the analysis of data. 
 
Findings: Two themes emerged from the analysis of data; delimiters of 
professional education and conceptual contradictions.  These indicate there 
is a need to educate ‘educators’ concerning the value of teaching alcohol-
related policy as part of educational programmes, and in raising the visibility 
of alcohol as a topic.   
 
Therapists valued the Person Environment Occupation Model (PEO Model), 
however the essence of ‘transaction’ fundamental to this model, lacks fidelity 
in practice. Practitioners appear to separate out the entities of person and 
environment, placing greater emphasis on the observable aspects of the 
environment rather than the person, to support timely discharge.  Thus, 
current practice in physical health care supports a process of occupational 
evaporation connected to alcohol misuse. 
 
Conclusion:  These findings help to inform the future direction of educational 
and practice developments connected to patients’ alcohol misuse in physical 
health care settings, and in so doing, advance and re-emphasise the 
importance of the centrality of occupation to service delivery. 
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Introduction 
 

Research in occupational therapy associated with alcohol misuse has had a 

tendency to concentrate on mental health settings (Lancaster & Chacksfield, 

2008) with an emerging focus in understanding addiction-as-occupation 

(Wasmuth et al, 2014).  Far less professional attention has been paid to the 

role of education in understanding alcohol misuse, an increasingly prevalent 

discussion in other disciplines (Brems et al, 2011, Clark, 2005, Samet et al 

2006). Additionally, whilst the profession has noted the importance of 

occupational therapists understanding the nature of alcohol misuse 

irrespective of practice context (Booth & Mulligan, 1994, Riley et al, 1998, 

Pierce 2003), limited research exists exploring alcohol misuse in physical 

health care settings beyond the use of brief motivational counselling to 

medical wards (McQueen et al, 2006). 

 

Consequently, the collected prima facie papers (appendix 1) have 

considered occupational therapists’ professional knowledge and beliefs 

associated with alcohol misuse in physical health care settings, informed by 

pre-registration education.  Alcohol misuse as a term here is defined as 

encapsulating both hazardous and harmful alcohol use, including alcohol 

dependence (Scottish Government, 2007).   

 

In undertaking the critical appraisal in partial fulfilment of the requirements for 

the degree of PhD by Published Works, the findings of each of the five prima 

facie papers have been explored more closely.  A modified gap analysis has 

been created, explained and implemented in order to extend depth of 

understanding associated with occupational therapists’ knowledge and 

beliefs of alcohol misuse in physical health care settings.  This modified gap 

analysis has been used to generate introspective data that provides further 

uniqueness of insight exploring the relationship between education and 

occupational therapy practice, connected to alcohol use.  Adopting a general 

inductive approach of qualitative analysis as part of this process, the 
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introspective data were analysed and generated two refined themes, each 

supported by two sub-themes.  The refined themes, entitled ‘delimiters of 

professional education’ and ‘conceptual contradictions’, highlight important 

educational and occupation-focused findings revealing new and novel 

insights to professional practice and alcohol misuse, signalling a future 

direction of travel for research and development. 

 

This critical appraisal therefore consists of two sections. Section one 

introduces the underpinning precepts of gap analysis, including a critical 

discussion of literature associated with this process.  Section 2 introduces 

the purpose, development and implementation of the modified gap analysis, 

describing four discrete underpinning elements of this process, these being; 

 

Quadrant 1: Purpose of analysis 

Quadrant 2: Occupation-focused critical introspection of existing knowledge 

and beliefs 

Quadrant 3: Occupation-focused critical introspection of gaps  

Quadrant 4: Unification of introspective data, analysis and findings. 
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Section 1: Introducing Gap Analysis 
 

Gap analysis has been defined by Blank (2015) as a technique used in 

business to determine what steps need to be taken in order to move from the 

current state to a businesses desired future state. The origins of gap analysis 

emerge from business use, typically to establish and list the organisation’s 

current state, the desired state and a comprehensive plan to fill out the gap 

between these two states (Blank, 2015) (see diagram 1).   

 

Diagram 1: Gap analysis connected to corporate performance. 
(Adapted from: Blank, 2015) 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
Examples of the use of gap analysis in business include Davoren (2015) who 

has suggested its value in supporting business growth by differentiating 

between existing business practices that continue to support organisational 

growth, as opposed to those practices that have become out-dated and 

require modernisation.  Similarly, Friesner (2014) outlines the benefits of gap 

analysis in helping to define existing marketing strategies and tools, in order 

to enhance organisational decision-making in defining and choosing future 

strategies.  Both these examples have, at their heart, a focus on two key 
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questions that broadly underpin gap analysis; ‘where are we now?’ and 

‘where do we want to be?’ 

 

The essence of these questions translates and connects to a range of 

practice areas, with the use of gap analysis expanding beyond the 

boundaries of business.  This can be evidenced in bio-science where gap 

analysis has been used to capture global data associated with conservation 

planning, supporting the development of conservation priorities and protected 

areas (Rodrigues, 2004).  Similarly, education has embraced gap analysis in 

order to determine college student satisfaction measured against 

professional service quality (Hampton 1993).  These examples (Rodriques at 

al, 2004, Hampton, 1993) illustrate both the growing use of gap analysis, but 

also the potential complexity associated with answering what appear, on the 

surface, to be straightforward questions.  For example, the recognition in 

biodiversity research that gap analysis can embrace and frame complexity of 

data mapping ecological gaps (Convention on Biological Diversity, 2011). 

 

Complexity in understanding the ‘current state’ is not solely confined to 

business, bio-diversity or education.  Parallels can be drawn with health 

where gap analysis has been used by Continuing Education and 

Professional Development (CEPD) (2009) to clarify the discrepancy between 

current reality in health care and optimal health care, identifying an 

opportunity to be addressed.  As such, the central tenets underpinning gap 

analysis in health are analogous to the use of gap analysis within other 

disciplines, but this health-related definition importantly also emphasises the 

identification of an opportunity to address change.   

 

Predominately health and nursing literature has embraced the adoption of 

gap analysis using it as a tool to identify, understand, address and bridge 

gaps in service delivery and nursing practice (Davis-Ajami, 2014).  Despite 

this, little discussion of the contradictions and potential challenges associated 

with using gap analysis exist in health-related literature, and indeed across 
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other disciplines.  Table 1 therefore provides a critical interpretation of the 

literature associated with gap analysis. 

 

Table 1: Critical interpretation of literature informing the use of gap analysis. 
 

Concept expressed in 
literature 

Contradiction 
expressed in literature 

Reasoned conclusion 

Gap analysis as a 
dynamic feedback loop 
which can monitor 
progress and data 
(Davis-Ajami et al, 
2014) 

Static nature of gap 
analysis – provides a 
snapshot, where data 
can be dynamic and 
moveable (Washington 
Gap Analysis Program, 
2015) 

The goals/reasons why 
gap analysis is to be 
used must be clearly 
defined and stated, 
identifying if the 
purpose of analysis is to 
monitor gaps (dynamic 
analysis of data), or to 
address existing gaps 
(static analysis of data).  

Gap analysis useful 
when the desired 
outcomes or objectives 
are known, as in 
benchmarking (Fater, 
2013) 

Undertaking gap 
analysis supports the 
‘navigation’ towards the 
desired state by 
identifying previously 
unknown or poorly 
recognised ‘guide posts’ 
(Schwerzler, 2015) 

The goals/reason for 
undertaking the gap 
analysis must be clearly 
stated. 
Process of 
implementation must be 
transparent in order to 
identify relevant ‘guide 
posts’ in order to 
navigate, and plan, 
pathway towards a 
desired state. 

Gap analysis as a tool 
predominantly linked to 
business or 
organisational literature 
(Blank, 2015) 

Increasing range and 
scope of disciplines 
utilising gap analysis 
evident: bio-diversity 
(Rodrigues et al, 2004), 
agriculture (van Ittersum 
et al, 2013), energy 
efficiency (Bunse et al, 
2011), education 
(Hampton, 1993), 
geology (Bleiweiss, 
1998) 

Variations exist in the 
range of disciplines 
adopting gap analysis 
and the purpose for 
which the tool is used,  
Indicating flexibility and 
adaptability of tool. 
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Concept expressed in 
literature 

Contradiction 
expressed in literature 

Reasoned conclusion 

Only one study 
available in the 
occupational therapy 
literature that utilizes 
GAP analysis (CAOT, 
2003).   
 
(Refer to appendix 2: 
search strategy and 
critical summary of gap 
analysis literature 
related to occupational 
therapy). 
 
 
 

Precedents for the use 
of gap analysis within 
health have been set; 
Battye & McTaggart 
(2003) gap analysis to 
develop a model for 
sustainable delivery of 
outreach AHP services 
in rural Australia; Wild 
et al (2014) gap 
analysis to identify 
evidence informed 
priorities of addiction 
and mental health 
services from 
prevention to aftercare 
in Canada; College of 
Respiratory Therapists 
of Ontario (2010) 
undertook a gap 
analysis project to 
support the 
development of an 
enhanced model of 
education for health 
professionals wishing to 
become respiratory 
therapists. 

These studies identify 
the precedent and utility 
of gap analysis for use 
in occupational therapy. 
 
 

Tendency of health 
related literature 
associated with gap 
analysis to focus on 
service delivery (CAOT, 
2003, Battye & 
McTaggart, 2003, Wild 
et al 2014) 

Outwith health related 
literature, Bunse et al 
(2011) used gap 
analysis to compare 
and contrast the 
identified industrial 
needs of energy 
efficient manufacturing 
with concepts proposed 
in industry relevant 
literature, in order to 
explore potential 
implementation gaps.    

Bunse et al (2011) 
effectively undertook an 
exploration of gaps 
between practice and 
theory in energy 
efficiency, thereby 
establishing the 
principle that gap 
analysis can be used to 
reconcile current 
understanding of 
practice, with theory 
proposed in 
professional literature.  
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Table 1 highlights that gap analysis has the potential to provide occupational 

therapy, in common with other professions, a structured tool and method with 

which to capture, understand and bridge gaps in practice. 

 

Despite the value of gap analysis in providing a clear direction for action and 

identifying areas to allocate resources where improvement is required (Suh & 

Erdem, 2009), Tsai et al (2011) recognise that application of a traditional gap 

analysis can be unsuitable and require modification.  Tsai et al (2011) outline 

in their research a novel, modified gap analysis to further reflect on the 

contribution of service quality gaps related to customer satisfaction.  

Consequently, discussion of gap analysis illustrates its use as an organic and 

flexible tool (Mikoluk, 2013) that can be modified (Tsai et al, 2011) in order to 

suit profession-specific needs, to reconcile what is known to a potential future 

state.   

 

Irrespective of how a gap analysis may be modified for implementation, a 

common framework sustains its use.  In conducting a gap analysis, typically 

a four-quadrant pattern can be followed (Mikoluk, 2013).  Table 2 highlights 

this generalised quadrant structure.  

 

Table 2: Quadrant stages in conducting a gap analysis (adapted from 
Mikoluk, 2013, CEPD, 2009 Schwerzler, 2015). 
 

Four Quadrants of Gap Analysis Definition of stage 

Quadrant 1 Identify/describe purpose & current 
state of knowledge/business, for 
example 

Quadrant 2 Identify the future state or where 
unknown, identify the ‘guide posts’ 
that navigate towards a future state 

Quadrant 3 Clarify the gap/discrepancy between 
stage 1 & 2 

Quadrant 4 Gap resolution; discussion how the 
gaps can be resolved  

 
This generic pattern of gap analysis (table 2) forms the foundation of a 

modified version, created and implemented as part of this critical appraisal.  
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As section 2 highlights in more detail, the modified gap analysis conducted 

here focuses specifically on framing the knowledge gaps and existing 

knowledge of occupational therapists related to alcohol misuse in physical 

health settings, through the findings of the five prima facie case papers. 

Additionally, it attempts to align this framed knowledge to wider professional 

literature in order to extend professional understanding of the relationship 

between education and practice, linked to alcohol misuse. 

 

To understand the relationship between education and practice, the modified 

gap analysis embraced an introspective approach (refer to page 15), which 

acknowledges the cognitive processes and interpretations of our own actions 

(Overgaard, 2006).  With a focus on knowledge and beliefs, this modified gap 

analysis supports introspective reflection on each of the findings sections of 

the prima facie papers. It crafts an organised way of extending understanding 

about, and critically reflecting on, occupational therapists’ knowledge linked 

to alcohol misuse. 

 

Diagram 2 illustrates this modified gap analysis capturing initially each of the 

findings sections of the prima facie papers, distilled in order to identify the 

purpose of analysis; the identification of professional knowledge and beliefs 

(quadrant 1, purpose). Findings linked to existing professional knowledge 

and beliefs were identified from each paper and compared to support 

understanding of the ‘current state’, viewed through an occupation lens (PEO 

Model) (quadrant 2). Quadrant 3 similarly sought to identify gaps in 

professional knowledge and beliefs from each paper, again framing these 

within the context of occupation using the PEO Model.  Finally, in quadrant 4, 

gaps in knowledge and existing findings were collated to form an 

introspective transcript.  General inductive qualitative data analysis was then 

used to identify consistent themes emerging from the introspective transcript, 

leading to conclusions signalling toward a desired ‘future state’. 
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Whilst diagram 2 and subsequent discussion of this modified gap analysis 

essentially describes a linear process, in reality the implementation involved 

frequent iteration.  Checkland & Poulter (2006) describe how linear systems 

theories, similar to this, are never followed “flat-footed” (p. xvii).  Rather, they 

are described linearly in order to aid explanation.  In practice, undertaking 

quadrants (1) to (4) involved fluidity and iteration of each element within the 

process. 

 

Noteworthy also is that this is a system that can be similarly described by 

Checkland & Poulter (2006) as an “action to improve” (p. xvi).  It presents a 

process through which thinking is structured and organised in order to bring 

about improvement of professional practice.  In this case, how education can 

influence alcohol misuse practice in physical health settings. The analysis 

conducted here however, represents only one world-view or perspective of 

the existing knowledge and gaps in the findings of the prima facie papers.  

Indeed, another individual researcher undertaking this same process may 

influence an alternative direction and outcome of the analysis presented 

here. It is also recognised that incorporating a group process in order to 

embrace different people with potentially conflicting worldviews of the prima 

facie findings, could further influence this analysis. This has been balanced, 

to some extent, through the inclusion of stakeholder feedback in to the 

process, outlined on page 31. 

 

Section 2 of the critical appraisal now outlines in detail each quadrant of the 

modified gap analysis conducted here.  
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Diagram 2: Diagrammatic representation of a modified gap analysis.  
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Section 2:  Modified Gap Analysis and Findings 
 

Quadrant 1: Purpose of analysis 
 
Clark & Estes (2008) suggest that when undertaking a gap analysis three 

critical factors may be examined during the process. Those three factors are: 

 

1. People’s knowledge and skills; 

2. Their motivation to achieve a work goal (particularly when compared 

with other work goals they must also achieve); and 

3. Organizational barriers such as a lack of necessary equipment and 

missing or inadequate work processes. 

 

Essentially, the purpose therefore of a gap analysis is to identify whether all 

employees have adequate knowledge, motivation and organizational support 

to achieve important work related goals (Clark & Estes, 2008). To understand 

why these three elements are important in ‘analysing’ gaps, Clark & Estes 

(2008) use the metaphor of ‘people as cars’.  Knowledge is seen as the 

engine and transmission system, motivation is what energises the system as 

fuel and charge in the batteries, and organisational factors are the current 

road conditions that can make it easier or more difficult to get to your 

intended destination.  

 

Translating this metaphor to the five prima facie papers included in this 

critical appraisal, illustrates the combined papers’ focus has been on the 

‘engine’ or understanding the transmission of occupational therapist 

knowledge and skills.  This is of importance as people are often unaware of 

their own lack of knowledge and skill deficits, or reluctant to disclose difficulty 

(Clark & Estes, 2008), thus limiting the potential to achieve goals.   
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Whilst professional knowledge and beliefs is the focus of this modified gap 

analysis, there is recognition that this will capture only one aspect of the 

three-part purpose identified by Clark and Estes (2008).  Knowledge is 

however the key ‘connector’ between the prima facie papers and, whilst 

analysis of motivation and organisational barriers is indicated in aspects of 

the collective findings, these elements are far less aligned to the original 

stated aim and objectives of the research papers.  In developing the purpose 

of analysis, and guided by Clark & Estes (2008), there is a focus on 

understanding occupational therapists’ knowledge and beliefs.  

Consequently, the aims of this modified gap analysis are to: 

 

1. Frame the gaps and existing knowledge of occupational therapy 

students, practitioners and educators related to alcohol misuse in 

physical health care settings, through the findings of the five prima 

facie case papers.   

2. Align this framed knowledge to wider professional literature, in order 

to extend professional understanding of the relationship connecting 

education to practice, associated with alcohol misuse in physical 

health care settings. 

 

The objectives of this modified gap analysis are to: 

 

1. Critically introspect and occupationally classify existing knowledge and 

beliefs identified in the findings of the five prima facie case papers;  

 

2. Critically introspect and occupationally classify existing gaps in 

knowledge and beliefs identified in the findings of the five prima facie 

case papers  

 

3. Unify the occupation-focused introspective data from objectives 1 and 

2, aligning this to wider professional literature in order to propose new 

knowledge supporting the direction of travel towards a future state. 
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With the purpose of analysis clearly delineated, quadrant 1 culminated with 

iterative reading of each of the findings sections of the prima facie papers to 

identify occupational therapists’ knowledge and beliefs connected to alcohol 

misuse. The existing knowledge and belief findings identified from each 

paper are documented in appendix 3, leading to the occupation-focused 

critical introspection, considered in quadrant 2.  

Quadrant 2: Occupation-focused critical introspection of existing 
knowledge and beliefs 
 

Mikoluk (2013) states that every gap analysis should start with introspection, 

however introspection as a concept remains undefined within literature 

associated with gap analysis.  Historically, introspection as a technique 

emerged from the discipline of psychology, considered by Wilhelm Wundt 

(1832-1920) (Cherry, 2015).  Wundt developed a process through which 

trained observers were presented with controlled sensory events, and then 

asked to describe their mental experiences of these events, repeated on 

numerous occasions (Cherry, 2015).  The purpose of these observations was 

not simply to identify the structure or elements of the mind, but of essential 

importance, also the processes and activities that occur as people 

experience the world around them (Cherry, 2015).  Introspection therefore, 

was seen as a process of tracking, experiencing, and reflecting on one’s own 

thoughts, mental images, feelings, sensations and behaviours (Gould, 1995).  

Despite its origins in psychology, introspection as a psychological technique 

has, as Hatfield (2005) points out, been in decline and rarely used in the 20th 

century, due to concerns surrounding the unscientific nature of introspection 

and the belief that it was conceptually impossible.  This controversy can be 

typified by Frith & Lau (2006), who summarise critical views of introspection, 

thus; 

 

“The implication, when people introspect [concerning] such processes, they 

are effectively making up a story” (p761). 
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Alternative interpretations of introspection do exist however; acknowledging 

people do not have introspective access to their own cognitive processes, 

but still have experience and interpretation of their own actions (Overgaard, 

2006).  Consequently, it does not automatically follow that the introspective 

report is invalid (Overgaard, 2006). Whilst not explicitly stated as such, 

introspection was used by Neville-Jan (2003) in her auto ethnography of her 

experience of chronic pain, creating her own narrative to reflect on how 

occupational therapists can more effectively work with persons experiencing 

chronic pain. 

 

Wallendorf & Brucks (1993) note this form of introspection as that of 

researcher-introspection.  In this form of introspection, the researcher is the 

sole introspector of the study and studies him/herself, whilst the context of 

study is some aspect of the researcher’s life experiences (Wallendorf & 

Brucks, 1993).  In applying researcher introspection, Wallendorf & Brucks 

(1993) argue that the time period covered by introspection can be through 

retrospection reports; reports in the present on an event from the past, 

commonly associated with survey research.  Time is also applied as a 

projection into a hypothetical future, asking the introspector to conjecture 

about responses that might occur under certain circumstances (Wallendorf & 

Brucks, 1993).  Crucially, these elements of introspection connect with the 

overarching purpose of a gap analysis; that retrospective analysis of 

research can support the description of a pre-existing ‘current state’, and a 

projection in to a hypothetical future, supporting the navigation towards a 

desired ‘future state’.  Further, the synergy between introspection and survey 

research as suggested by Wallendorf & Brucks (1993), articulates with the 

recommended process of data collection underpinning gap analysis 

suggested by Clark & Estes (2008).  In other words, multiple data collection 

techniques should be used to form the foundation of gap analysis (Clark & 

Estes, 2008) in order to understand and close identified gaps.  Data 

collection techniques suggested by Clark & Estes (2008) include focus 
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groups, surveys and active listening; all of which underpin the data collection 

processes connected to the prima facie papers. 

 

Whilst parallels between introspection and gap analysis can be drawn, 

increasingly the terms introspection and reflection can be seen to be used 

interchangeably in the health science literature.  For example Rod (2011) 

uses the basis of introspection to revisit a piece of action-orientated research 

he undertook, providing a ‘first-hand’ critical account of the research process, 

inter-changeably framing this using both reflection and introspection. 

Additionally Vachon et al (2009) consider both introspection and critical 

reflection as key to the continuing education of occupational therapists to 

challenge previous assumptions and taken for granted knowledge, in order to 

facilitate self-evaluation and the development of self-directed emotional skills 

to identify when and how to try new knowledge in practice.  In other words, 

an introspective orientation, as suggested by Hunt et al (2014), supports 

clinicians to be alert to the ways that their assumptions shape perceptions of 

a given situation. 

Finlay (2003) however perhaps most closely describes introspection as it is 

understood and used within occupational therapy literature.  Finlay argues 

that introspection is merely a variant of reflexivity and therefore the 

researcher is a central figure that actively constructs the collection, selection 

and interpretation of data.  The challenge for the introspective researcher is 

to use personal reflection not as an end in itself, but as a springboard for 

interpretations and more general insight. 

This view offered by Finlay (2003), informed by a researcher-introspective 

stance (Wallendorf & Brucks, 1993), has been used to ‘shape’ the 

introspective perspective adopted here as part of quadrant 2 of this modified 

gap analysis.  An introspective, critical self-evaluation of the assumptions 

and thoughts connected to the knowledge and beliefs identified from 

quadrant 1, has been undertaken and presented in appendix 3.  This 

perspective also incorporates the identification of potential, existing ‘guide 
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posts’, in order to reconcile introspective thinking with theoretically sensitive 

theory proposed in the professional literature.  Key elements of introspection 

informing the researcher-introspective stance adopted are outlined in table 3. 

Table 3: Key elements of the researcher-introspective stance (& related 
techniques) adopted for use.  
 

Identified elements of 
introspection (or related 

techniques) relevant to the 
modified gap analysis 

Translation of introspective 
elements to modified gap analysis 

 

Researcher introspection: the 
researcher/introspector are the same 
person (Wallendorf & Brucks, 1993); 
the context of study is some aspect 
of the researcher’s life (Wallendorf & 
Brucks, 1993). 

Introspection was undertaken by the 
author of the critical appraisal 
(Maclean) related to the research she 
has undertaken, associated with her 
experiences, thoughts and 
assumptions of the findings sections 
of five prima facie papers. 

Retrospective reports (Wallendorf & 
Brucks, 1993) 

Introspection of the findings sections 
occurred retrospectively, supporting 
the identification of potential ‘guide 
posts’ (see table 1) 

Projection in to a hypothetical future 
(Wallendorf & Brucks, 1993) 

Introspection supported identification 
of ‘guide posts’ supporting and/or 
connecting navigation of the existing 
state, to a ‘future state’.    

Additional sources of data used to 
support researcher-introspection, 
associated with survey data 
(Wallendorf & Brucks, 1993) 

Researcher-introspection did not 
occur in isolation, instead focused on 
the findings of the five prima facie 
papers, utilising (in three papers) 
survey methodology. Wider literature 
was also explored. 

Introspection allied to critical 
reflection (Vachon et al, 2009) 

Past assumptions were challenged; 
facilitating critical self-evaluation of 
findings, to identify when and how 
findings could inform and/or connect 
to the future state. 

An orientation towards introspection 
and critical reflection, supporting an 
alertness to potential assumptions 
(Hunt et al, 2014) 

Past assumptions were challenged; 
facilitating critical self-evaluation of 
findings, to identify when and how 
findings could inform and/or connect 
to the future state. 

Use of personal reflection not as an 
end in itself, but as a springboard for 
interpretation and more general 
insight (Finlay, 2003) 

Supported the navigation towards a 
‘future state’, by providing additional 
and refreshed insight and thinking. 
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To critically reflect on existing knowledge and beliefs, introspection must also 

be supported by the occupational classification of key findings framed by a 

theoretical structure.  The Person Environment Occupation Model (PEO 

Model) (Law et al, 1996) was used to classify and organise introspective 

knowledge and belief findings connected to this modified gap analysis, as it 

is clearly an occupation-focused model.  This is of relevance as the use of an 

occupation-focused model to organise and structure key findings enables the 

data to be organised in a manner that retains a focus on occupation, which is 

philosophically crucial to occupational therapists (Hitch et al, 2014).  Many of 

the major conceptual models of practice in occupational therapy have been 

developed in the context of Western views of health (Turpin & Iwama, 2011), 

historically concentrating on the participation of individuals (Turpin & Iwama, 

2011). Examples include the Model of Human Occupation (MOHO) 

(Kielhofner, 1985, 1995, 2002, 2008), and the Canadian Model of 

Occupational Performance and Engagement (CMOP-E) (Townsend & 

Polatajko, 2007).   

 

Whilst the PEO Model can be placed within this context, in addition it offers 

an approach providing a systematic way to analyse complex occupational 

performance issues within the context of occupational therapy (Law et al, 

1996).  This is supported by a ‘transactive’ element of the model, where the 

person and environment are seen as interdependent and that a person’s 

behaviour cannot be separated from the context in which it occurs (Turpin & 

Iwama, 2011).  It has been used therefore to provide a framework for data 

analysis and interpretation of findings (Strong & Gruhl, 2011).  For example, 

Gibbs et al (2010) used the PEO Model as a framework for illuminating the 

acquisition of parenting occupations in neonatal intensive care.  Further, 

Metzler & Metz (2010) used the PEO Model to examine current research 

related to barriers and facilitators of knowledge translation relevant to 

occupational therapy from the perspective of the PEO Model. The 

advantage, according to Metzler & Metz (2010) of employing the PEO Model 

to frame knowledge around the concepts of occupation, person and 
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environment, are two fold.  Firstly, it utilises a systems approach (compatible 

with gap analysis) which they define as the use of a structured, holistic model 

that encompasses both micro-influences, (e.g. within this context therapist 

knowledge), and macro-influences (e.g. within this context Government 

driven policy).  Secondly the PEO Model supports a focus on occupation, 

already identified by Hitch et al (2014) as of central importance.   

 

Using this model the fit between patients’ occupation-focused activities 

underpinning alcohol misuse in physical health care practice (the 

occupation), the occupational therapist (the person), and the context in which 

therapists provide service (the environment) may be closely examined.  Law 

et al (1996) defines the relationship between these three concepts as 

‘transactive’ in the sense that a transactive approach presents the person 

and environment as interdependent, and that a person’s behaviour cannot be 

separated from the context in which it occurs.  As Turpin & Iwama (2011) 

point out, occupational performance is thus a context-, person-, and 

occupation specific process, interacting dynamically across the lifespan. 

 

Consequently, the introspective data generated from the five prima facie 

papers were then categorised as person, environment or occupation, 

recognising that aspects of some findings are likely to overlap, highlighting 

key transactions among person-environment-occupation factors.  

 

Finally, quadrant 2 also reconciled the generation of occupation-focused 

introspective data with potential ‘guide posts’ identified from existing 

professional literature.  Journal articles and books were explored and 

selected via the QMU library catalogue and databases CINAHL, PsycINFO 

and Proquest from 1990 to 2015.  Relevant articles and books were also 

obtained via snowballing by going through the reference lists of selected 

articles. Literature was also obtained via personal communication with 

colleagues.  
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Appendix 3 outlines the tables generated of critical introspection and 

occupational classification connected to professional knowledge and beliefs 

from the findings of the prima facie papers. 

Quadrant 3: Occupation-focused critical introspection of gaps  
 
Quadrant 2 of the modified gap analysis presented an opportunity to critically 

introspect and occupationally classify the ‘current state’ or ‘what is known’, 

connected to knowledge and beliefs.  Now in quadrant 3, the focus is to 

consider what Clark & Estes (2008) describe as the ‘known to be unknown’ in 

gap analysis.  In this case the identification, critical introspection, and 

occupational classification of the knowledge gaps evident in the findings of 

the prima facie papers.  In understanding the ‘known to be unknown’ it may 

be possible, through the focus here on professional knowledge, to enhance 

practice performance.  Clark & Estes (2008) acknowledge the opportunity to 

enhance performance, but further, through the recognition and acceptance of 

potential gaps, this can also mark the frontier of knowledge development.  

There are risks due to the unknown, where knowledge may be incomplete or 

inadequately tested, however opportunity exists to learn more and contribute 

to knowledge enhancement (Clark & Estes, 2008).  

 

The analysis of gaps seeks to identify both the known gaps in knowledge 

from the findings of the prima facie papers, as well as gaps not previously 

considered.  In tandem with quadrant 2, quadrant 3 also critically and boldly 

seeks to introspect the identified gaps and classify these within an 

occupational framework.  Whereas quadrant 2 considered the identification 

of ‘guide posts’ to reconcile knowledge findings with theory proposed in the 

professional literature, quadrant 3 instead replaces this aspect of the analysis 

by defining an alertness of opportunity, promoting and encouraging creative 

boldness of theory enhancement. 
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Alternative methods of contributing to knowledge enhancement are available 

in the occupational therapy literature, of which parallels can be drawn with 

the identification of gaps.  For example, Ikiugu (2010) outlines the use of the 

extrapolation method, originally proposed by Mosey (1996), defined as the 

process of extrapolating “an unknown from something known” (p. 197).  This 

process, as discussed by Ikiugu (2010), involves sequential steps, as does 

gap analysis. It was developed in order to address clinical problems for which 

no guidelines were available, or existing available guidelines were perceived 

to be inadequate (referred to as an ‘enigmatic’ problem).  Unlike gap analysis 

however, Ikiugu (2010) proposes that the use of the extrapolation method 

requires that the problem under consideration must be “clearly and 

completely defined and described, including determining whether it is a 

single or a multicomponent entity” (p.198), linking this directly to clinical 

problems and/or to theoretical conceptual models of practice.  An advantage 

in the selection and use of gap analysis is its attention to broader areas of 

concern, which can include professional knowledge, as is the case here.  

Additionally, gap analysis can also provide greater flexibility in organically 

‘growing’ and understanding the current state of knowledge, including 

disparities within, which can support interpretation of the implied and/or 

unspoken recognition of problems or challenges, scaffolding the potential of 

an enhanced future state. 

 

Similarly, Wimpenny et al (2006) attempted to ‘bridge’ the theory/practice gap 

by using a scholarship of practice framework, embedding therapist group 

reflective supervision throughout three occupational therapy mental health 

teams in order to focus on MOHO.  Whilst the scholarship of practice 

framework supports the use of reflection to inform the development of theory 

from practice, this research specifically encouraged therapists to consider 

how their reflective contributions had the potential to add specifically to the 

growing MOHO evidence base (Wimpenny et al, 2006).  Transferability of 

this process to explore broader gaps in professional knowledge, beyond 

MOHO, appears limited.  The method described by Wimpenny et al (2006) 



   23 

supports the refinement and knowledge diffusion of a pre-determined existing 

conceptual model of practice (MOHO), as opposed to a broader 

understanding of knowledge gaps.  The approach undertaken by Wimpenny 

et al (2006) does however value a reflective approach in advancing 

understanding of therapist knowledge related from theory to practice. 

 

Whilst similarities can be identified between the extrapolation method (Ikiugu, 

2010), in terms of identifying an unknown, and Wimpenny et al (2006), 

through the use of reflection, each has limitations in their transferability to 

exploring professional knowledge gaps connected to alcohol misuse in 

physical health settings.  By embracing gap analysis, Clark & Estes (2008) 

suggest that identifying and understanding gaps in knowledge provides an 

opportunity to learn more about the potential of existing knowledge, 

contributing to theory development and enhancement.  Consequently, a gap 

analysis adopting a critical researcher-introspective stance, allied to 

occupational classification, exploring knowledge gaps of therapists linked to 

alcohol misuse in physical health care settings has been adopted. This 

aspect of the modified gap analysis is also founded on an alertness to 

opportunities, which has not gone unrecognized in wider occupational 

therapy literature. 

 

To some extent McClure (2011) alludes to the alertness of opportunities in 

her discussion of entrepreneurship. She defines entrepreneurship in 

occupational therapy as developing and enhancing existing organisations 

and developing and renewing communities. She argues that 

entrepreneurship essentially focuses on acting, thinking and behaving in an 

enterprising and innovative manner, which makes a difference and adds 

value to society.  McClure (2011) links this explanation to Timmons & Spinelli 

(2009) description of entrepreneurs as individuals on the lookout for new 

opportunities that add value to people’s lives.  Essentially therefore the 

discussion of entrepreneurship in occupational therapy has generally tended 
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to centre on the development of innovative ways in which to deliver services 

to enhance people’s lives. 

 

Beyond occupational therapy, from the nursing literature, Herron & Herron 

(1991) concur with McClure (2011) the essence of entrepreneurship to be 

that of innovation, leading to the recognition of two central tenets; the 

importance of embracing alertness to opportunity and therefore the potential 

to implement change.  Unlike McClure (2011) however, Herron & Herron 

(1991) also consider entrepreneurial vision, alertness and action, to focus on 

an alertness of opportunity to build a firmer conceptual basis for practice in 

hospital environments.  That is, the profession of nursing, in order to support 

the building of professional practice models, could use entrepreneurship 

theory to accommodate theoretical developments.  To achieve this, Cutcliffe 

(2003) introduces a case for intellectual entrepreneurship.  Intellectual 

entrepreneurship implies a conscious and deliberate attempt on the part of 

academics to explore the world of ideas boldly (Cutcliffe, 2003).  Cutcliffe 

(2003) argues that the process and emphasis on writing reflexive accounts 

and engaging in reflexive activities connected to qualitative research, may 

create a situation where researchers become more concerned about 

accounting for themselves, than bringing all their creative, analytical and 

interpretative abilities to bear with their data.  Cutcliffe (2003) does not 

suggest this means there is the possibility to ignore rigour and credibility 

within qualitative research, but, 

 

“there may be merit in encouraging researchers to pay less attention to 

matters of reflexivity and more attention to allowing all their creative, 

analytical, and interpretative abilities to flourish – to being bold” (p. 145). 

 

Relating this to theory development and construction, Cutcliffe (2003) argues 

that intellectual entrepreneurship points to the need for researchers to be 

bolder in their theory construction and to trust their own tacit and intuitive 

knowledge.  These ideas presented by Cutcliffe (2003) are of relevance both 
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in establishing the need to be alert to opportunities, but also in influencing 

and framing the colour and hue of introspective thinking undertaken by the 

researcher here, linked to the exploration of knowledge gaps in the findings 

of the prima facie papers. 

 

Appendix 4 outlines the tables of gaps, occupationally classified, and 

introspective data generated as part of quadrant 3 

Quadrant 4: Unification of introspective data, analysis and 
findings  

Analysis 

Objective three of the purpose of this modified gap analysis is to unify the 

occupation-focused introspective data from quadrant two and three, aligning 

this to wider professional literature in order to propose new knowledge 

supporting the direction of travel towards a future state.  To achieve this the 

introspective data from quadrants 2 and 3 were combined to form an 

introspective transcript.  Steps taken to unify the introspective data are 

outlined in Table 4. 
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Table 4: Six-step process undertaken to unify introspective data from 
quadrants two and three. 
 

Step 1:  
The introspective data from quadrant 2 were electronically selected from 
each table of occupation focused critical introspection found in appendix 3, 
and copied to produce and assemble a combined catalogue of introspective 
thinking connected to existing knowledge and beliefs. 

Step 2: 
Introspective data from quadrant 3 were electronically selected from each 
table of occupation focused critical introspection of gaps found in appendix 4, 
and copied to produce and assemble a combined ‘catalogue’ of introspective 
thinking connected to gaps in knowledge. 

Step 3:  
Separately, each catalogue of introspective data was checked and matched 
against the original introspective thinking in each of the tables in appendix 3 
and 4, to ensure accuracy.  A second, independent researcher undertook this 
process of matching and checking. 

Step 4:   
The introspective catalogues were then electronically combined to form one 
complete introspective transcript, consisting of two parts: (i) introspective 
data connected to existing knowledge and beliefs (ii) introspective data 
connected to gaps in knowledge. 

Step 5:  
Introspective transcript formatted into a table (appendix 5), to support initial 
analysis in context of raw data. 

Step 6:  
Iterative reading of the introspective transcript in order to compare gaps in 
knowledge against existing findings to begin to pinpoint consistency of 
patterns emerging from the introspective critical reflections.   

 

The combined introspective transcript became the key data source for further 

analysis for two reasons; 

1. It provided an informative, critical discussion of the five prima facie 

paper findings, originating from a systematic framework, supporting 

transparency in the evolution and creation of data used for analysis.  

2. Amalgamation of the introspective data provided a conduit between 

the ‘current state’ and a possible ‘future desired state’, helping to 

‘unpick’ anomalies, regarded by Schutt (2011) as the “windows to 

insight” (p. 323). 
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A general inductive approach for qualitative data analysis, as recommended 

by Thomas (2006) was adopted.  The process of inductive analysis primarily 

refers to detailed readings of raw data (the introspective transcript), in order 

to derive concepts, themes, or a model through interpretations made 

(Thomas, 2006).  As part of this modified gap analysis, the generation of 

themes, defined as general propositions that emerge from data (Bradley et 

al, 2007), provides the platform through which the desired future state can be 

identified. 

 

Whilst alternative data analysis strategies exist (see table 5), a general 

inductive approach has no set expectations concerning the data, thus it 

provides a framework that captures key themes and processes judged to be 

important by the researcher (Thomas, 2006).  This essence of a general 

inductive qualitative analysis has synergy therefore with the introspective 

approach adopted throughout.  
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Table 5: Comparison of qualitative analysis approaches (adapted from 
Thomas, 2006). 
 

 General 
Inductive 
Approach 

Grounded 
Theory 

Discourse 
Analysis 

Phenomenology 

Analytic 
strategies & 
questions 

What are 
the core 
meanings 
evident in 
the text, 
relevant to 
evaluation?  

To 
generate or 
discover 
theory 
using open 
and axial 
coding and 
theoretical 
sampling  

 

Concerned 
with talk and 
texts as social 
practices and 
their rhetorical 
or 
argumentative 
organization  

 

Seeks to uncover 
the meaning that 
lives within 
experience and 
to convey felt 
understanding in 
words  

 

Outcome of 
analysis 

Themes or 
categories 
most 
relevant to 
research 
objectives 
identified  

A theory 
that 
includes 
themes or 
categories  

 

Multiple 
meanings of 
language and 
text identified 
and described  

 

A description of 
lived experiences  

 

Presentation 
of findings 

Description 
of most 
important 
themes 

Description 
of theory 
that 
includes 
core 
themes  

Descriptive 
account of 
multiple 
meanings in 
text  

 

A coherent story 
or narrative 
about the 
experience  

 

 
The initial analysis involved reading and re-reading the introspective 

transcript in order to generate impressions of the data.  Iterative reading of 

the transcript led to the creation of initial summary themes, developed in the 

context of the raw data (see appendix 5).  The summary themes from the raw 

data were then explored for emerging patterns, and initial tentative themes 

were generated, outlined in appendix 6.  These tentative themes were then 

matched back to the raw data and used to ‘frame’ the reading of the 

transcript ‘horizontally’, which involved grouping segments of text by theme.  

The segments of texts were then matched to theoretically sensitive literature 

from both within and beyond the discipline of occupational therapy, 
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constructing the emerging precepts, scaffolding the process of theme 

generation.  This iterative process of structuring, sifting and shaping the 

tentative themes, collapsing one in to another, distilled two refined central 

themes (appendix 6), supported by subthemes.  These themes are identified 

in table 6, and considered in detail in the Findings section (page 36). 

 

Table 6: Refined themes and supporting sub-themes. 
 

Refined Theme Supporting Sub-Themes 

Theme 1: Delimiters of Professional 
Education 

Sharing policy perspectives 
Educational locus of control 

Theme 2: Conceptual Contradictions Partitioning of the person 
Occupational evaporation 

 

Trustworthiness 

The introspective data essentially represents a first person account, or self-

examination using an occupational filter, of opposing thoughts and feelings 

associated with the findings of the prima facie papers.  Whilst criticism of this 

form of introspection exists, lacking validity (refer to step 2), Gould (2006) 

nevertheless values first person, introspective experience as an 

indispensable source of evidence.  However attention to trustworthiness is of 

importance in establishing rigour within this work. 

Lincoln and Guba (1985) describe four general types of trustworthiness in 

qualitative research: credibility, transferability, dependability, and 

confirmability.  Of these, Thomas (2006) argues undertaking peer debriefings 

and stakeholder checks in order to establish credibility, and conducting a 

research audit linked to dependability are amongst the most important.  A 

further step in attempting to assure trustworthiness has also been included 

here, that of creative abundance (Schutt, 2011).  Schutt (2011) argues that it 

is imperative to seek creative abundance in order to look for alternative 

interpretations of data. Each of the aforementioned elements noted 

associated with trustworthiness have been integrated into this stage of the 

analysis and each are now described. 
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Peer debriefing: peer review meetings were undertaken within the doctoral 

supervisory team probing the methodology, interpretation and direction of the 

critical appraisal.  This supported refreshed thinking associated with the 

appraisal generally and specifically supported the generation of themes.  

Caution however has also been noted in literature associated with using only 

peers who may be connected to the research in some way, as they may fall 

in to the same habitual thinking as the researcher themselves (Bradley, 

2007). Therefore diversity of backgrounds should also be sought to improve 

the breadth and depth of the analysis process and subsequent findings 

(Bradley, 2007).  Consequently, the summary themes, refined themes and 

findings were also reviewed, checked and agreed by an experienced, 

independent researcher. 

Stakeholder checks:  Thomas (2006) argues the value of stakeholder checks 

allows people with a specific interest in the field under consideration to 

comment and/or assess the findings, interpretations and conclusions.  As 

part of this process the themes, findings and conclusions were distributed to 

two experienced occupational therapy practitioners, currently working in 

physical health care settings.  One responded with feedback, see table 7. 

Additionally, the same material was provided to a member of the 

occupational therapy academic teaching team at Queen Margaret University, 

external to the doctoral supervisory team for comment (table 7).  In both 

cases the extent to which their personal comments matched and/or 

contrasted with the themes, findings and conclusions were explored, and 

feedback integrated in to the final analysis.   
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Table 7: Stakeholder check feedback 
 

*Stakeholder feedback 1 
 
Description of stakeholder: Stakeholder 1 is an occupational therapy 
practitioner working in a physical assessment ward for older people in an 
acute hospital.  Stakeholder 1 has 20 years experience as an occupational 
therapist and has worked for the last 10 years in this setting. 
 
Stakeholder 1 feedback: 
I've had a read through the draft findings and agree with your findings, in 
particular that there is a lack of use of occupation-focused theories within the 
area of alcohol misuse (and in general!). I feel in-patient therapists in a 
physical setting are unsure of how to address this area of a patient's lifestyle 
due to a lack of time / education / belief that the person's behavior can be 
influenced / acceptance that it may be part of their role, as well as pressure 
from the service to expedite discharges. As a result they are simply dealing 
with what's in front of them (e.g. effects of alcohol misuse - falls / liver 
disease / cognitive impairment / housing issues) and getting people to a level 
where they are physically ready for discharge and their home environment is 
safe(r) for them to be discharged to.  
 

*Stakeholder feedback 2  
 
Description of stakeholder:  Stakeholder 2 is an occupational therapy 
academic and member of the learning and teaching team at Queen Margaret 
University. Stakeholder 2 is external to the doctoral supervisory team and 
has five years experience of working and engaging with both quantitative and 
qualitative research methods. 
 
Stakeholder 2 feedback: 
How far is it the responsibility of/reasonable for educators (as opposed to 
continually developing professionals) to ensure that practicing OTs are 
able/willing to stay up to date with policy and make sure this informs their 
practice? It would seem to be a Sisyphean task as policy changes (arguably 
faster than evidence at times!). Should the focus of professional education 
courses be less about a specific subject area (i.e. alcohol policy) and more 
about equipping students with the ability and confidence to engage with and 
act upon policy throughout their careers? I don’t know if that makes sense 
but presumably it aligned with thoughts about theory and practice gaps – if 
memory serves some of the conceptual models suggest political context as 
part of the environment in which human act as occupational beings – is it 
another example of the a lack of engagement with some models? 
  
The quote from nursing would perhaps appear to be in relation to the practice 
education element of professional courses (as opposed to the classroom 
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elements). I’m not sure if the distinction is made elsewhere but I would argue 
that classroom based education would not be the best way to equip students 
with the skills to ‘cope’ with patients in real life – I would expect this to be the 
sort of skill learnt on placement so perhaps the focus from a curricular point 
of view should be on identifying addressing this from a PP point of view. 
  
This is simply because, whilst it’s a contributory factor, very few OTs will see 
people for alcohol problems unless in specialists services (knowledge about 
alcohol might be very useful for people being seen for falls, cardiac problems 
etc.) but in this way alcohol is analogous to many different 
contributory/risk factors that don’t necessarily get looked at in huge detail 
during a professional education course (how much time do we actively spend 
teaching other elements of risk for commonly seen occupational dysfunctions 

– previously experience of sexual/psychological abuse, topically- PTSD 
– associated with military service, other common chronic conditions 

(obesity, diabetes, physical inactivity) 
  

*Permission was sought and granted from both stakeholders 1 and 2 to 
include their feedback in this critical appraisal. In order to anonymise the data 
some unessential descriptive details may have been removed from the text.  

 

Creative abundance:  As previously discussed, Schutt (2011) argues that it is 

imperative to seek creative abundance in order to look for alternative 

interpretations linked to the data.  This has been considered in two ways.  

Firstly, through the creation and implementation of an innovative modified 

gap analysis, it is hoped this novel process to the profession of occupational 

therapy will support the generation of fresh insight to the unified findings of 

the prima facie papers.  Secondly, creativity has also been embraced to 

support fresh insights through poetry.  Willis (1999) suggests that poetry can 

provide a medium through which the practitioner can represent and express 

reactions to, and interpretations of, experience.  Further, research-voiced 

poems are often written based on the reflections of auto ethnographical 

writing as a data source (Prendergast, 2009), drawing parallels to the work 

undertaken here. 

 

As part of the dynamic craft of interpreting the shaping and sifting of 

qualitative data, poetry was initially used to tentatively reflect and identify the 

focus of potential themes.  Using poetry as a tool early in the interpretation of 

data helped to familiarise and begin to draw links between the summary 
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findings.  Importantly, poetic representations can provide the researcher with 

a different lens through which to view the same scenery, and thereby 

understand data and themselves in different and more complex ways 

(Prendergast, 2009).  Consequently, the initial use of poetry also acted as a 

tool of critical self-reflection; I wrote, took a break, re-wrote, repeating this 

and, in so doing, began to move closer to the data and the ways it could be 

moved, changed and represented.  This process initially suggested policy, 

education, environment and occupation as potentially important themes 

(table 8).  This tentative focus continued to evolve as the introspective text 

was read interpretively, leading to the generation of the refined themes. 
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Table 8: Use of poetry to support the initial shaping and focus of potential 
summary themes in the early stages of analysis. 
 

Temperate Disquiet. 
 
Policy drivers, shaping me 
Pushing me, towards 
Ever changing schemes 
Unsure of where my role will start 
Of where this all will end. 
The confusion that lies  
Within and beyond 
These certain walls of learning 
Will surely only really add 
To education’s over-bearing burden. 
 
But that’s not all 
I scream and cry 
As the person slowly shrivels 
Practice trending discharge dates 
Environmental bias 
 
But stop right there, what do you mean? 
Beware my friend, beware! 
There is no hole within my sole 
No inkling troubling me 
But if I were to stop and stare 
Take stock to disagree 
There may emerge a single voice 
Whispering, t’ward me. 
So I will say this once,  
Then speak no more  
Of what may lie inside 
A restless, fearful feeling,  
My practice no longer centred 
On an occupational being 

 

Audit trail: throughout this work transparency and clarity of description has 

been attempted by providing a thorough description of the modified gap 

analysis itself, including the generation of raw data (appendices 3 & 4), the 

data reduction process within the context of the raw data, leading to the 

generation of summary themes, refined themes, and data reconstruction 
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through the use of wider theoretically sensitive literature (appendices 5 & 6).  

Finally, steps taken to ensure trustworthiness have been outlined. 

Methodological reflections 

In interpreting the findings of this modified gap analysis, limitations also need 

to be considered. This modified gap analysis used a qualitative, critical 

researcher-introspective stance in generating data unifying the findings of the 

prima facie papers, reconciling these to theoretically sensitive literature, 

creating fresh insight, and pointing towards a desired future state.   

 

Consequently, the analysis and findings are influenced by the researcher’s 

values and experiences in creating the data and in analysis, effectively 

becoming an instrument of data collection (Schutt, 2011). This first-hand 

account and experience made aspects of understanding perhaps easier, but 

could also potentially lead to bias of interpretations and assumptions as part 

of the introspective collection of data, when it is likely that multiple realities do 

exist.  Consequently, an important part of this methodological reflection is to 

acknowledge potential influences on the findings and interpretations therein, 

and make transparent the position of the researcher. Creswell (2013) 

suggests that discussing the researcher’s role, reflecting on the researcher’s 

background, culture and experience offers more than simply an 

autobiography, it positions the individual themselves in the qualitative work.  

With this in mind, appendix 7 considers the position of the researcher, 

relating to the introspective data. 

 

As part of the process of introspection it was important to reflect on the 

researchers’ own experience (Finlay, 2003).  To achieve this, Koch & 

Harrington (1998) ask researchers involved in research to consider the whole 

research process reflexively, underpinned by a position of philosophical 

hermeneutics that essentially asks the question ‘what is going on’ while 

researching.  Therefore a reflective journal was kept throughout in order to 

support self-critique and self-appraisal, challenging personal assumptions.  

Examples of some of these challenges are highlighted in appendix 7.  
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Nevertheless, care must be taken in generalising these findings and further 

research based upon the themes generated would be of value. 

Findings 
Analysis of the introspective data resulted in two refined themes;  

1. Delimiters of Professional Education  

2. Conceptual Contradictions 

Each underpinned by two sub-themes.  These themes and findings were also 

subject to a stakeholder check process, as outlined on page 31.  The findings 

from the analysis of the introspective data are outlined below including 

examples of stakeholder feedback, relevant to each theme.  This has been 

included to support the progressive refinement and interpretation of results 

(Thomas, 2006). 

Theme 1: Delimiters of Professional Education 

Professional pre-registration education is a consistent theme throughout the 

introspective data, highlighting two sub-themes, ‘sharing policy perspectives’ 

and ‘educational locus of control’. 

Sharing Policy Perspectives 

The modified gap analysis indicates that there exists an opaqueness of 

explanation in education associated with current Government policy and 

alcohol misuse.  The analysis suggests that alcohol policy has been largely 

ignored by education in occupational therapy curricula, influencing practice.  

For example; 

 

“Why are we not addressing important policy proposals/changes associated 
with [alcohol and] health in our undergraduate pre-registration curricula in 
Scotland?” (p. 158) 
 

The introspective analysis illustrated frustration surrounding this point is 

further emphasised due to the sparseness of alcohol-related policy discussed 

in teaching programme content, highlighted thus: 

 



   37 

“Limited scope and consideration of alcohol-related policy identified.  
Interesting disconnect here in that Barbara & Whiteford (2005) suggest that 
consistent efforts have been made to make the profession of occupational 
therapy more aware of legislative and policy contexts….”. (p. 166) 
 
However, reasons why alcohol policy and, more generally alcohol misuse as 

a topic, were not considered in depth emerged. These tended to be 

associated with largely pragmatic explanations such as “lack of time, 

competing priorities” or a “lack of interest”.  The introspective data indicated a 

perceived sense of “disquiet” was palpable in response to an educators’ view 

that alcohol policy should be no different to other areas of occupational 

therapy education linked to policy: 

 

“Concern, disquiet...reasons for this lack of consensus, appear to be flippant 
in places; [e.g.] ‘is alcohol use/misuse different from any other area of 
practice?’” (p. 159) 
 

Interestingly, this concern is also touched on in feedback offered by 

stakeholder 2 who implicitly recognises limitations surrounding the teaching 

of alcohol policy in programme content, but questions the value of changing 

this, suggesting: 

 

“Should the focus of professional education courses be less about a specific 

subject area (i.e. alcohol policy) and more about equipping students with the 
ability and confidence to engage with and act upon policy throughout their 

careers?” (p. 31) 
 

In summary, the perspectives offered here indicate contrasting views of the 

value of further emphasising alcohol policy as part of occupational therapy 

teaching programme content.  A shared introspector-stance/stakeholder 

feedback perspective of the importance of teaching policy is evident, 

however the inter-dependence of pragmatic teaching and learning 

restrictions, allied with an educational view of the value of teaching broader 

critical engagement with policy, is evident. 
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Findings: Educational locus of control 
 
This tension between educational practice realities and subject specific 

teaching also affected the extent to which occupational therapy education 

broadly believed and took responsibility for alcohol misuse teaching.  It was 

challenging to discern the extent to which alcohol misuse was embedded in 

to teaching practice, rather than a topic that was reliant on practice 

placement experience: 

 

“across Scotland as a profession we are unable to state with a degree of 
precision the number of teaching hours each student is exposed to alcohol 
[content].” (p. 159) 
 

Moreover, the outcome of this lack of clarity surrounding alcohol misuse 

teaching potentially pinpoints an uncomfortable practice reality where: 

 

“…the lack of clarity around this [alcohol teaching content], unsurprised at 
some of the findings noted throughout our research journey concerning 
limitations of occupational therapist knowledge associated with alcohol 
misuse.” (p. 159).  
 
This point is further emphasised by stakeholder feedback (stakeholder 1) 

which notes a lack of alcohol education as an issue linked to occupational 

therapists’ ability to respond with confidence in physical health care settings, 

where alcohol misuse is identified: 

 

“I feel in-patient therapists in a physical setting are unsure of how to address 
this area of a patient's lifestyle due to [including other factors] education.” 
(p.31). 
 

A further aspect of the introspective data sought to evaluate and consider 

reasons why education may not support the profession of occupational 

therapy to respond in practice to alcohol misuse in physical health care 

settings.  This identified discomfort, linked to teaching strategies used: 
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“I feel uneasy concerning an integrated approach” [to teaching alcohol 
misuse]. (p. 158) 
 

An implied consequence of using an integrated approach would appear to be 

the lack of visibility given to alcohol misuse as a topic in educational 

programmes: 

 
“the broader scope and role alcohol plays across our society and thus, 
filtering through to physical health care settings in the NHS and beyond, 
lacks definition” (p. 166). 
 

Similarly, reduced visibility of alcohol-related discussion in educational 

programmes meant that it was difficult to determine how the relevance and 

knowledge of alcohol misuse was defined in relation to the practice of 

occupational therapy, irrespective of practice context: 

 
“This is key. Where is the evidence and theoretical basis in the profession of 
occupational therapy to support working with people who misuse alcohol, 
irrespective of practice setting?” (p. 159) 
 
There was evidence that a divide existed between mind and body in the way 

education considered alcohol misuse, as the: 

 
“relationship of alcohol clearly defined with all three HEIs [Higher Educational 
Institutes] teaching alcohol associated with mental health” (p. 166) 
 
Similarly feedback from education through stakeholder 2 described the 

relevance of understanding alcohol misuse to the profession of occupational 

therapy as potentially limited, as: 

 
“very few occupational therapists will see people for alcohol problems unless 
in specialists services” (p. 32).  
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Theme 2: Conceptual contradictions 

The relative position of theory in relation to practice in physical health care 

settings and alcohol misuse was a striking feature of the introspective data.  

 

Partitioning of the person. 

The use of the PEO Model in physical health care could be viewed as 

ambiguous, despite its apparent popularity.  On the one hand, the use of this 

model is valued, for example:  

 

“PEO model used as a subconscious ‘filter’ and ‘organizer’ in order to 
support understanding of occupational complexity and the variables 
surrounding occupational performance in context” (p. 156). 
 

As such, the use of the PEO Model throughout the introspective data 

indicates:  

 

“the potential value of using the PEO Model as an underpinning theory in 
physical health care settings” (p. 160) 
 

The use of theory is however heavily dependent on the specific practice 

context, and the nature of care delivery in physical health care settings 

appeared to impact the extent to which the PEO Model could represent the 

‘person’: 

 

“emphasis seems to be placed on the person’s environment, in terms of 
getting them home, as a pressure noted to get people “in and out” as quickly 
as possible” (p.163) 
 
As such, boundaries appeared to emerge in relation to which aspects of the 

PEO Model theory could be used, for example: 

 
“no mention of the ‘transactive’ nature of the PEO Model, representing the 
person and environment as interdependent and that a person’s behaviour 
cannot be separated from the context in which it occurs” (p.163). 
 
This implied a tendency of practice in physical health care settings to assess: 
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“only the observable features of the environment, constricting consideration 
of the meaning of the ‘event’ [leading to hospitalisation] to people” (p. 163). 
   

This represents a challenge to consideration of the ‘person’ and potentially 

explains the reticence of therapists to “ask about and consider alcohol as 

routine questions in practice” (p. 163), when the practitioner focus is to 

assess: 

 

“what is in front of us, rather than considering the wider perspectives of 
health and well-being” (p. 163). 
 
A potential consequence of this process is for the ‘person’ to become 

suppressed: 

 
“Deeper understanding of the person in the context of their environment 
seems missing” (p. 164). 
 
The theoretical base of occupational therapy practice in relation to alcohol 

misuse in physical health care settings can thus be restrictive, a point 

emphasised by stakeholder 1: 

 
“They [occupational therapists] are simply dealing with what's in front of them 
(e.g. effects of alcohol misuse - falls / liver disease / cognitive impairment / 
housing issues) and getting people to a level where they are physically ready 
for discharge and their home environment is safe(r) for them to be 
discharged to.” (p. 31). 
 
Occupational evaporation. 
 
A noticeable aspect of the introspective data captured was consideration of 

the scarcity of the centrality of occupation in education and practice when 

considering alcohol misuse.  For example: 

 
“alcohol-related [educational] content noted in the findings does not include 
discussion of the occupational nature of alcohol misuse” (p. 165-166). 
 
As a consequence, there is recognition that educational enhancement 

around alcohol misuse could relate to: 
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“professional knowledge associated with occupation-focussed theory and 
alcohol misuse [with older people]” (p. 168). 
 
The impact of the relationship between education and practice is again 

highlighted.  As practice is heavily dependent on learning and teaching, 

educational investment in the value of occupation appears important.  This 

appears to be challenging as: 

 
“occupation has been largely ignored within Scottish occupational therapy 
curricula, perhaps explaining the difficulties in articulating this role 
[occupational therapy] in practice” (p. 166) 
 
In practice “there seems very limited discussion of occupation” (p. 164) linked 

to alcohol misuse: 

 
“representing a clear gap in service delivery associated with an occupation-
focus to alcohol, but more broadly, it represents an area of concern 
connected to wider [delivery] of occupation-focused services” (p. 167). 
 
Whilst there was concern that education may not support understanding of 

an occupation-focus to alcohol misuse, stakeholder 1 noted: 

“there is a lack of use of occupation focused theories within the area of 
alcohol misuse (and in general).” (p. 31) 
 

A view was also expressed that: 

“current conceptual models of occupational therapy….tend to largely ignore 
the health promoting agenda. Instead [there is] a focus on occupational 
issues arising from disease, ill health and disability” (p. 167) 
 
 
It was also acknowledged that future educational and practice developments 

perhaps required the profession of occupational therapy to: 

 
“look inwards and consider how we discuss, think about and teach 
occupation and specifically occupation and its relationship with alcohol 
misuse.” (p. 165).  
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Discussion 

Theme 1: Delimiters of Professional Education 

Professional pre-registration education is a consistent theme throughout the 

introspective data, characterised by two sub-themes, ‘sharing policy 

perspectives’ and ‘educational locus of control’.  Each of these are explored 

below. 

Sharing Policy Perspectives 

Existing Scottish Government policy seeks to engage society in a 

conversation about alcohol use, in order to manage change in attitudes to 

alcohol misuse (Scottish Government, 2008).  The analysis here highlights 

however that whilst educators believe they are teaching current alcohol 

policy supporting proposed changes in attitudes, in fact, limited consideration 

of alcohol policy actually exists in education.  The legitimacy of including 

alcohol specific policy is further questioned through educational stakeholder 

feedback suggesting teaching emphasis could favour a broader-based 

approach to understanding policy, suggesting this would support a wider 

spectrum of policy developments and implementation, impacting health and 

social care. 

 

If this latter view is adopted by education, it may explain why practitioners 

were reticent to engage people specifically in conversations around alcohol 

intake (Maclean et al, 2015), in order to support and manage the change in 

attitudes to alcohol misuse desirable to the Scottish Government and 

adopted by recent policy developments. This is of significance, as the 

symbiotic relationship between education and practice has been highlighted 

in research elsewhere.  For example, Ashby & Chandler (2010) found that 

occupation-focused theories taught in education, were a powerful predictor of 

graduates’ use of theory in practice.  Thus the potentially narrow base of 

topic-specific policy covered in pre-registration programmes may help to 
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explain elements of therapists’ ‘non-action’ in translating policy to practice in 

managing changes in attitudes to alcohol misuse. 

 

This finding is of importance as it resonates with Barbara & Whiteford’s 

(2005) view that occupational therapy may theoretically acknowledge the 

broad social, economic and political environment influencing consumers of 

services however the profession is often reluctant to engage with the political 

context and consequences which can influence their practice.  This poses an 

important dilemma for the profession as, allied to educational opaqueness of 

alcohol policy context, this can restrict and limit the extent to which therapists 

‘act’ in practice on key messages associated with alcohol misuse. 

 

The importance of sharing, understanding and becoming conversant with 

government policy has been emphasised by Crouch (2014), due to the 

relevancy and impact of policy to practice.  In order to address this, however, 

education must first ensure the relevancy of its educational content, as 

defined by the health needs of the population. The World Health 

Organisation (WHO) (1993), in a report entitled, ‘Increasing the Relevance of 

Education for Health Professionals’, emphasised that educational 

programmes must; 

 

1. Be relevant to social and community concerns, as well as the 

prevailing health needs and priorities, and 

2. Increasingly advocate for healthy behaviour in the population. 

 

Consequently Hocking & Ness (2005) summarize a four-step process 

suggested by WHO (1993) for adoption of these values by educational 

curricula.  Firstly, defining the population that will be the recipients of health 

services, secondly, determining their health-related problems, and in so 

doing ensuring new educational programs respond to the identified problems 

and finally, monitoring how effective graduates of educational programs are 

in addressing these health priorities.  
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Prevalent health conditions linked to alcohol globally results in 2.5 million 

deaths each year (WHO, 2013), and nationally there is recognition of 

Scotland’s unbalanced relationship with alcohol (Scottish Government, 

2013). In terms of defining the recipients of health services therefore, there is 

a strong case to recommend that alcohol, and its related policy perspectives, 

should be one of the public health priorities included and focused on in 

occupational therapy programmes.  This is further emphasised by Hocking 

and Ness (2005) conclusion that for graduates to be effective in practice, 

there needs to be a good match between their skills and the prevalent health 

conditions.  By extension therefore, educational curricula needs to reflect 

both the national and globally defined health needs of the populations that 

occupational therapy programmes will serve, therein recognising that 

occupational therapy programmes are likely to contain diversity of content, 

defined by population need.   

 

Sharing policy perspectives linked to alcohol is not, in and of itself, the only 

conduit in which to shape and advance practice.  As Hocking & Ness (2005) 

point out, diversity of education also concerns itself with the ways in which 

students are taught. Integral to this theme therefore is discussion of 

educational ‘locus of control’. 

 

Educational ‘locus of control’ 

There are several examples of findings indicating gaps in knowledge such as 

alternative safe limits for older people (Maclean et al, in press) and the belief 

captured by both graduates and therapists in practice that education did not 

prepare them for working with people who misuse alcohol (Gill et al, 2011, 

Maclean et al, in press).  Consequently, the clarity and visibility of alcohol 

content in occupational therapy education appears to be either confused, or 

submerged. 

 



   46 

Whilst the teaching of programme content as integrated course work 

receives little attention in the occupational therapy literature, Clark (2005) in 

nursing research indicates that where the focus of alcohol use is not made 

explicit in pre-registration education, the opportunity to learn how to cope 

with patients who have alcohol related issues might be lost.  She argues that 

as part of an existing nursing curriculum, where only one module explicitly 

mentioned alcohol and substance misuse, students could interpret this as the 

only opportunity in which to learn about alcohol. Additionally Rassool (2007) 

notes education concerning drugs and alcohol and their impact on health 

finds insufficient space within nursing programmes, with limited resources to 

teach core competencies.  Allied to concerns surrounding insufficient space 

and clarity of alcohol discussion, the findings here suggest educators 

themselves seem less convinced that there is a need to re-appraise alcohol 

related content. 

 

Tangentially, Brems et al (2011) illustrates this point when considering fetal 

alcohol spectrum disorders (FASD) and the educational needs of health and 

allied health programs offered in higher education in Alaska.  Academic 

directors of 52 health and allied health programmes (including occupational 

therapy, although response rates filtered for each discipline were not 

included in the results) were asked to complete an online survey capturing 

educational content of FASD (87% response rate).  Findings demonstrated 

that the behavioural health programmes (which included occupational 

therapy) considered some FASD-related content, however, as they face 

realities of overburdened academic programmes and paperwork, they were 

reluctant to include further taught content of FASD.  Additionally Brems et al 

(2011) suggest the results indicate health and allied programmes experience 

misunderstandings concerning their own discipline’s roles related to primary 

and secondary prevention, limiting their commitment to incorporating FASD 

education. 
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Indeed this can be further supported through the findings of Thompson 

(2007) who argues that non-mental health occupational therapy practitioners 

may need further education to increase their knowledge and confidence 

linked to substance misuse (including alcohol), in order to support their role 

in routinely incorporating questions related to substance use in practice.  She 

voices concern that a deficiency in the education of therapists working in 

physical health settings linked to substance misuse, precludes practitioners 

from undertaking the essential role and opportunity to detect unrecognized 

substance use disorders, supporting early intervention and prevention.  As 

alcohol misuse has traditionally been viewed within the context of mental 

health in occupational therapy (Lancaster & Chacksfield, 2008), it may not be 

entirely surprising that mental health practitioners are more likely to consider 

addiction and alcohol misuse than their non-mental health counterparts.  Yet 

as a profession in the UK, the College of Occupational Therapists (2010) 

contend that education offers “dual training” in both mental and physical 

health, leading to the provision of holistic services that are bio-psychosocial 

in nature.  Consequently, Jacob-Lloyd et al (2006) suggests this provides an 

opportunity to explore and implement more fully a person-centred approach, 

although they recognise in practice this is challenging to deliver because of 

the need to use physical and mental health knowledge and skills.  As a 

result, Rigney (2000) confirms the existence of a physical and mental health 

divide in occupational therapy practice, and suggests one possible solution 

could be to approach this issue through further training and education.   

 

Thus the foundation for considering alcohol misuse from beyond the 

boundaries of labels such as physical and mental health potentially seems 

appropriate, and could offer a way forward in how alcohol education might be 

shaped by occupational therapy programmes. In contrast, however, the 

emerging findings here suggest education is a reticent partner in supporting 

practitioners to actively shape and influence occupational therapy practice in 

alcohol misuse.  Insufficient time, overburdened curricula and integrated 

teaching can submerge alcohol programme content. However wider 
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consideration of the introspective data within the context of the existing 

research offered here, also infers a degree of guardedness from within 

education connecting and supporting practice to alcohol misuse. These 

findings offer the novel view that those interested in the advancement of 

alcohol education in occupational therapy need to be prepared to educate 

educators concerning the role of their discipline in the practice of alcohol 

misuse across all health settings, including non-mental health.  

Theme 2: Conceptual Contradictions 

This second theme, emerging from the analysis of the introspective data, 

consists of two sub-themes, ‘partitioning of the person’ and ‘occupational 

evaporation’.  Each is discussed below. 

 

Partitioning of the person 

Theory, and how this is translated to practice has been given extensive 

attention in occupational therapy literature (Turpin & Iwama, 2011).  Indeed 

in physical health settings the need to understand the organisation and 

process of occupational therapy through the use of conceptual models has 

been highlighted (Trombly Latham, 2008).  Rigby & Letts (2003) suggest 

occupational therapists are placing emphasis on client-centred practice, 

seeing individuals in the context of where they live, work and play.  As such, 

they argue this has resulted in a greater awareness of the influences of the 

environment on the performance of occupations.  In turn this has meant the 

environment has become an integral part of occupational therapy practice 

models, many of which are grounded in theories of person-environment 

relationships.  Set within this context, the PEO Model has received specific 

attention as a theory through which analysis of the PEO relationship can 

support the identification of factors influencing occupational performance 

(Strong et al, 1999).  Further, the originators of the PEO Model also 

considered it important to have an occupational therapy model that could be 

easily understood by those both inside and outside the profession (Rigby & 

Letts, 2003). 
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Set within this context the findings here suggest a strong synergy between 

the PEO Model and practice in the physical health care settings included as 

part of the prima facie papers.  Analysis would seem to suggest that the 

academic debate indicating the value of the PEO Model, closely mirrors its 

appeal to practitioners as a substantive theoretical foundation in physical 

health care settings. 

 

Nevertheless, an anomaly appears to exist within the introspective analysis, 

highlighting a disconnect between the theoretical beliefs of occupational 

therapists, as they are applied to practice.  There is an absence of discussion 

surrounding the ‘transactive’ element of the PEO Model, which emphasises 

that the person and environment are seen as interdependent and that a 

person’s behaviour cannot be separated from the context in which it occurs 

(Turpin & Iwama, 2011).  This absence of discussion appears to impact 

practice, as therapists were reluctant to use occupation-focused theory to 

guide wider understanding of the challenges the person may face in the 

context of their environment (such as alcohol use), and a reticence to engage 

with person specific health promotion related to alcohol misuse (Maclean et 

al, 2015).  Consequently, allied to therapist acknowledgement that the 

practice setting can restrict client-centeredness (Maclean et al, 2012), the 

importance of the person considered within the context of his or her own 

environment, can be curtailed.   

 

A dichotomy exists therefore shaping how therapists’ theoretical sensitivity to 

the PEO Model deviates when translated into practice in physical health care 

settings. The introspective data points towards this, highlighting occupational 

therapists tendency to assess the “observable features of the environment”; 

a point supported by stakeholder feedback.  As such, rather than the 

application of the PEO Model to practice encompassing a transactive 

understanding of occupational performance, such that the person and 

environment are interdependent (Law et al, 1996), instead it is proposed here 

that an implicit partitioning of the person from the environment takes place.  
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The essence of ‘transaction’ lacks fidelity in practice, as therapists separate 

the entities of person and environment in to discrete elements, placing 

greater emphasis on the observable aspects of the environment rather than 

the person, in order to support timely discharge.  

 

Stewart & Law (2003) argue that recent theoretical developments in 

occupational therapy have built on theories of person-environment 

relationships to incorporate environment more explicitly into theories of 

occupational performance.  They challenge therapists to enable occupational 

performance through the use of the PEO Model offering the view that the 

environment in relation to health, disability and occupation has promoted new 

understandings and beliefs about person-environment relations, resulting in 

changing assessment and treatment practices (Stewart & Law, 2003). The 

proposed dichotomy presented here however suggests that this prevailing 

direction of discussion, influenced by practice setting and the tendency of 

therapists to eschew the transactive nature of the PEO Model, has promoted 

an unbalanced professional understanding of person-environment 

relationships, the consequence of which leads to the theoretical partitioning 

of the person in occupational therapy physical health care settings.  This 

conspires to constrain therapists’ reasoning connected to wider, often 

‘hidden’ reasons leading to admission, such as alcohol misuse in older 

people. This dichotomy helps to explain why, in part, therapists were 

reluctant to engage in conversations with patients around alcohol intake, as 

guided by the PEO Model. The following sub-theme, ‘occupational 

evaporation’, extends this discussion further. 

  

Occupational evaporation 

Professional debate in occupational therapy has reflected the need to 

‘anchor’ practice in occupation (Kielhofner, 2004).  Indeed, Whiteford & 

Wilcock (2001) argue that research understanding humans as occupational 

beings has contributed to a revitalized knowledge base that informs 

professional practice globally.  Ikiugu (2010) however cites Kielhofner’s view 
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in 2002 that very often a gap exists between every day practice and the 

theory and research generated by occupational therapy academics. Clearly 

delineated within the introspective analysis is evidence of this gap, related to 

professional knowledge and understanding connecting occupation and 

alcohol in physical health care settings.  Essentially the findings capture the 

occurrence of occupational evaporation in professional education associated 

with alcohol, influencing practices in physical health care settings.   

 

The absence of discussion from within education embracing current and 

emerging occupational perspectives of addiction may support why 

practitioners did not value using an occupation-focused model of practice 

when considering older people and alcohol misuse (Maclean et al, 2015).  

Further, it may also explain why respondents generally felt pre-registration 

education had not prepared them for working with people who misuse 

alcohol (Maclean et al, 2015), or to articulate an occupation-focus to their 

practice (Maclean & Breckenridge, in press).  This finding is in keeping with 

Kinn & Aas (2009) who argue that a clearer link between philosophy, theory, 

and practice is recommended, and that educational programs must focus on 

helping occupational therapists to articulate their knowledge of occupational 

therapy concepts.  

 

Whilst Helbig & McKay (2003) acknowledge the limited existence of literature 

examining addiction from an occupational perspective, increasingly this field 

of research is advancing.  Wilcock & Hocking (2015) suggests a link exists 

between an occupational understanding of health and excessive use of 

alcohol.  They argue that alcohol misuse is a form of occupation; it is what 

people do to feel a certain way, to belong, and to become temporarily happy.  

Wilcock and Hocking (2015) believe this is a response to the pressures;  

 

“created by contemporary forces, such as the media, fashion, conformity, 

and corporate bodies whose occupation is aimed at making money by selling 

addictive products” (p. 279).   
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They offer an occupation-focused perspective that seeks to prevent illness by 

asking questions such as what basic needs are fulfilled by alcohol use?  

What occupational needs are not being met to make it necessary to drink 

and, alternatively, are there occupations that appear to reduce the incidence 

of drinking?   

 

Andersson et al (2012) cross-sectional study (n=851) exploring women’s 

patterns of alcohol consumption lends support to this occupational 

perspective.  Using a broad concept of occupation, including employment 

status, distribution of household work, leisure activities, time for free disposal, 

and satisfaction with each of these, they demonstrated a strong association 

between problematic alcohol consumption and patterns of everyday 

occupations, characterized by low engagement in leisure activities and a 

large amount of spare time.   

 

These recent findings illuminating our professional understanding of an 

occupational perspective of alcohol misuse are important and opportune.  

Pierce (2003) clearly states that given the extent of alcohol misuse in 

Western society, any occupational therapist will deal with clients who abuse 

alcohol regardless of practice area or the degree to which clients disclose 

such interventions.  Occupational therapists in physical health care settings 

will therefore work with people who misuse alcohol, disclosed or not, and are 

therefore ideally placed to recognize and understand the occupational risk 

factors that can contribute to, and trigger, alcohol misuse.  Our unique 

occupation-focused contribution is to understand the occupational aspects of 

ill-health, such as the impact of low engagement in leisure activities and large 

amounts of spare time, which are identified as occupational risk factors 

associated with problematic drinking (Andersson et al, 2012).  We therefore 

have a role to play in physical health care settings, where admissions to 

hospital due to alcohol misuse in Scotland exceed 100 people a day (ISD, 

2012), demonstrating our own occupation-focus in prevention, supporting 
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Scottish Government policy aimed at managing changing attitudes to alcohol 

(Scottish Government, 2008).   

 

Yet the findings here capture practice in physical health care connected to 

alcohol misuse, operating in an occupational void.  This occupational void 

may originate from education, where an occupational perspective of alcohol 

misuse appears to be submerged.  This void translates to practice, 

essentially supporting a process of occupational evaporation of the unique 

contribution the profession can make to understanding, recognising and 

supporting interventions, such as occupation-focused health promotion with 

alcohol misuse.  The recognition of the complexity of factors explaining why 

individuals choose some occupations over others, less healthy that may 

provide experiences of power and the opportunity to exert control over their 

lives (Wilcock, 2006), is important.  This is due, according to Heuchemer & 

Josephsson (2006), to occupational imbalance, where the risk factors that 

occur when individuals are unable to meet their physical, social, mental, or 

rest needs, is related to the narrowing repertoire of daily occupations that 

typifies addiction-related behaviour. Factors affecting occupational imbalance 

are very often beyond the control of the individual and, as such can be seen 

to be a form of occupational injustice. Occupational justice challenges 

professionals to adopt an occupational perspective, exploring what people do 

every day on their own and collectively; how people live to seek identity, 

satisfaction and autonomy; how people organise their habits, routines, and 

choices to promote health and how people collectively have organised 

systems such as education and health to support, or not, what all populations 

need and want to do in their occupations to live well and be healthy 

(Whiteford & Townsend, 2011). 

 

In moving forward it may be that education should embrace and promote this 

occupational understanding of addiction and alcohol misuse in order to 

support the centrality of occupation to practice in physical health care 

settings.  Additionally, this could be informed by Hocking’s (2014) broader 



   54 

vision of educational reform to support the radical paradigm shift required to 

engage in occupation-based practice.  She argues that the profession should 

produce occupational therapists imbued in occupation and its relationship to 

health (Hocking & Ness, 2002), supported by a revised World Federation of 

Occupational Therapists (WFOT) standard.  Hocking (2014) proposes that all 

educational programmes state their commitment to societal change, in order 

to envisage graduate practitioners skilled in recognizing and responding to 

occupational injustices in every practice context.   

 

This has resonance with professional understanding of alcohol misuse in two 

distinct ways.  Firstly, the enormous health burden alcohol misuse presents, 

with its numerous social problems associated with disorders attributable to 

alcohol use, is distributed unevenly; poor and underprivileged groups are 

often at higher risk and are deprived of health and social interventions that 

can help to alleviate individual and family distress (Poznyak et al, 2005).  

Hocking (2014) argues that this revised WFOT standard in the United 

Kingdom (UK) could mean practicing ‘social occupational therapy’, which 

makes a point of attending to occupational injustices such as poverty and 

unemployment, in order to effect change in the incidence of preventable 

disease and high rates of addiction. 

 

Secondly, this proposal for educational reform recognises the need for 

therapists to respond to occupational injustices irrespective of practice 

context.  This recognition of the need to consider alcohol misuse across 

specialities further reinforces the view expressed by Pierce (2003) of 

consideration of alcohol misuse irrespective of practice area.  In drawing 

parallels between the proposed revised WFOT standard (Hocking, 2014) and 

alcohol in physical health care settings, a conversation can be initiated in 

order to allow the profession to potentially breathe renewed energy into 

reframing how we think about the centrality of occupation related to service 

delivery, thus promoting the decline of occupational evaporation in practice. 
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Thus, in translating the idea of ‘social occupational therapy’ to practice, 

therapists need to emphasise their understanding of the social aspects of the 

communities and populations with whom they work. This clearly connects to 

the role and importance of education in supporting development of this 

understanding, as described by Hocking and Ness (2005) (p. 44), to ensure 

occupational therapy curricula content is relevant to social and community 

concerns connected to health and well being.  For example, an illustration of 

Poznyak’s et al (2005) global discussion highlighting the impact of alcohol 

misuse to areas of deprivation can be illustrated in the community 

surrounding Queen Margaret University.  According to the East Lothian 

Health and Social Care Partnership (2015) where Queen Margaret University 

is situated, 5% (approximately 5,000 people) of the East Lothian population 

live in the most deprived Scottish quintile, from which the East Lothian Drugs 

and Alcohol Partnership (MELDAP, 2010-13) suggest there were 150 

discharges from acute hospitals due to alcohol.  Conversely, 18% 

(approximately 18,000 people) live in the least deprived quintile in East 

Lothian, from which 40 discharges from acute hospitals due to alcohol were 

accounted for through MELDAP (2010-13.)  Exploration of these statistics 

reveals that this equates to 1 hospital discharge due to alcohol per 33 people 

in the most deprived areas of East Lothian, compared to 1 hospital discharge 

per 450 people in the least deprived areas of East Lothian.  This ‘local’ 

example connects to and highlights Poznyak’s et al (2005) global discussion 

of the disproportionate impact alcohol misuse has on those living in deprived 

communities.  As such, in positioning occupational therapy connected to 

alcohol misuse, the profession could consider prioritising their contribution in 

practice to communities characterised by poverty and deprivation.   

 

If occupational therapy should be positioned in, and prioritise, deprived 

communities, its form and shape in practice also requires definition.  Given 

the proposed existence of occupational evaporation in physical health care 

settings connected to alcohol misuse, embracing the centrality of occupation 

to practice is of importance.  One potential element of this in practice could 
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be to prescribe meaningful occupations that encourage social interaction, 

prioritising women and older people, in order to support the prevention of 

alcohol misuse, and instead promote health and well being.  The work of 

Andersson et al (2012) who have demonstrated the association of 

problematic alcohol consumption in women, characterised by low 

engagement in leisure activities and large amounts of spare time, partly 

informs this view.  However Smith & Foster (2014) also emphasise that in 

older people there is a group of late onset drinkers (reactors), who begin 

problematic drinking in later life, often in response to a disruption in lifestyle 

such as retirement, bereavement and pain, which can lead to decreased 

social activity.  Other contributory factors in older people who develop 

problems with drinking may also be isolation and loneliness (Smith & Foster, 

2014).  Smith & Foster (2014) argue that emphasis should be placed on non-

drinking social activities in the context of the person’s life circumstances and 

social support network.  This may mean redefining a social or family support 

mechanism for an older person.  Occupational therapy can contribute to and 

‘scaffold’ the design of redefined social and/or family supports through 

developing opportunities with people to engage in meaningful occupations.  

A further focus should be on sustaining meaningful occupations that 

emphasise social interaction with others, centred within the context of a 

person’s life circumstances, directed by emerging evidence (Andersson et 

al., 2012, Smith & Foster, 2014).  

 

Developing opportunities in partnership with people, who experience 

deprivation and poverty to sustain, enable and empower engagement with 

occupation, has the potential to promote health and well being connected to 

alcohol misuse.  This suggested focus of therapy in a health promoting 

context is opportune, as it articulates with the recognition that the 

responsibility for public health cannot be achieved through the traditional 

public health workforce (Public Health England & the Council of Deans, 

2015).  Creating and sustaining health across all our communities also needs 

the essential involvement of allied health professionals (AHPs) (Public Health 



   57 

England & the Council of Deans, 2015).  The potential for emphasising the 

social understanding, and therefore practice, of occupational therapy in 

deprived communities connected to alcohol misuse suggested here, can 

make an important contribution to health promotion. 

 

In taking time to understand and explore socio-economic inequalities 

between communities, the emerging policy context influencing AHPs, as well 

as research evidence, a clearer picture comes to the foreground of the 

transactional relationship of environment, person and occupation, connected 

to alcohol misuse.  With this awareness also brings insight in to how the PEO 

Model itself could be refreshed and redrawn to further enhance its 

meaningfulness to practice. The ecological nature of the PEO Model 

suggests that it could evolve from a conceptual model of practice, to the first 

translational model of practice in occupational therapy.   

 

As Cornelissen (2000) recognises, the purpose of a translational model is not 

to passively receive knowledge for practical purposes, rather it is an active 

process of interpretation and reframing by practitioners within the context of 

professional understanding.  A translational model shifts the emphasis 

towards practitioners as they selectively decide which scientific insights are 

to be used and in what way (Cornelissen, 2000).  This movement is towards 

the recognition of the existence of reflective practitioners, actively shaping 

and framing knowledge derived from the academic world (Cornelissen 2000), 

influenced by their practice context.  A translational model articulates an ‘ebb 

and flow’ between science and practice as two mutually influential entities.  

Arguably, this reciprocal relationship reflects and mirrors the process of 

transactionalism between person, environment and occupation in their sense 

of inter-dependency. Similarly, science cannot be understood without the 

context of practice, and practice cannot be understood without science as a 

source of knowledge.  The organic importance in understanding this 

relationship should influence the re-design of the PEO Model into a 

translational model of practice. 
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As part of this re-design the diagrammatic representation of the PEO Model 

should be altered in order to further emphasise the importance of the 

essence of transaction between person-environment and occupation, 

discussed on page 50.  The current diagrammatic representation of the 

model as three circles drawn with a solid line, each representing person, 

environment and occupation, overlapping to produce congruence (or ‘fit’) in 

occupational performance, should be replaced.  Instead, as illustrated in 

diagram 3, below, the circles should be drawn with a dotted line, effectively 

representing a semi-permeable membrane as each element of person, 

environment and occupation ‘breathes’ in and out, between and within the 

elements.  This could more accurately reflect, and emphasise, the essence 

of transaction.    

 

Diagram 3: Refreshed diagrammatic representation of transactionalism embedded 
in the PEO Model. 

 
In addition, the discussion of transaction as part of the PEO Model could be 

further reviewed and refreshed by incorporating and considering recent 
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developments in understanding transactional perspectives, considered by 

Cutchin & Dickie (2013).  Largely based on the work of American 

philosopher, John Dewey who pursued an understanding of pragmatism, a 

“transactional perspective” of occupation has emerged of which the relations 

of person, context and occupation are considered as an inseparable part of 

one whole (Cuthin & Dickie, 2013).  This contemporary scholarship on a 

transactional perspective of occupation could inform and refresh the 

theoretical underpinning of transaction that is fundamental to the PEO Model. 

Further research and reflection of potential parallels that could be drawn 

between the PEO Model and Cutchin & Dickie’s (2013) work, would seem to 

be an important direction of travel in further developing and embracing the 

idea of the first translational model of practice in occupational therapy. 
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Contribution to new knowledge 

Through ‘framing’ the findings sections of the five prima facie papers using a 

modified gap analysis, insight and understanding has been extended in 

relation to alcohol misuse, occupational therapy education and physical 

health care settings.  Specifically, the contribution of this critical appraisal has 

been to demonstrate new knowledge, situated within the profession of 

occupational therapy, highlighted below; 

1. An important contribution to new knowledge offered in this critical 

appraisal is that of the innovation, design and implementation of the 

first modified gap analysis for use in the profession of occupational 

therapy.  The integration of an ‘occupational filter’ through the use of 

the PEO Model, seeks to retain a focus on the centrality of occupation 

in forming a view of the future direction of travel.  Further, the 

proposed definition and use of introspection as part of this modified 

gap analysis provides the first detailed account of how this concept 

can be used in practice.  The development of this modified gap 

analysis, combining introspection, an occupational ‘filter’ and 

conceptual entrepreneurship, provides a blend and fusion of ideas to 

produce a quadrant linear design that supports creative thinking, set 

within a systematic framework. 

2. The critical appraisal indicates an opportunity to re-design and refresh 

aspects of the PEO Model.  Specifically, it is proposed that this model 

could evolve to become the first translational model of practice in 

occupational therapy.  As part of this, the diagrammatic representation 

of the model should be redrawn, as discussed on p. 58, to further 

emphasise the essence of transaction, fundamental to this model.  A 

future research aspiration would be to pursue this refreshed thinking 

around the PEO Model, incorporating also deeper consideration of the 

potential parallels that could be drawn between emerging 

transactional perspectives of occupation. 
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3. The importance of emphasising practitioner understanding of the 

nuances of social issues connected to alcohol misuse should be 

integrated in to occupational therapy education.  Alcohol misuse could 

act as an exemplar to illustrate the priority the profession should place 

in positioning its contribution to, and prioritising communities, 

experiencing deprivation and poverty.  A key element to this aspect of 

practice would be to develop opportunities to prescribe and sustain 

meaningful occupations, emphasising social interaction, to promote 

health and well being in the prevention of alcohol misuse in women 

and older people.  

4. Practice in physical health care settings experiences a process of 

occupational evaporation connected to alcohol misuse, which may be 

linked to the submerged focus of alcohol as a topic in occupational 

therapy educational programmes. 
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Conclusion 
The introspective findings presented here represent important key messages 

for the profession of occupational therapy connected to both education and 

practice.  In terms of education, information gathered here would suggest 

that pre-registration occupational therapy programmes could increase the 

scope and potential of learning opportunities for students in order to 

appreciate and understand the public health ambitions of current policy 

contexts linked to alcohol. There is value in educational programmes 

defining, recognising and prioritising distinct health challenges, such as 

alcohol, given the extent to which occupational therapists will work with 

people who misuse alcohol, irrespective of practice context. If alcohol misuse 

is defined as an occupational challenge facing the population of Scotland, it 

may be valuable to prioritise alcohol public health policy in pre-registration 

programmes. Alcohol misuse is closely related to human occupational 

behaviour and is an area of concern for practitioners.  This insight could offer 

a conduit to greater clarity of graduate and practitioner understanding of 

alcohol misuse in physical health care settings. 

 

In practice, therapists appear positive in acknowledging their use of 

occupation-focused theory, however the way this is translated to practice, or 

not, requires further attention.  Whilst value is placed on the use of the PEO 

Model in physical health settings, care needs to be taken to emphasise a 

fundamental precept of occupational therapy; holistic occupational 

understanding of the person in transaction with their environment through 

occupation.  Care should be taken to ensure the pragmatic restraints of the 

practice setting must not result in professional understanding of the person 

becoming partitioned.  In addition, our wider professional lens should seek to 

retain our occupational focus as central to practice in understanding alcohol 

misuse in physical health care settings. 
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Table 1: Search strategy examining the use of gap analysis in occupational therapy. 

Date of search: 16.02.15   

Database searched Key words used Number of ‘hits’ 

CINAHL “gap analysis” + “occupational therap*” 2 (1 excluded as a duplicate article) 
Antony D & Brooks N (2001) 

PsycINFO “gap analysis” + “occupational therap*” 5 (all excluded as ‘hits’ not related to a 
gap analysis) 

Medline “gap analysis” + “occupational therap*” 1 
(Battye KM & McTaggart K, 2003) 

Google Scholar gap analysis + occupational therapy 1 
(CAOT, 2003) 
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Table 2: Critical Summary of Gap Analysis Papers Related to Occupational Therapy  

Reference Aim(s) Design Sample Results & 
Conclusions 

Strengths Limitations 

ANTHONY, D., 
and BROOKS, 
N., 2001. 
Clinical 
guidelines in 
community 
hospitals. 
Nursing Times 
Research. Vol. 
6 (5), pp. 839-
851. 

What clinical 
guidelines do 
nurses and 
therapists use? 
Do nurses and 
therapists consider 
clinical guidelines 
to be helpful? 
What problems can 
clinical guidelines 
cause? 
Are there areas of 
nursing practice for 
which no clinical 
guidelines are 
available? 
What barriers are 
there to using 
clinical guidelines? 
What bridges might 
be employed to 
encourage the use 
of clinical 
guidelines? 
How aware are 
nurses and 

Descriptive 
design, using 
qualitative 
interviews.  
Content analysis 
was undertaken, 
condensed to 
produce themes, 
further analysed 
for relationships 
amongst themes. 

Sampling 
strategy 
unexplained: 19 
F & G grade 
nurses, 1 
practice 
development 
nurse, 2 
physiotherapists, 
2 occupational 
therapists 

Clinical 
guidelines: 
confusion over 
what constitutes 
a clinical 
guideline 
Need for clinical 
guidelines: need 
for clinical 
guidelines 
agreed, however 
the areas of need 
not included in 
discussion 
Barriers & 
bridges: Multi-
professional 
involvement in 
development of 
clinical guidelines 
seen as important 
and education of 
importance. 

Synergy 
between 
findings and 
wider literature 
apparent. 
 
Clearly 
identified 
research 
questions. 

Gap analysis 
mentioned as 
a tool used in 
methodology 
in abstract, 
but no further 
mention of 
gap analysis 
or how this 
was 
implemented 
in the 
methods 
section (or 
elsewhere) in 
article. 
 
Sampling 
strategy 
unidentified. 
 
Analysis of 
data poorly 
defined. 
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Reference Aim(s) Design Sample Results & 
Conclusions 

Strengths Limitations 

therapists of the 
sources of clinical 
guidelines? 
What is the best 
method of 
disseminating to 
clinical nurses and 
therapists 
information about 
clinical guidelines, 
systematic reviews, 
and other relevant 
sources of 
evidence-based 
practice? 
How relevant are 
national clinical 
guidelines to local 
practice? 
What are the most 
important clinical 
guidelines to 
implement? 

BATTYE, KM., 
and 
McTAGGART, 
K., 2003. 

The aim of this 
study was to 
develop an 
outreach model of 

Development of 
the outreach 
Model of service 
delivery occurred 

11 remote 
communities in 
the Northern 
Queensland 

The development 
of revised allied 
health delivery 
service using a 

Clearly 
identified 
purpose, 
identification of 

Evaluation of 
model still to 
be 
undertaken. 



   125 

Reference Aim(s) Design Sample Results & 
Conclusions 

Strengths Limitations 

Development 
of a model for 
sustainable 
delivery of 
outreach allied 
health services 
to remote 
north-west 
Queensland, 
Australia Rural 
and Remote 
Health 3 
(online) (5), pp. 
1-14. 

allied health service 
delivery operating 
in the primary 
healthcare 
paradigm. 

over 4 stages; 
1.Development of 
a planning matrix 
2.Environmental 
scan (mapping 
and gap analysis 
of existing allied 
health services) 
3.Desktop 
analysis of 
previous research 
relevant to the 
study 
4.Synthesis of 
information to 
develop a model. 

Rural Division of 
General Practice 

hub and spoke 
model.  AHPs 
based in Mt Isa 
(the hub), serving 
three 
geographically 
separate areas 
(the spokes): (i) 
the Gulf precinct 
(ii) the Highway 
precinct (iii) the 
Mt Isa precinct.  

concerns 
related to 
existing delivery 
of AHP services 
which engaged 
local 
communities, 
community 
input in to the 
development of 
revised allied 
health delivery, 
sustainability 
strategies 
embedded in to 
model. 

 
Only six allied 
health 
professions 
included in 
service 
delivery (1.5 
FTE 
occupational 
therapy post). 
 
 
 
 
 
 
 
 
 
 
 
 

PARKER-
TAILLON & 
ASSOCIATES, 
on behalf of 
CAOT. 2003. 

To provide an 
overview of the 
sources of 
workforce data in 
occupational 

The overall 
approach used 
was a “gap 
analysis”, which 
involved an 

Sources of 
workforce data 
for the 
profession of 
occupational 

Four key 
recommendations 
were outlined; 
1.Leadership and 
partnerships 

Comprehensive 
report clearly 
indicating in 
detail the 
current state of 

Future steps 
in developing 
HHRP 
dependent on 
the 
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Reference Aim(s) Design Sample Results & 
Conclusions 

Strengths Limitations 

Background 
Paper on 
Occupational 
Therapy 
Human 
Resource 
Data: Sources, 
Utilization, and 
Interpretative 
Capacity. 
CAOT 

therapy, its 
utilization and the 
interpretative 
capacity across 
jurisdictions, as 
well as 
recommendations 
for the future. 

inventory of 
occupational 
therapy human 
resource data, a 
review of health 
human resource 
planning literature, 
a gap analysis, 
and development 
of the background 
paper and 
recommendations. 

therapy. 2.Information 
needs for HHRP 
3.Data 
requirements for 
comparability and 
harmonization 
4.Next steps for 
HHRP in 
occupational 
therapy. 

HHRP in 
occupational 
therapy in 
Canada.  
Diversity in data 
sources linked 
to workforce 
including, 
occupational 
therapy 
regulators, 
occupational 
therapy 
professional 
organizations, 
occupational 
therapy 
academic 
(university) 
programs and 
education 
programs for 
support 
personnel in 
occupational 
therapy. 
Clearly 

development 
of a 
centralised 
agency of 
essential 
(identified) 
partners to 
provide 
internal 
leadership 
and strategic 
direction. 
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Reference Aim(s) Design Sample Results & 
Conclusions 

Strengths Limitations 

identified steps 
outlined 
connected to 
the ‘future 
state’. 
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Appendix 3 

 
Tables of Existing Knowledge and Beliefs: Occupation Focused Critical Introspection (Quadrant 1 & 2) 
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Table 1: Occupation-focused, critical introspection of the ‘current state’ of findings associated with knowledge in Maclean et al 
(2012) The usefulness of the Person-Environment-Occupation Model in an acute physical health care setting British Journal of 
Occupational Therapy, 75(12), p555-562. 

The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Knowledge ‘guide post’ 
reconciling the current 
‘state’ of professional 
knowledge to theory 

proposed in 
professional literature 

Elements of the PEO 
Model used 
subconsciously by 
participants in 
practice 

An interesting internal perspective from participants.  I 
wonder if this links to complexity theory in learning & 
practice e.g. using PEO as a subconscious ‘filter’ and 
‘organizer’ to support understanding of occupational 
complexity and the variables surrounding occupational 
performance in context?  Occupational complexity 
subconsciously arranged and organised into an overall 
system that changes according to variations in the 
person or environment. 

Person-
Occupation 

Connects to Chapparo & 
Ranka, (2005) as part of 
a theory building process 
within the science of 
occupation & the practice 
of occupational therapy  

Use of the PEO 
Model as a 
framework helping 
therapists move 
beyond ADL, to 
address coping & 
meaning for the 
client in the 
environment 

This may indicate a willingness by participants in this 
study to move beyond viewing disability as an individual 
problem in order to contribute also to a non-disabling 
society.  In other words, wider consideration of the 
person other than just within the hospital environment.  

Person-
Environment 

Theories are also part of 
the political environment 
(theorizing about others 
is never politically 
neutral) (Whalley 
Hammell, 2003) 

Continuum of 
complexity 

Is this to some extent associated with the depth of 
knowledge participants have around the model?  For 

Person The importance of 
occupational 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Knowledge ‘guide post’ 
reconciling the current 
‘state’ of professional 
knowledge to theory 

proposed in 
professional literature 

associated with PEO 
Model in physical 
health care settings 

example, the idea of the passage of time explained in 
the model illustrated through self-care.  A woman during 
adolescence may take more care with self-care as an 
occupation as this is may be of more personal 
importance due to peer groups/belonging.  Perhaps less 
importance for the same woman during family life, and 
perhaps further refine/simplify these during ageing.  In 
other words the complexity of the PEO model starts with 
our own understanding of underpinning professional 
knowledge.  Complexity therefore is guided by the 
person’s occupational needs, not the perceived 
complexity of the theory underpinning the model.  The 
view expressed by participants regarding a lack of 
complexity/theoretical detail of the model seems ‘back 
to front’ to me. 

performance must be 
stressed as the starting 
point for any occupational 
therapy intervention 
(Letts et al, 2003) 

The challenge of 
delivering patient-
centred care in acute 
medical settings 

To what extent do existing conceptual models of 
occupational therapy practice reflect the realities of 
practice in physical health care settings in the UK? “It’s 
really not about patient goals”.  Is client-centred practice 
in this context disconnected from the realities of what 
therapists are expected to achieve?  Can we re-
configure/re-shape how we think about what we do, 
without losing the centrality of the people we work with 

Person-
Environment 

Aldrich (2008) considers 
the value of 
transactionalism that 
talks about “ends-in-view” 
rather than goals.  Ends-
in-view reinforce the idea 
that the person-context 
relationship exists before, 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Knowledge ‘guide post’ 
reconciling the current 
‘state’ of professional 
knowledge to theory 

proposed in 
professional literature 

and for? during and through 
transaction, the aim of 
which is functional co-
ordination. Explores 
conditions as a product of 
the relationship between 
the habits and contexts of 
experience. History, 
current conditions and 
uncertainty of future are 
all interwoven. 

Education influences 
choice of model in 
practice but also 
forces choices to be 
made between 
models. 

Do we? “Essay questions about which model you think 
best, why, it almost sets them up against each other”.  
This has ‘jarred’ with me ever since and I am deeply 
concerned that it may be perceived we present a 
competition between professional models in our 
teaching.  It leads me to ask how do we teach theory in 
our curricula, and/or do the leading proponents of 
models influence this view in their discourse 
surrounding underpinning theory?  Makes me feel 
uncomfortable. 

Person-
Environment 

Criticism of the 
‘conceptual model’ is the 
implied presumption that 
science and academic 
research will necessarily 
enlighten practitioners, 
and favours a one-way 
relationship between 
science and practice 
(Cornelissen, 2000).  
Translational models 
embrace an active 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Knowledge ‘guide post’ 
reconciling the current 
‘state’ of professional 
knowledge to theory 

proposed in 
professional literature 

process of interpretation 
and reframing by 
practitioners within the 
context of professional 
knowledge, in other 
words the ‘push’ 
tendency of conceptual 
models v’s the ‘pull’ 
model of the translational 
model (Cornelissen, 
2000). 
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Table 2: Occupation-focused, critical introspection of the ‘current state’ of findings associated with knowledge in Gill et al (2011) 
Occupational therapy graduates of 2009: knowledge and attitudes relating to their role in the area of alcohol misuse British Journal 
of Occupational Therapy, 74(4), p168-175. 

The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

21.6% of participants 
did not know their 
unit content of 
personal alcoholic 
drink, 33% did not 
know or could not 
recall UK 
recommended daily 
limits for women, 
rising to 41% in men. 

Surprise at numbers!  Given the extent to which alcohol 
is discussed  & considered in the media over the last 10 
years, surprised that education in schools and our 
professional undergraduate curricula does not address 
what I would regard as basic underpinning knowledge to 
practice in a range of health care contexts. 

Person Area identified for further 
research (Maclean et al, 
2014), however training 
of healthcare 
professionals in general 
associated with 
substance misuse given 
minimal attention 
(Happell et al, 2002, 
Rassool, 2004, Cape et 
al, 2006) 

Occupational therapy 
students’ definition of 
‘someone with an 
alcohol problem’, 
described for the first 
time in research in 
UK. 

Cautious acknowledgments to myself here that the 
examples contained within the categories are all 
negative.  Are all the issues/reasons around ‘someone 
with an alcohol problem’ negative?  I wonder if we 
jumped in to ‘another person’s shoes’, if we would 
answer that question, to some extent, differently?  In 
other words there must be some value for the person in 
their drinking behaviour?  Is there a need to recognise 
this? 

Person Addiction has been 
reported to aid 
connectedness, as well 
as isolation (Wasmuth et 
al, 2014).  Further 
themes of identity, 
promoted through 
addiction, and coping 
also emerge through 
Wasmuth’s et al (2014) 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

work, leading to 
addiction-as-occupation.  
This indicates greater 
complexity of 
understanding around the 
categories defined by the 
student participants. 

Change in drink 
driving limit only 
proposal (at date of 
publication) Scottish 
Government policy 
approved by majority 
of participants. 

Again surprise...I was expecting a higher response rate 
from students in favour of minimum retail pricing, 
banning promotions etc.  Discussion in class with 
students indicated their disquiet that these proposals 
would disadvantage the poor in society, whilst higher 
earners would still be able to drink what they like, when 
they like....a reflection on society?  I do not agree with 
this view but very interested in the potential connection 
to policy and the wider impact on society, 
advantages/disadvantages dependent on social groups. 

Person Possible synergy here 
with the view of Hocking 
(2014) suggesting in the 
UK we could/should 
practise ‘social 
occupational therapy’ that 
makes a point of 
attending to occupational 
injustices associated with 
poverty, unemployment, 
homelessness. 

Students value their 
role in working with 
alcohol (naming their 
profession as best 
placed to intervene 
and offer advice 

Our own value of what we (occupational therapy) can 
offer very often poorly viewed from outwith the 
profession of occupational therapy.  Participants here 
seem to have a strong sense of their professional 
identity and valued role, not necessarily matched by our 
professional colleagues.  Frustrating, but can we clearly 

Person-
Environment 

Anecdotal view of Gillen 
& Greber (2014) that 
therapist should be more 
articulate in the way they 
describe and discuss 
occupation. 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

n=51), versus 
professional 
colleagues who 
named occupational 
therapy 15 times. 

articulate what we do and how we do it? 
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Table 3: Occupation-focused, critical introspection of the ‘current state’ of findings associated with knowledge in Maclean et al 
(2014) The topic of alcohol within the Scottish occupational therapy curricula British Journal of Occupational Therapy 77(4) p205-
212. 

The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

The three institutions 
that teach alcohol as 
part of their curricula 
do so as an 
integrated topic. 

I feel uneasy concerning an integrated 
approach...although this is very much the approach we 
would use to teach many conditions as part of our 
curricula.  A little surprised that a defined focus is not 
given to alcohol, given the extent of the issue. 

Environment Uneasiness expressed 
perhaps not misplaced as 
Clark (2005) notes in 
nursing research that 
where the focus of 
alcohol use is not made 
explicit in nursing pre-
registration education, 
the opportunity to learn 
how to cope with patients 
who have alcohol related 
issues might be lost. 

Limited value placed 
on Scottish 
Government policy 
connected to alcohol. 

An explanation potentially as to why our previous 
research (Gill et al 2011) indicated graduating 
occupational therapists only held a majority view in 
favour of the drink/driving policy change.  Why are we 
not addressing important policy proposals/changes 
associated with health in our undergraduate pre-
registration curricula in Scotland?  Answers one 
question but raises others...lack of time? Competing 
priorities? Lack of interest?  Important if therapists are 

Person-
Environment 

The Association for 
Medical Education and 
Research in Substance 
Abuse (AMERSA) is a 
multi-disciplinary 
organisation committed 
to health professional 
development of 
substance abuse, the 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

to support a conversation with people associated with 
alcohol. 

only MDT in the US with 
this explicit educational 
mission (Samet et al, 
2006). Value in 
replicating this in the UK? 

Difficulties in 
quantifying the 
number of hours 
students are 
exposed to 
professional 
knowledge teaching 
involving alcohol. 

Should it matter that across Scotland as a profession 
we are unable to state with a degree of precision, the 
number of hours each student is exposed to alcohol 
teaching?  The numbers of hours noted in this research 
are wide ranging from 5 hours, to 1.5 hours to between 
200-400 hours if studying as level 4 projects.  I feel 
frustrated at the lack of clarity around this and therefore 
unsurprised at some of the findings noted throughout 
our research journey concerning occupational therapist 
knowledge associated with alcohol.  Might be useful to 
survey students themselves regarding their exposure to 
alcohol education. 

Person-
Environment 

Findings are in keeping 
with wider research such 
as Rassool et al (2007), 
the results of their study 
indicating a lack of 
adequate educational 
preparation of 
undergraduate nursing 
students in alcohol and 
drugs.   

Diverse reasons for 
suggestions from 
HEI’s/FEI why 
profession not 
regarded as ‘key’ by 
our professional 
colleagues.  

Concern, disquiet...reasons for this lack of consensus, 
appear to be flippant in places “is alcohol use/misuse 
different from any other area of practice”, only one 
response refers to occupation.  This is key...where is 
the evidence and theoretical basis in the profession of 
occupational therapy to support working with people 
who misuse alcohol, irrespective of practice area?  Do 

Person-
Environment 

In response to the 
delivery of ABI’s in a 
general hospital setting, 
occupational therapists 
role in delivering these 
interventions now 
beginning to be 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

the responses indicate the scope and range of practice 
areas impacted by alcohol misuse, such as physical 
health care settings (100 people admitted to hospital 
each day in Scotland due to alcohol)?  I feel a narrow 
focus of understanding is implicit in these responses. 

recognised (McQueen, 
2013), but there is a need 
for more emphasis on 
alcohol in undergraduate 
(& post graduate) 
education (McQueen, 
2013).  Is this an 
example here of the ‘pull’ 
of the translational model 
(Cornelissen, 2000) in 
action?  
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Table 4: Occupation-focused, critical introspection of the ‘current state’ of findings associated with knowledge in Maclean et al 
(2015) Alcohol use amongst older adults: Knowledge and beliefs of occupational therapists working in physical health care settings 
British Journal of Occupational Therapy (in press). 

The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

61.5% of participants 
correctly recalled the 
daily limit of alcohol 
for men and 68.8% 
correctly recalled this 
for women. 

Improved scores here in comparison to the graduating 
occupational therapists from our previous work (Gill et 
al, 2011).  Good news but these could/need still to be 
improved further. 

Person Difficulty benchmarking 
this finding against 
professional literature as 
limited research (other 
than our own) exploring 
this aspect of 
occupational therapist 
knowledge. 

Majority (95.1%) 
recognize that older 
people can have 
alcohol related 
problems. 

Surprised that a majority of therapists recognise this as 
a potential issue, yet pleased that practice 
acknowledges this, despite the paucity of 
research/discussion in the professional literature 
associated with older people and alcohol. 

Person Synergy here with the 
findings of Waldron & 
McGrath (2012) who 
identified overall high 
levels of healthcare 
knowledge associated 
with awareness of alcohol 
issues in older people. 

Majority (88.5%) 
agreed occupational 
therapy has a role to 
play in ABIs. 

Interesting finding here as offers support in physical 
health care settings (general hospital environments) of 
the growing recognition of ABI’s in the profession, 
despite limited literature associated with this.  Supports 
the view of McQueen (2013). Again, is this an example 

Person An example here of the 
‘pull’ of the translational 
model (Cornelissen, 
2000) in action? 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

of the ‘pull’ of translational knowledge from practice, 
waiting to be adopted in to theory? 

Majority (76.2%) 
agreed occupational 
therapists should 
routinely promote 
current health 
messages 
surrounding alcohol 
with older people. 

Really positive message here as it would appear to 
chime with the idea that health promotion is of value, 
part of the occupational therapists’ remit and supports 
Wilcock’s (2006) view the of the importance of health 
promotion as a process of enabling people to increase 
control over, and to improve, their health  

Person Alcohol, as part of the 
public health agenda and 
health promotion 
(Scottish Government 
2008), need also connect 
with the conceptualization 
of occupation as a 
powerful influence on 
health requiring an 
extension of the 
profession’s domains of 
concern to include all 
people (Wilcock, 2006). 
Through occupational 
science, for example, 
occupational therapy can 
become better positioned 
to stake a claim in the 
prevention arena (Clark & 
Lawlor, 2009).   

42.6% of 
respondents stated 

This is interesting as it provides an evidence-based 
example, which supports Strong et al (1999) anecdotal 

Person-
Environment 

This supports the findings 
from Strong et al (1999), 
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The ‘current state’ – 
Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in 
professional literature 

they referred to the 
PEO Model when 
working with older 
people in physical 
health care settings. 

view that the PEO Model is of value in hospital settings.  
In addition, this provides further evidence, in concert 
with Maclean et al (2012), of the potential value of using 
the PEO Model as an underpinning theory in physical 
health care settings. What is not clear is from this 
finding is how the PEO Model is translated in to 
practice, why this appears to be a model of value (some 
indication of this from previous research work) and to 
what extent it helps to support occupation focused 
delivery of service.  I feel there is a real need to look at 
this further, in relation to the design and delivery of 
occupation-focused services in physical health care 
settings. 

however also supports 
the findings from Maclean 
et al (2012) and indicates 
a rationale for using the 
PEO Model as the 
occupation lens through 
which to guide the gap 
analysis. 

 
 
 
  



   142 

Table 5: Occupation-focused, critical introspection of the ‘current state’ of findings associated with knowledge in Maclean et al 
(2015) A practice language analysis of the use of occupation-focused language by occupational therapists in physical health care 
settings when considering older people and alcohol British Journal of Occupational Therapy (in press). 

The ‘current state’ 
– Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in professional 
literature 

Frequency of the use 
of words between 
word clouds 
‘occupation’, ‘person’ 
& ‘environment’ 

I feel this is a really valuable insight to occupational 
therapists ‘words in action’, potentially offering an 
uncomfortable insight in to practice.  Out of interest, I 
went back to the qualitative transcript of those 
occupational therapists that stated they did not value 
occupational therapy conceptual models of practice 
when considering alcohol with older people, and the 
word occupation was used once, throughout the 30 
qualitative transcripts.  Is occupation as a term 
controversial in physical health care settings, is that 
why we don’t use it?  Literature suggests it may be 
(Molineux 2010, Wilding 2010)? Are we actually 
practising as occupational therapists in physical health 
care in the NHS, if we do not view certain health 
issues (alcohol) as valuable intervention for therapy, 
informed by underpinning occupation-based theory?  
Are we losing our holistic approach? Have we lost our 
occupation focus, or, if we value the PEO Model does 
this support delivery of occupation-focused services 
sub-consciously (Maclean et al, 2012), but experience 
difficulty articulating practice, as argued by Gillen & 

Person-
Environment 

Education has an important 
role here.  Kinn & Aas 
(2008) recommend a 
clearer link between 
occupational therapy 
philosophy, theory & 
practice, which educational 
programs should be 
focusing more on.  They 
argue that because 
occupational therapists 
work in MDT, they need to 
substantiate a common 
sense & occupation-based 
approach, but what 
therapists think and do is in 
line with professional 
paradigms.  The problems 
arise they argue, when they 
are about to articulate their 
actions.   
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The ‘current state’ 
– Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in professional 
literature 

Greber (2014)? Or are we at a cross roads in the UK, 
where our practice in the NHS (physical setting) no 
longer has parallels with wider debate within 
professional literature connecting the practice of 
‘social occupational therapy’ argued by Wilcock 
(2014) versus our focus on self-care in acute practice 
areas (Griffen & McConnell, 2001), with increasing 
pressure to discharge patients (Crennan & MacRae, 
2010)?  

This seems to support the 
need for a clearer 
articulation of philosophy, to 
theory, influencing practice. 

Use of generic words 
such as ‘patient’, 
‘acute’, ‘intake’. 
 
 

This touches on much historical discussion in the 
literature...for example, Townsend (1998) maintained 
that occupational therapists often claim that they 
define practice in medical terms in order to 
communicate with audiences and receive funding 
from sources that are directed towards medical care.  
Interesting though that Lundgren Pierre (2001) reflects 
if a “language of occupation” exists in Swedish 
occupational therapy and whether such a language is 
current in the biomedical world or not?  So...would a 
change in how we articulate our practice associated 
with alcohol, older people and physical health care 
settings even be of value IF our colleagues do not 
recognise occupational therapy and note us as a ‘key’ 
service in working with alcohol (Gill et al, 2011)?  In 

Person-
Environment 

Kinn & Aas (2008) 
recommend a clearer link 
between occupational 
therapy philosophy, theory 
& practice, which 
educational programs 
should be focusing more 
on. 
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The ‘current state’ 
– Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in professional 
literature 

other words, is the language of occupation not 
‘current’ even if we articulate practice with an 
occupation focus, or by not using an occupation-focus 
do we diminish its currency/value?  It is impossible to 
say which of these two possibilities is true, but 
perhaps we need to ‘drive’ towards building 
occupation-focused discussion around alcohol in 
physical health care settings through clearer 
articulation of philosophy, connected to theory, 
influencing practice. 

Rather than thinking 
about conceptual 
models, where 
academic knowledge 
is applied to practice, 
Cornelissen (2000) 
suggests that we 
must think of models 
as translational. 

I am beginning to be persuaded of the flaws in 
creating conceptual models of practice in occupational 
therapy.  The very definition of a conceptual model 
implies its flaw related to practice.  It assumes a one-
way relationship from science to practice; practice is 
regarded as a passive receiver of rationalised 
knowledge and expertise, thus utilization has 
traditionally been conceptualised in terms of the 
“diffusion of knowledge” (Cornelissen, 2000).  In other 
words it ‘pushes’ a pre-defined set of ideas in to 
practice, receiving feedback from practice on the 
already existing ideas. The existing ideas become 
ever further refined through practice feedback, but 
what are the mechanism of ‘coming up for air’? What 

Person-
environment 

Occupational science – 
originally intended to 
provide knowledge that 
could be used to 
theoretically inform, and 
thereby refine and develop, 
occupational therapy 
interventions (Clark & 
Lawlor, 2009).  Further, in 
addressing a wide variety of 
topics that are relevant to 
the general population, 
occupational science can 
broaden occupational 
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The ‘current state’ 
– Key findings from 

research 

Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

‘Guide post’ reconciling 
existing professional 
knowledge to theory 

proposed in professional 
literature 

if the iterative refinement of existing theory does not 
mirror practice, or is ill fitting, clunky?  Where do 
influences from outwith occupational therapy that 
could usefully ‘shape’ our philosophy fit with a 
conceptual model already in existence?  How can 
existential shifts in thinking inform what we do and 
how we do it, for example, connected to alcohol? 

therapy’s professional 
jurisdiction...[and]....become 
better positioned to stake a 
claim in the prevention 
arena (Clark & Lawlor, 
2009).   
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Appendix 4 

 
Tables of Knowledge and Belief Gaps: Occupation Focused Critical Introspection (Quadrant 3) 
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Table 1: Occupation-focused critical introspective gap analysis associated with knowledge findings in Maclean et al (2012) The 
usefulness of the Person-Environment-Occupation Model in an acute physical health care setting British Journal of Occupational 
Therapy, 75(12), p555-562. 

Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
Opportunities 

The ‘transactive’ 
nature of the PEO 
Model missing from 
findings. 

No mention here of the “transactive” nature of the PEO 
Model, representing the person and environment as 
interdependent and that a person’s behaviour cannot be 
separated from the context in which it occurs.  According 
to Turpin & Iwama (2011), occupational performance is 
context-, person-, and an occupation-specific process.  
Here emphasis seems to be placed on the person’s 
environment, in terms of getting them home as a 
pressure was noted to get people “in and out” as quickly 
as possible. The focus on the use of the PEO Model in 
physical health care settings appears to separate out 
three entities of person, environment and occupation.  
Thus, the occupation focus of the ‘event’, which led the 
person to hospital, leads to only the observable features 
of the environment considered in assessment, excluding 
consideration of the meaning of the ‘event’ to people.  
Potentially I think this restricts our focus in assessment 
and intervention to ‘what is in front of us’, rather than 
considering the wider perspectives of health & well-
being.  Perhaps explains why therapists are reluctant to 
ask about and consider alcohol such as asking routine 
questions concerning alcohol intake in older people 

Occupation Opportunity to re-
consider underpinning 
theory.  It may be that the 
use of the PEO Model 
requires further 
consideration in 
implementation in 
physical health care 
settings to prompt wider 
consideration of both the 
context and meaning of 
the environment to the 
person. BUT also, the 
use of the PEO Model 
seems to limit therapists 
to consider an occupation 
focus associated with the 
patient admitted.  Wider 
concerns linked to 
participation and meaning 
of alcohol within the 
person’s 
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
Opportunities 

(Maclean 2015)? 
 
 

environment/community 
may help to support the 
interconnectedness of a 
person’s behaviour and 
the wider environment.  
Perhaps elements of 
occupational science, 
connected to 
understanding of 
communities and 
populations can support 
this. 

Person The challenges around delivering client-centeredness 
are alluded to, however a deeper disconnect with the 
understanding of person appears evident.  Whilst the 
features of a person that can be observed are alluded 
to, the subjective experience of the person appears 
largely ignored here.  The changing nature of subjective 
experience and views of self is central to understanding 
this model (Turpin & Iwama, 2011), but this core idea is 
largely ignored, as is the notion of the environment 
which surrounds the person shapes their sense of self.  
Deeper understanding of the person in the context of 
their environment seems missing. 

Person-
Environment 

“Attention to how 
occupations are shaped, 
negotiated and 
experienced by 
individuals and 
collectives requires 
attention to not only 
macro-elements of 
contexts, but also 
individual lives” (Rudman, 
2012, p111).  This 
perspective contributes to 
a wider understanding of 



   149 

Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
Opportunities 

the need to explore the 
personal narratives of 
how people’s 
experiences are shaped 
by personal 
circumstance. This 
understanding may better 
‘signal’ role of alcohol in 
people’s lives. 

Occupation There seems very limited discussion of occupation.  On 
reflection the theme ‘continuum of complexity’ misses 
the focus of what it is the therapists wanted to consider 
in depth and surely this must be occupation as our core 
focus.  The potential use of a conceptual model of 
practice may support how we view the person/individual 
sitting before us, but what is informing our wider 
occupational understanding of collective experiences 
shaping who we are? 

Occupation Occupation matters.  
Opportunity and a need 
to consider ways in which 
to support the 
development of an 
occupational ‘lens’ in 
physical health care 
settings, to shape 
understanding of the 
wider relationship 
between occupation and 
healthfulness.  

Curricula and 
theoretical 
understanding of 
occupation 

Participant’s discussion around underpinning theory in 
occupational therapy centred on conceptual models.  
The power of education is implicitly valued here but 
narrowness in the scope and potential of wider theory to 

Occupation-
Environment 

Opportunity to consider 
more widely the 
transformational nature of 
occupation (Royeen, 
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
Opportunities 

inform practice seems to me to be evident. 2002), beyond our 
current use and 
understanding of 
conceptual models in 
physical health care 
settings, in order to 
shape, inform and 
support occupation 
focused delivery of 
services.  
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Table 2: Occupation-focused, critical introspective gap analysis associated with knowledge findings in Gill et al (2011) Occupational 
therapy graduates of 2009: knowledge and attitudes relating to their role in the area of alcohol misuse British Journal of 
Occupational Therapy, 74(4), p168-175. 

Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

21.6% of participants 
did not know their 
unit content of 
personal alcoholic 
drink, 33% did not 
know or could not 
recall UK 
recommended daily 
limits for women, 
rising to 41% in men. 

Surprise at numbers!  Given the extent to which alcohol 
is discussed  & considered in the media over the last 10 
years, surprised that education in schools and our 
professional undergraduate curricula does not address 
what I would regard as basic underpinning knowledge to 
practice in a range of health care contexts. 

Person Area identified for further 
research (Maclean et al, 
2014), however training 
of healthcare 
professionals in general 
associated with 
substance misuse given 
minimal attention 
(Happell et al, 2002, 
Rassool, 2004, Cape et 
al, 2006) 

Professional 
colleagues do not 
name occupational 
therapy as ‘key’ in 
order to intervene & 
offer advice when 
alcohol may be 
suspected as an 
issue.  

I wonder if there are two reasons why this may be the 
case;  

1. Occupational therapy education not discussing an 
occupation-focus to alcohol (Maclean et al, 2014) 

2. Difficulty articulating what we do in terms of an 
occupation-focus (Maclean et al, in press), in 
other words our distinct value. 

This requires the profession of occupational therapy, 
emerging from education, to look inwards and consider 
how we discuss, think about and teach occupation and 
specifically occupation and its relationship with alcohol. 

Occupation-
Environment 

Development opportunity 
to consider occupation 
much more widely within 
the context of occupation 
focused theory, and how 
this can help to inform 
professional knowledge 
associated with alcohol.   
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

Occupational therapy 
graduates did not 
agree with 3 of the 4 
Scottish Government 
policies, connected 
to minimum retail 
pricing, banning 
promotions that sell 
alcohol at below cost 
price, raise the 
minimum legal 
purchase for alcohol  
to 21 years. 

Barbara & Whiteford (2005) suggest that viewing the 
occupational therapy profession, as a political entity is a 
concept many practitioners are not familiar or 
comfortable with, reluctant to engage with the political 
influences that can shape policy and practice.  What is 
interesting here is the extent to which they disagreed 
(68% linked to minimum retail pricing), perhaps 
indicating that this finding does not indicate a reluctance 
to engage with policy.  Perhaps it implicitly connects with 
the anecdotal views of students expressed in the 
classroom of the perceived injustice this policy 
(minimum retail pricing) would have on poorer members 
of society, making alcohol less affordable.  I may not 
necessarily agree with this position associated with 
alcohol and minimum retail pricing, but perhaps it 
captures the essence of what is important and matters 
to occupational therapists? 

Occupation-
Environment 

This may resonate with 
ideas around 
occupational injustice and 
the suggestion of ‘social 
occupational therapy’ 
(Hocking, 2014). 

Gaps in knowledge 
guidelines 

Education may be lacking associated with what we 
teach and how we teach recommended alcohol unit 
intake guidelines.  Can be a confusing message...we 
don’t sell alcohol by the unit for example. 

Person Enhance educational 
curricula to explain 
recommended alcohol 
unit intake guidelines 
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Table 3: Occupation-focused, introspective gap analysis associated with knowledge findings in Maclean et al (2014) The topic of 
alcohol within the Scottish occupational therapy curricula British Journal of Occupational Therapy 77(4) p205-212. 

Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

Occupation-focused 
theory underpinning 
alcohol 

Alcohol-related content noted in the findings does not 
include discussion of the occupational nature of alcohol.  
It seems surprising that the relationship between alcohol 
and occupation has been largely ignored within Scottish 
occupational therapy curricula, perhaps explaining the 
difficulties in articulating this role in practice (Maclean & 
Breckenridge, in press).  As a consequence if we do not 
teach/understand this relationship and therefore struggle 
to articulate this role, it may not be surprising that other 
professionals do not regard us as ‘key’ when alcohol is 
suspected as an issue. 

Occupation Educational need to 
develop curricula to 
reflect and consider the 
relationship between 
occupation and alcohol.  

Gaps in education 
considering alcohol-
related policy. 

Limited scope and consideration of alcohol-related 
policy identified.  Interesting disconnect here in that 
Barbara & Whiteford (2005) suggest that consistent 
efforts have been made to make the profession of 
occupational therapy more aware of legislative and 
policy contexts, but, education in Scotland associated 
with alcohol does not appear to be responding to these 
efforts 

Occupation-
environment 

Educational need to 
consider policy 
associated with alcohol & 
how this shapes practice.  
From this platform then 
engaging occupational 
therapists to also ‘shape’ 
policy, allowing the 
profession to promote its 
holistic view of health.  

Gaps in 
understanding scope 

Relationship of alcohol and mental health settings 
clearly defined with all three HEIs teaching alcohol 

Environment Educational and 
professional need to be 
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

of alcohol across 
practice contexts. 

associated with mental health.  No consideration of 
alcohol and the older adult and an implicit message that 
alcohol essentially defined through mental health 
services.  The broader scope and role alcohol plays 
across our society and thus, filtering through to physical 
health care settings in the NHS and beyond, lacks 
definition here. 

much more explicit 
concerning the groups of 
people influenced by 
alcohol, and what this 
means in terms of our 
professional knowledge.  
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Table 4: Occupation-focused, critical introspective gap analysis associated with knowledge findings in Maclean et al (2015) Alcohol 
use amongst older adults: Knowledge and beliefs of occupational therapists working in physical health care settings British Journal 
of Occupational Therapy (in press). 

Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

Where is the 
occupation-focus in 
service delivery when 
considering alcohol 
and older people? 

Genuinely surprised at several key findings here; 86.3% 
of respondents focused on assessment of cognition 
rather than occupation, only 4.1% used a standardised 
assessment connected to occupational therapy 
conceptual models of practice & 71.3% stated they 
would not use an occupational therapy conceptual 
model of practice to conceptualise/consider an older 
person and alcohol.  This represents a clear gap in 
service delivery associated with an occupation focus 
and alcohol, but also more broadly, it represents an area 
of concern connected to wider occupation-focused 
service.  Does the lack of standardised assessment 
represent a lack of focus on occupation in physical 
health care settings, and can this lead to a ‘narrowing’ of 
therapist concern for wider occupational issues 
impacting patients?  Difficult to determine what our 
distinct value is, if we are not focusing on occupation.  
Would underpinning theory, which embraces recognition 
of wider community, and population challenges 
associated with occupation support how we think, act 
and converse with an occupational focus in hospitals? 

Occupation Opportunity here to 
embrace a conversation 
with occupational 
therapists in physical 
health care settings 
around their occupation 
focus and the extent to 
which they deliver 
occupation-focused 
services.  If conceptual 
models concentrate on 
understanding the 
individual within the 
context of the person, 
environment and 
occupation, there may be 
value in encouraging 
integration of theory that 
also considers the place 
of the individual in 
society, and their 
communities.  In other 
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

words to support the 
flourishing of occupation 
in physical health care 
settings more broadly, 
and specifically 
connected to professional 
knowledge between 
alcohol and occupation. 
Ikiugu (2010) very often a 
gap exists between every 
day practice and the 
theory and research 
generated by 
occupational therapy 
academics.  Gaps in 
occupation evident 
throughout findings. 

Lack of engagement 
with health promoting 
messages around 
older people and 
alcohol. 

Only 9% of our sample ‘always’ asked older people 
about their alcohol unit intake, a small number and none 
of the participants used a standardised assessment to 
consider alcohol with older people Again surprise with 
this finding.  At odds with current literature surrounding 
older people and alcohol (although most of this literature 
is from nursing/medicine), at odds also with therapists’ 
beliefs that alcohol is an issue with older adults...so why 

Occupation Clark & Lawlor ( 2009, 
p.7) suggest that 
occupational science, 
through generating 
scientific research, can 
inform the practice of 
occupational therapy in 
that it will “demonstrate 
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

not ask?   
 
Current conceptual models of occupational therapy, in 
my view, tend to largely ignore the health promoting 
agenda.  Tendency to focus on occupational issues 
arising from disease, ill health and disability.   
 
 

the ways in which health-
promoting activity lessens 
the risk for developing 
chronic disease or 
disability, thus 
occupational therapy will 
become better positioned 
to stake a claim in the 
prevention arena”.  
Andersson et al (2012) 
cross-sectional study 
(n=851) exploring 
women’s patterns of 
alcohol consumption 
lends support to 
occupation focus. 

Lack of preparation 
from undergraduate 
curricula when 
working with older 
people and alcohol 

This feels like an important area for future consideration. 
The lack of preparation from education can be illustrated 
in a number of ways; gaps in knowledge of alternative 
safe limits for older people, gaps in therapist 
acknowledgment of an occupation focus to service 
delivery & therapist’s belief that education did not 
prepare them to work with older people and alcohol 
issues.  These examples from practice further supports 
the findings from Gill et al (2011) and Maclean et al 

 An opportunity to 
advance occupational 
therapist knowledge in 
physical health care 
settings through 
education, embracing an 
occupation-focused 
understanding of alcohol. 
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

(2014) of the lack of cohesive approach to alcohol 
education in Scottish undergraduate curricula.  The 
evidence all points towards an opportunity to enhance 
alcohol education related to professional knowledge 
associated with occupation-focused theory and alcohol 
misuse with older people. 
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Table 5: Occupation-focused, critical introspective gap analysis associated with knowledge findings in Maclean et al (2015) A 
practice language analysis of the use of occupation-focused language by occupational therapists in physical health care settings 
when considering older people and alcohol British Journal of Occupational Therapy (in press). 

Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

Use of occupation-
focused language in 
physical health care 
practice when 
considering alcohol 
and older people. 

The findings here are surprising and fascinating.  A real 
lack of synergy between the language of practice and 
language used by conceptual models of practice in 
occupational therapy has been identified.  Of real 
interest in the group of respondents who stated they did 
not use conceptual models of practice when considering 
alcohol and older people was the virtual absence (used 
once) of the word occupation. 
Current conceptual models of practice do not appear to 
be influencing therapists working in physical health care 
settings around issues associated with alcohol misuse.  
This may be because current conceptual models of 
occupational therapy do not mirror the realities of 
practice.  This idea represents an emerging 
advancement of theoretical thinking around occupation 
which has resonance with a view expressed by, 
Bonsaksen writing to the BJOT in February 2015.  The 
idea of addiction-as-occupation discussed by Wasmuth 
(2014), represents a challenge to existing theory in 
occupational therapy, highlighting challenges associated 
with our understanding of addiction using MOHO.  
Bonsaksen (2015) writes, “It is interesting to speculate 

Occupation Consider the opportunity 
to explore professional 
knowledge and 
understanding of alcohol 
in physical health care 
settings using 
occupational science to 
guide thinking. 
Kinn & Aas (2009) who 
argue that a clearer link 
between philosophy, 
theory, and practice is 
recommended, and that 
educational programs 
must focus on helping 
occupational therapists to 
articulate their knowledge 
of occupational therapy 
concepts.  
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Gaps Introspection Occupation 
Focus (Person-
Environment-
Occupation) 

Alertness to 
opportunities 

how addiction-as-occupation may fit with, or challenge, 
established conceptual frameworks in the profession. 
My belief is that the findings of the five prima facie 
papers presents both indicators and hints which 
challenge us to explore alcohol beyond the ‘traditional’ 
boundaries of theory wrapped within conceptual models 
of practice and, instead, to explore alcohol using the 
discipline of occupational science.  This thinking 
parallels Bonsaksen (2015) own thoughts when he 
states in his letter, “new knowledge about a 
phenomenon can come from using new concepts to 
describe it”. 
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Appendix 5 

Introspective Transcript 
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Table 1: Introspective transcript with initial analysis in context of raw data. 
 

 
(i) Introspective data connected to existing knowledge & 

beliefs 

An interesting internal perspective from participants.  I 

wonder if this links to complexity theory in learning & 

practice e.g. using PEO as a subconscious ‘filter’ and 

‘organizer’ to support understanding of occupational 

complexity and the variables surrounding occupational 

performance in context?  Occupational complexity 

subconsciously arranged and organised into an overall 

system that changes according to variations in the 

person or environment. 

This may indicate a willingness by participants in this 

study to move beyond viewing disability as an 

individual problem in order to contribute also to a non-

disabling society.  In other words, wider consideration 

of the person other than just within the hospital 

environment. 

Is this to some extent associated with the depth of 

knowledge participants have around the model?  For 

example, the idea of the passage of time explained in 

the model illustrated through self-care.  A woman 

during adolescence may take more care with self-care 

as an occupation as this is may be of more personal 

importance due to peer groups/belonging.  Perhaps 

less importance for the same women during family life, 

and perhaps further refine/simplify these during ageing.  

In other words the complexity of the PEO model starts 

with our own understanding of underpinning 

professional knowledge.  Complexity therefore is 

guided by the person’s occupational needs, not the 

perceived complexity of the theory underpinning the 

model.  The view expressed by participants regarding a 

 
 
 
 
 
 
 
Individual in context 
of society 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Depth of knowledge 
linked to 
professional 
understanding of 
theory 
 
 
 
 
 
 
 
 
 
 
 
Depth of 
professional 
knowledge? 
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lack of complexity/theoretical detail of the model seems 

‘back to front’ to me. 

To what extent do existing conceptual models of 

occupational therapy practice reflect the realities of 

practice in physical health care settings in the UK? “It’s 

really not about patient goals”.  Is client-centred 

practice in this context disconnected from the realities 

of what therapists are expected to achieve?  Can we 

re-configure/re-shape how we think about what we do, 

without losing the centrality of the people we work with 

and for? 

Do we? “Essay questions about which model you think 

best, why, it almost sets them up against each other”.  

This has ‘jarred’ with me ever since and I am deeply 

concerned that it may be perceived we present a 

competition between professional models in our 

teaching.  It leads me to ask how do we teach theory in 

our curricula, and/or do the leading proponents of 

models influence this view in their discourse 

surrounding underpinning theory?  Makes me feel 

uncomfortable. 

Surprise at numbers!  Given the extent to which alcohol 

is discussed  & considered in the media over the last 

10 years, surprised that either through education in 

schools and our professional undergraduate curricula 

does not address what I would regard as basic 

underpinning knowledge to practice in a range of health 

care contexts. 

Cautious acknowledgments to myself here that the 

examples contained within the categories are all 

negative.  Are all the issues/reasons around ‘someone 

with an alcohol problem’ negative?  I wonder if we 

jumped in to ‘another persons shoes’, if we would 

 
 
Disconnect between 
theory and 
practice/client-
centred 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Professional 
education – how we 
teach theory ? link 
to depth of 
professional 
knowledge of theory 
 
 
 
Professional 
knowledge 
associated with 
generic 
underpinning 
knowledge 
Locus of control 
 
 
Negative 
occupations may be 
positive 
Occupation-as-
addiction 
Limits or scope of 
professional 
understanding 
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answer that question, to some extent, differently?  In 

other words there must be some value for the person in 

their drinking behaviour?  Is there a need to recognise 

this? 

Again surprise...I was expecting a higher response rate 

from students in favour of minimum retail pricing, 

banning promotions etc.  Discussion in class with 

students indicated their disquiet that these proposals 

would disadvantage the poor in society, whilst higher 

earners would still be able to drink what they like, when 

they like....a reflection on society?  I do not agree with 

this view but very interested in the potential connection 

to policy and the wider impact on society, 

advantages/disadvantages dependent on social groups 

Our own value of what we (occupational therapy) can 

offer very often poorly viewed from outwith the 

profession of occupational therapy.  Participants here 

seem to have a strong sense of their professional 

identity and valued role, not necessarily matched by 

our professional colleagues.  Frustrating, but can we 

clearly articulate what we do and how we do it? 

I feel uneasy concerning an integrated 

approach...although this is very much the approach we 

would use to teach many conditions as part of our 

curricula.  A little surprised that a defined focus is not 

given to alcohol, given the extent of the issue. 

An explanation potentially as to why our previous 

research (Gill et al 2011) indicated graduating 

occupational therapists only held a majority view in 

favour of the drink/driving policy change.  Why are we 

not addressing important policy proposals/changes 

associated with health in our undergraduate pre-

registration curricula in Scotland?  Answers one 

 
 
Shared knowledge? 
 
 
 
Disconnect with 
policy…don’t agree 
with it or unaware of 
it? 
 
 
 
Policy connectors 
here? 
 
 
Professional 
identity/ our own 
and as viewed by 
others/locus of 
control 
 
 
 
 
 
 
 
Locus of control 
 
 
 
 
 
 
Educational 
teaching strategies 
? linked to locus of 
control 
 
 
 
 
Policy not 
discussed in 
education/? 
Connector here to 
policy & 
occupation/locus of 
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question but raises others...lack of time? Competing 

priorities? Lack of interest?  Important if therapists are 

to support a conversation with people associated with 

alcohol. 

Should it matter that across Scotland as a profession 

we are unable to state with a degree of precision, the 

number of hours each student is exposed to alcohol 

teaching?  The numbers of hours noted in this research 

are wide ranging from 5 hours, to 1.5 hours to between 

200-400 hours if studying as level 4 project.  I feel 

frustrated at the lack of clarity around this and therefore 

unsurprised at some of the findings noted throughout 

our research journey concerning occupational therapist 

knowledge associated with alcohol.  Might be useful to 

survey students themselves regarding their exposure to 

alcohol education. 

Concern, disquiet...reasons for this lack of consensus, 

appear to be flippant in places “is alcohol use/misuse 

different any other area of practice”, only one response 

refers to occupation.  This is key...where is the 

evidence and theoretical basis in the profession of 

occupational therapy to support working with people 

who misuse alcohol, irrespective of practice area?  Do 

the responses indicate the scope and range of practice 

areas impacted by alcohol misuse, such as physical 

health care settings (100 people admitted to hospital 

each day in Scotland due to alcohol)?  I feel a narrow 

focus of understanding is implicit in these responses. 

Improved scores here in comparison to the graduating 

occupational therapists from our previous work (Gill et 

al, 2011).  Good news but these could/need still to be 

improved further. 

Surprised that a majority of therapists recognise this as 

control/engagement 
with policy 
 
 
 
 
 
 
 
 
 
 
 
 
Education 
strategies in 
teaching 
 
 
 
 
 
 
 
Is there belief in 
what we are 
teaching and it’s 
importance? 
 
 
 
 
 
 
 
 
 
 
 
 
Narrow focus of 
teaching 
?generic knowledge 
 
 
 
 
 
Practice informing 
professional 
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a potential issue, yet pleased that practice 

acknowledges this, despite the paucity of 

research/discussion in the professional literature 

associated with older people and alcohol. 

Interesting finding here as offers support in physical 

health care settings (general hospital environments) of 

the growing recognition of ABI’s in the profession, 

despite limited literature associated with this.  Supports 

the view of McQueen (2013). Again, is this an example 

of the ‘pull’ of translational knowledge from practice, 

waiting to be adopted in to theory? 

Really positive message here as it would appear to 

chime with the idea that health promotion is of value, 

part of the occupational therapists’ remit and supports 

Wilcock’s (2006) view the of the importance of health 

promotion as a process of enabling people to increase 

control over, and to improve, their health 

This is interesting as it provides an evidence-based 

example, which supports Strong et al (1999) anecdotal 

view that the PEO Model is of value in hospital settings.  

In addition, this provides further evidence, in concert 

with Maclean et al (2012), of the potential value of 

using the PEO Model as an underpinning theory in 

physical health care settings. What is not clear is from 

this finding is how the PEO Model is translated in to 

practice, why this appears to be a model of value 

(some indication of this from previous research work) 

and to what extent it helps to support occupation 

focused delivery of service.  I feel there is a real need 

to look at this further, in relation to the design and 

delivery of occupation-focused services in physical 

health care settings. 

I feel this is a really valuable insight to occupational 

belief/professional 
role? 
 
 
 
 
 
 
Generic/shared 
knowledge 
 
 
 
 
 
 
Prevention 
Professional 
identity 
 
 
 
 
 
 
Value placed on the 
PEO Model but ? 
restricting person? 
 
 
 
 
 
 
Restricting the 
person & what 
about occupation/a 
gap or occupation 
dissipating? 
 
 
 
 
 
 
 
 
 
Is practice informing 
theory? Is there a 
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therapists ‘words in action’, potentially offering an 

uncomfortable insight in to practice.  Out of interest, I 

went back to the qualitative transcript of those 

occupational therapists that stated they did not value 

occupational therapy conceptual models of practice 

when considering alcohol with older people, and the 

word occupation was used once, throughout the 30 

qualitative transcripts.  Is occupation as a term 

controversial in physical health care settings, is that 

why we don’t use it?  Literature suggests it may be 

(Molineux 2010, Wilding 2010)? Are we actually 

practicing as occupational therapists in physical health 

care in the NHS, if we do not view certain health issues 

(alcohol) as valuable intervention for therapy, informed 

by underpinning occupation-based theory?  Are we 

losing our holistic approach? Have we lost our 

occupation focus, or, if we value the PEO Model does 

this support delivery of occupation-focused services 

sub-consciously (Maclean et al, 2012), but experience 

difficulty articulating practice, as argued by Gillen & 

Greber (2014)? Or are we at a cross roads in the UK, 

where our practice in the NHS (physical setting) no 

longer has parallels with wider debate within 

professional literature connecting the practice of ‘social 

occupational therapy’ argued by Wilcock (2014) v’s our 

focus on self-care in acute practice areas (Griffen & 

McConnell, 2001), with increasing pressure to 

discharge patients (Crennan & MacRae, 2010)? 

This touches on much historical discussion in the 

literature...for example, Townsend (1998) maintained 

that occupational therapists often claim that they define 

practice in medical terms in order to communicate with 

audiences and receive funding from sources that are 

message here that 
theory is not 
supporting practice, 
or understanding of 
alcohol? 
Lack of occupation. 
Where is 
occupation as focus 
of therapy? 
 
 
 
 
 
 
 
 
 
Narrow 
focus/understanding 
of alcohol. Barriers 
to delivery of 
occupation focus.  
Is it a sub-
conscious 
understanding of 
occupation. 
Practice v’s theory 
disconnect? 
Reality? 
 
 
 
 
 
Practice v’s theory 
disconnect. 
Occupation focus 
unclear, 
perspectives re 
alcohol 
Contradictions 
 
 
 
 
 
 
 
 



   168 

directed towards medical care.  Interesting though that 

Lundgren Pierre (2001) reflects if a “language of 

occupation” exists in Swedish occupational therapy and 

whether such a language is current in the biomedical 

world or not?  So...would a change in how we articulate 

our practice associated with alcohol, older people and 

physical health care settings even be of value IF our 

colleagues do not recognise occupational therapy and 

note us as a ‘key’ service in working with alcohol (Gill et 

al, 2011)?  In other words, is the language of 

occupation not ‘current’ even if we articulate practice 

with an occupation focus, or by not using an 

occupation-focus do we diminish its currency/value?  It 

is impossible to say which of these two possibilities is 

true, but perhaps we need to ‘drive’ towards building 

occupation-focused discussion around alcohol in 

physical health care settings through clearer 

articulation of philosophy, connected to theory, 

influencing practice. 

I am beginning to be persuaded of the flaws in creating 

conceptual models of practice in occupational therapy.  

The very definition of a conceptual model implies its 

flaw related to practice.  It assumes a one-way 

relationship from science to practice; practice is 

regarded as a passive receiver of rationalised 

knowledge and expertise, thus utilization has 

traditionally been conceptualised in terms of the 

“diffusion of knowledge” (Cornelissen, 2000).  In other 

words it ‘pushes’ a pre-defined set of ideas in to 

practice, receiving feedback from practice on the 

already existing ideas.  The existing ideas become ever 

further refined through practice feedback, but what are 

the mechanism of ‘coming up for air’? What if the 
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iterative refinement of existing theory does not mirror 

practice, or is ill fitting, clunky?  Where do influences 

from outwith occupational therapy that could usefully 

‘shape’ our philosophy fit with a conceptual model 

already in existence?  How can existential shifts in 

thinking inform what we do and how we do it, for 

example, connected to alcohol? 

 

(ii) Introspective data connected to gaps in knowledge 

No mention here of the “transactive” nature of the PEO 

Model, representing the person and environment as 

interdependent and that a person’s behaviour cannot 

be separated from the context in which it occurs.  

According to Turpin & Iwama (2011), occupational 

performance is context-, person-, and an occupation-

specific process.  Here emphasis seems to be placed 

on the person’s environment, in terms of getting them 

home as a pressure was noted to get people “in and 

out” as quickly as possible. The focus on the use of the 

PEO Model in physical health care settings appears to 

separate out three entities of person, environment and 

occupation.  Thus, the occupation focus of the ‘event’, 

which led the person to hospital, leads to only the 

observable features of the environment considered in 

assessment, excluding consideration of the meaning of 

the ‘event’ to people.  Potentially I think this constricts 

our focus in assessment and intervention to ‘what is in 

front of us’, rather than considering the wider 

perspectives of health & well-being.  Perhaps explains 

why therapists are reluctant to ask about and consider 

alcohol such as asking routine questions concerning 

alcohol intake in older people (Maclean 2015)? 

The challenges around delivering client-centredness 

Are there issues 
with depth of 
professional 
knowledge, 
disconnect, 
occupation, links to 
wider theory & 
policy 
Are there delimiters 
to professional 
knowledge? 
External forces 
shaping theory. 
 
The person 
restricted or 
narrowed. 
Transaction avoided 
 
 
 
 
 
Barriers to practice: 
practice context 
forcing separation 
of key elements. 
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focus 
Is emphasis on 
person? 
Narrow focus & 
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Barriers to health 
and an occupation 
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are alluded to, however a deeper disconnect with the 

understanding of person appears evident.  Whilst the 

features of a person that can be observed is alluded to, 

the subjective experience of the person appears largely 

ignored here.  The changing nature of subjective 

experience and views of self is central to understanding 

this model (Turpin & Iwama, 2011), but this core idea is 

largely ignored, as is the notion of the environment 

which surrounds the person shapes their sense of self.  

Deeper understanding of the person in the context of 

their environment seems missing. 

There seems very limited discussion of occupation.  On 

reflection the theme ‘continuum of complexity’ misses 

the focus of what it is the therapists wanted to consider 

in depth and surely this must be occupation as our core 

focus.  The potential use of a conceptual model of 

practice may support how we view the 

person/individual sitting before us, but what is informing 

our wider occupational understanding of collective 

experiences shaping who we are? 

Participant’s discussion around underpinning theory in 

occupational therapy centred around conceptual 

models.  The power of education is implicitly valued 

here but narrowness in the scope and potential of wider 

education. 

Surprise at numbers!  Given the extent to which alcohol 

is discussed  & considered in the media over the last 

10 years, surprised that either through education in 

schools and our professional undergraduate curricula 

does not address what I would regard as basic 

underpinning knowledge to practice in a range of health 

care contexts. 

I wonder if there are two reasons why this may be the 

Is there a loss of 
patient focus, 
separating out the 
person from the 
environment 
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case;  

1. Occupational therapy education not discussing 

an occupation-focus to alcohol (Maclean et al, 

2014) 

2. Difficulty articulating what we do in terms of an 

occupation-focus (Maclean et al, in press), in 

other words our distinct value. 

This requires the profession of occupational therapy, 

emerging from education, to look inwards and consider 

how we discuss, think about and teach occupation and 

specifically occupation and its relationship with alcohol. 

Barbara & Whiteford (2005) suggest that viewing the 

occupational therapy profession, as a political entity is 

a concept many practitioners are not familiar or 

comfortable with, reluctant to engage with the political 

influences that can shape policy and practice.  What is 

interesting here is the extent to which they disagreed 

(68% linked to minimum retail pricing), perhaps 

indicating that this finding does not indicate a 

reluctance to engage with policy.  Perhaps it implicitly 

connects with the anecdotal views of students 

expressed in the classroom of the perceived injustice 

this policy (minimum retail pricing) would have on 

poorer members of society, making alcohol less 

affordable.  I may not necessarily agree with this 

position associated with alcohol and minimum retail 

pricing, but perhaps it captures the essence of what is 

important and matters 

Education may be lacking associated with what we 

teach and how we teach recommended alcohol unit 

intake guidelines.  Can be a confusing message...we 

don’t sell alcohol by the unit for example. 

Alcohol-related content noted in the findings does not 
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include discussion of the occupational nature of 

alcohol.  It seems surprising that the relationship 

between alcohol and occupation has been largely 

ignored within Scottish occupational therapy curricula, 

perhaps explaining the difficulties in articulating this 

role in practice (Maclean & Breckenridge, in press).  As 

a consequence if we do not teach/understand this 

relationship and therefore struggle to articulate this 

role, it may not be surprising that other professionals do 

not regard us as ‘key’ when alcohol is suspected as an 

issue. 

Limited scope and consideration of alcohol-related 

policy identified.  Interesting disconnect here in that 

Barbara & Whiteford (2005) suggest that consistent 

efforts have been made to make the profession of 

occupational therapy more aware of legislative and 

policy contexts, but, education in Scotland associated 

with alcohol does not appear to be responding to these 

efforts 

Relationship of alcohol and mental health settings 

clearly defined with all three HEIs teaching alcohol 

associated with mental health.  No consideration of 

alcohol and the older adult and an implicit message 

that alcohol essentially defined through mental health 

services.  The broader scope and role alcohol plays 

across our society and thus, filtering through to physical 

health care settings in the NHS and beyond, lacks 

definition here. 

Genuinely surprised at several key findings here; 

86.3% of respondents focused on assessment of 

cognition rather than occupation, only 4.1% used a 

standardised assessment connected to occupational 

therapy conceptual models of practice & 71.3% stated 
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they would not use an occupational therapy conceptual 

model of practice to conceptualise/consider an older 

person and alcohol.  This represents a clear gap in 

service delivery associated with an occupation focus 

and alcohol, but also more broadly, it represents an 

area of concern connected to wider occupation-focused 

service.  Does the lack of standardised assessment 

represent a lack of focus on occupation in physical 

health care settings, and can this lead to a ‘narrowing’ 

of therapist concern for wider occupational issues 

impacting patients?  Difficult to determine what our 

distinct value is, if we are not focusing on occupation.  

Would underpinning theory, which embraces 

recognition of wider community, and population 

challenges associated with occupation support how we 

think, act and converse with an occupational focus in 

hospitals? 

Only 9% of our sample ‘always’ asked older people 

about their alcohol unit intake, a small number and 

none of the participants used a standardised 

assessment to consider alcohol with older people Again 

surprise with this finding.  At odds with current literature 

surrounding older people and alcohol (although most of 

this literature is from nursing/medicine), at odds also 

with therapist’s beliefs that alcohol is an issue with 

older adults...so why not ask?   

 

Current conceptual models of occupational therapy, in 

my view, tend to largely ignore the health promoting 

agenda.  Tendency to focus on occupational issues 

arising from disease, ill health and disability.   

This feels like an important area for future 

consideration. The lack of preparation from education 

 
 
Occupation focus 
missing 
Disconnect between 
theory & practice 
Professional identity 
Practice v’s theory 
 
 
 
 
 
Narrowing of 
understanding the 
person 
 
 
 
Or where is the 
person/occupation 
 
 
 
 
Policy connecting to 
person/education 
 
 
 
 
 
 
 
 
 
 
 
 
 
Where is 
occupation in the 
context of 
conceptual models: 
a contradiction? 
 
 
 
Narrow focus of 
education  
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can be illustrated in a number of ways; gaps in 

knowledge of alternative safe limits for older people, 

gaps in therapist acknowledgment of an occupation 

focus to service delivery & therapist’s belief that 

education did not prepare them to work with older 

people and alcohol issues.  These examples from 

practice further supports the findings from Gill et al 

(2011) and Maclean et al (2014) of the lack of cohesive 

approach to alcohol education in Scottish 

undergraduate curricula.  The evidence all points 

towards an opportunity to enhance alcohol education 

related to professional knowledge associated with 

occupation-focused theory and alcohol misuse with 

older people. 

The findings here are surprising and fascinating.  A real 

lack of synergy between the language of practice and 

language used by conceptual models of practice in 

occupational therapy has been identified.  Of real 

interest in the group of respondents who stated they did 

not use conceptual models of practice when 

considering alcohol and older people was the virtual 

absence (used once) of the word occupation. 

Current conceptual models of practice do not appear to 

be influencing therapists working in physical health 

care settings around issues associated with alcohol 

misuse.  This may be because current conceptual 

models of occupational therapy do not mirror the 

realities of practice.  This idea represents an emerging 

advancement of theoretical thinking around occupation 

which has resonance with a view expressed by  , 

Bonsaksen writing to the BJOT in February 2015.  The 

idea of addiction-as-occupation discussed by Wasmuth 

(2014), represents a challenge to existing theory in 

 
 
Locus of control 
here. 
 
 
 
 
 
 
 
 
 
 
 
 
Occupation 
focus/education & 
alcohol misuse 
 
 
Theory to practice 
disconnect. What is 
our focus? 
 
 
 
 
Absence of 
occupation 
 
Theory practice 
disconnect but also 
with policy. 
Focus of occupation 
 
 
 
 
 
 
 
 
 
 
 
 
 
Theory to practice 
disconnect 
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occupational therapy, highlighting challenges 

associated with our understanding of addiction using 

MOHO.  Bonsaksen (2015) writes, “It is interesting to 

speculate how addiction-as-occupation may fit with, or 

challenge, established conceptual frameworks in the 

profession. 

My belief is that the findings of the five prima facie 

papers presents both indicators and hints which 

challenge us to explore alcohol beyond the ‘traditional’ 

boundaries of theory wrapped within conceptual 

models of practice and, instead, to explore alcohol 

using the discipline of occupational science.  This 

thinking parallels Bonsaksen (2015) own thoughts 

when he states in his letter, “new knowledge about a 

phenomenon can come from using new concepts to 

describe it”. 

 
 
 
 
 
 
 

 
May fit with a 
renewed focus on 
occupation/depth of 
professional 
practice 
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Appendix 6 

Tables of Summary and Refined Themes 
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Table 1: Impressions of introspective analysis, leading to tentative themes. 
 

Tentative themes generated from introspective analysis 1. Depth of therapist professional knowledge 
 

2. Theory and practice disconnects 
 

3. Professional education 
 

4. Generic professional knowledge 
 

5. Narrowing of professional knowledge 
 

6. Policy and practice disconnect 
 

7. Professional identity 
 

8. Policy ‘connectors’ to occupation 
 

9. Absence of occupation 
 

10. Conceptual contradictions 
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Table 2: Refined themes and sub-themes underpinned by guide posts/opportunities highlighting supporting theory. 
  

Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

Delimiters of 
Professional 
Education 

Sharing policy 
perspectives 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

“I was expecting a higher response rate from 
students in favour of minimum retail pricing, 
banning promotions etc.” (p. 2) 
“students indicated their disquiet that [policy] 
proposals would disadvantage the poor in society, 
whilst higher earners would still be able to drink 
what they like, when they like....a reflection on 
society?” (p. 2) 
“connection to policy and the wider impact on 
society, advantages/disadvantages dependent on 
social groups” (p. 2) 
“Why are we not addressing important policy 
proposals/changes associated with health in our 
undergraduate pre-registration curricula in 
Scotland?” (p. 2) 
“growing recognition of ABI’s in the profession” 
“Where do influences from outwith occupational 
therapy that could usefully ‘shape’ our philosophy 
fit?”  
“The power of education is implicitly valued here 
but a narrowness in the scope and potential of 
wider theory to inform practice seems to me to be 
evident.” (p. 7) 
“perceived injustice this policy (minimum retail 

Barbara & Whiteford (2005) 
suggest that viewing the 
occupational therapy 
profession, as a political 
entity is a concept many 
practitioners are not familiar 
or comfortable with, reluctant 
to engage with the political 
influences that can shape 
policy and practice. 
Possible synergy here with 
the view of Hocking (2014) 
suggesting in the UK we 
could/should practise ‘social 
occupational therapy’ that 
makes a point of attending to 
occupational injustices 
associated with poverty, 
unemployment, 
homelessness. 
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Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

 
 
 

 
 
 
Educational locus of 
control 

pricing) would have on poorer members of society, 
making alcohol less affordable.” (p. 7) 
“at odds with literature surrounding older people & 
alcohol, at odds with therapists beliefs that alcohol 
is an issue with older adults….so why not ask? 
 
“professional undergraduate curricula does not 
address what I would regard as basic underpinning 
[alcohol-related] knowledge to practice in a range 
of health care contexts.” (p. 2) 
“I feel uneasy concerning an integrated approach” 
(p. 2) 
“A little surprised that a defined focus is not given 
to alcohol, given the extent of the issue.” (p. 2) 
“lack of time? Competing priorities? Lack of 
interest?” (p. 3) 
“I feel frustrated at the lack of clarity around this 
[alcohol-related teaching content] and therefore 
unsurprised at some of the findings noted 
throughout our research journey concerning 
occupational therapist knowledge associated with 
alcohol.” (p. 3) 
“Concern, disquiet...reasons for this lack of 
consensus, appear to be flippant in places” (p. 3)  
“is alcohol use/misuse different from any other 
area of practice”, only one response refers to 
occupation.” (p. 3) 

 
 
 
 
 
 
Uneasiness expressed 
perhaps not misplaced as 
Clark (2005) notes in nursing 
research that where the focus 
of alcohol use is not made 
explicit in nursing pre-
registration education, the 
opportunity to learn how to 
cope with patients who have 
alcohol related issues may be 
lost. 
Area identified for further 
research (Maclean et al, 
2014), however training of 
healthcare professionals in 
general associated with 
substance misuse given 
minimal attention (Happell et 
al, 2002, Rassool, 2004, 
Cape et al, 2006) 
The Association for Medical 
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Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

“look inwards and consider how we discuss, think 
about and teach occupation and specifically 
occupation and its relationship with alcohol.” (p. 7) 
“The broader scope and role alcohol plays across 
our society and thus, filtering through to physical 
health care settings in the NHS and beyond, lacks 
definition here” (p. 8) 
“The lack of preparation from education can be 
illustrated in a number of ways; gaps in knowledge 
of alternative safe limits for older people, gaps in 
therapist acknowledgment of an occupation focus 
to service delivery & therapist’s belief that 
education did not prepare them to work with older 
people and alcohol issues.”  (p. 9) 
 
 
 

Education and Research in 
Substance Abuse (AMERSA) 
is a multi-disciplinary 
organisation committed to 
health professional 
development of substance 
abuse, the only MDT in the 
US with this explicit 
educational mission (Samet 
et al, 2006). Value in 
replicating this in the UK? 
Findings are in keeping with 
wider research such as 
Rassool et al (2007), the 
results of their study 
indicating a lack of adequate 
educational preparation of 
undergraduate nursing 
students in alcohol and 
drugs. 
In response to the delivery of 
ABI’s in a general hospital 
setting, occupational 
therapists role in delivering 
these interventions now 
beginning to be recognised 
(McQueen, 2013), but there 
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Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

is a need for more emphasis 
on alcohol in undergraduate 
(& post graduate) education 
(McQueen, 2013). 
Educational need to consider 
policy associated with alcohol 
& how this shapes practice.  
From this platform then 
engaging occupational 
therapists to also ‘shape’ 
policy, allowing the 
profession to promote its 
holistic view of health.  
Linking to conceptual 
contradictions…. 

Conceptual 
Contradictions 

Partitioning of the 
Person 
 
 
 
 
 
 
 
 
 
 

“PEO as a subconscious ‘filter’ and ‘organizer’ to 
support understanding of occupational complexity 
and the variables surrounding occupational 
performance in context?” (p. 1) 
“supports Strong et al (1999) anecdotal view that 
the PEO Model is of value in hospital settings.  In 
addition, this provides further evidence, in concert 
with Maclean et al (2012), of the potential value of 
using the PEO Model as an underpinning theory in 
physical health care settings.” (p. 4) 
“What is not clear is from this finding is how the 
PEO Model is translated in to practice, why this 

This supports the findings 
from Strong et al (1999), 
however also supports the 
findings from Maclean et al 
(2012) and indicates a 
rationale for using the PEO 
Model as the occupation lens 
through which to guide the 
gap analysis. 
“Attention to how occupations 
are shaped, negotiated and 
experienced by individuals 
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Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

appears to be a model of value” (p. 4) 
“No mention here of the “transactive” nature of the 
PEO Model, representing the person and 
environment as interdependent and that a person’s 
behaviour cannot be separated from the context in 
which it occurs.” (p. 6) 
“Here emphasis seems to be placed on the 
person’s environment, in terms of getting them 
home as a pressure was noted to get people “in 
and out” as quickly as possible.” (p. 6) 
“The focus on the use of the PEO Model in 
physical health care settings appears to separate 
out three entities of person, environment and 
occupation.” (p. 6) 
“leads to only the observable features of the 
environment considered in assessment, 
constricting consideration of the meaning of the 
‘event’ to people.” (p. 6) 
“restricts our focus in assessment and intervention 
to ‘what is in front of us’…. explains why therapists 
are reluctant to ask about and consider alcohol 
such as asking routine questions concerning 
alcohol intake in older people” (p. 6) 
“Deeper understanding of the person in the context 
of their environment seems missing.” (p. 6) 
“clearer articulation of philosophy, connected to 
theory, influencing practice [needed]” (p. 5) 

and collectives requires 
attention to not only macro-
elements of contexts, but also 
individual lives” (Rudman, 
2012, p111).  This 
perspective contributes to a 
wider understanding of the 
need to explore the personal 
narratives of how people’s 
experiences are shaped by 
personal circumstance. This 
understanding may better 
‘signal’ role of alcohol in 
people’s lives. 
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Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

 
 
Occupational 
Evaporation 

 
 
“Occupational therapy education not discussing an 
occupation-focus to alcohol (Maclean et al, 2014) 
Difficulty articulating what we do in terms of an 
occupation-focus (Maclean et al, in press), in other 
words our distinct value.” (p.7) 
“This requires the profession of occupational 
therapy, emerging from education, to look inwards 
and consider how we discuss, think about and 
teach occupation and specifically occupation and 
its relationship with alcohol.” (p.7) 
“Alcohol-related content noted in the findings does 
not include discussion of the occupational nature of 
alcohol.  It seems surprising that the relationship 
between alcohol and occupation has been largely 
ignored within Scottish occupational therapy” (p.7) 
“curricula, perhaps explaining the difficulties in 
articulating this role in practice (Maclean & 
Breckenridge, in press).   
“Genuinely surprised at several key findings here; 
86.3% of respondents focused on assessment of 
cognition rather than occupation, only 4.1% used a 
standardised assessment connected to 
occupational therapy conceptual models of 
practice & 71.3% stated they would not use an 
occupational therapy conceptual model of practice 

 
 
Ikiugu (2010) very often a 
gap exists between every day 
practice and the theory and 
research generated by 
occupational therapy 
academics.  Gaps in 
occupation evident 
throughout findings. 
Kinn & Aas (2009) who argue 
that a clearer link between 
philosophy, theory, and 
practice is recommended, 
and that educational 
programs must focus on 
helping occupational 
therapists to articulate their 
knowledge of occupational 
therapy concepts.  
Andersson et al (2012) cross-
sectional study (n=851) 
exploring women’s patterns 
of alcohol consumption lends 
support to this occupational 
perspective of alcohol.   
Hocking (2014) proposes that 
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Refined Themes Sub-Themes Supporting Introspective Text from 
Introspective Transcript 

Associated ‘Guide Posts’ & 
Opportunities 

to conceptualise/consider an older person and 
alcohol.  This represents a clear gap in service 
delivery associated with an occupation focus and 
alcohol, but also more broadly, it represents an 
area of concern connected to wider occupation-
focused service”. (p. 8) 
“Difficult to determine what our distinct value is, if 
we are not focusing on occupation.  Would 
underpinning theory which embraces recognition of 
wider community and population challenges 
associated with occupation support how we think, 
act and converse with an occupational focus in 
hospitals?” (p. 8) 
“The lack of preparation from education can be 
illustrated in a number of ways; gaps in knowledge 
of alternative safe limits for older people, gaps in 
therapist acknowledgment of an occupation focus 
to service delivery & therapist’s belief that 
education did not prepare them to work with older 
people and alcohol issues.” (p. 9) 

all educational programmes 
state their commitment to 
societal change, in order to 
envisage graduate 
practitioners skilled in 
recognizing and responding 
to occupational injustices in 
every practice context. 
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Appendix 7 

Researcher Positioning  
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About me 
 
The most obvious details of who I am includes information such as, I am 
female, 44, white and British.  I was brought up in a village in Scotland and I 
have lived most of my adult life in Edinburgh.  I am married, I have two 
children and I work part-time as a Senior Lecturer at Queen Margaret 
University in Occupational Therapy. 
 
Shenton (2005) argues that it is open to question the extent to which 
consumers of qualitative research need to know about the qualitative 
researcher.  This includes personal information in order to inform a view of 
how, where and when, ‘who’ the researcher is may influence the research 
undertaken.  A guiding principle Shenton (2005) suggests is that biographical 
information supplied should be consistent with the phenomenon under study.  
Using this guiding principle, it somehow seems appropriate to acknowledge 
that I drink alcohol.   
 
I enjoy drinking alcohol and I also see its value and role in my occupational 
routines, primarily at weekends, as I look forward to a glass of wine.  Thus I 
don’t believe that alcohol has no valued role in society.  It does (for me), but 
the obvious effects of alcohol misuse are apparent to me also displayed 
already through my research work, as well as the more subtle realities such 
as offence caused to others when my husband started to decline the offer of 
alcohol, following his decision to stop drinking. 
 
My academic experience started through higher education, which I 
commenced in 1988 when I rejected offers to study politics and geography at 
University, to start a BSc degree in Occupational Therapy. I completed this in 
1991 and went to work in an older people assessment and rehabilitation ward 
at Woodend hospital in Aberdeen.  I met an older lady as part of my basic 
grade occupational therapy rotation on this ward.  She was 82, widowed, had 
no family and became what we labelled as a ‘revolving door’ patient.  I was 
struck by her, as in the 6 months I worked on that ward, she was admitted and 
discharged a total of 5 times, each referral noting ‘dizzy turns’ and I was 
involved as part of her discharge process each time. 
 
Each time she would come in to hospital, each time I would do a home visit 
and each time on our return the Consultant would ask me if she was fit for 
discharge.  Each time I replied “yes”, she had managed all the assessed tasks 
as part of the home visit but, I couldn’t quite put my finger on it, I felt she 
would be admitted again, not able to cope, but I didn’t know why.  The 
Consultant agreed.  She was admitted a sixth time, three weeks before I 
finished my rotation and died on the ward.  I have thought about her often and 
I wonder now the extent to which she may have drank and misused alcohol, 
and I wonder if I could have done my job differently. 
 
I undertook a basic grade occupational therapy rotation working with older 
people in Dunfermline, encompassing mainly physical assessment and 
rehabilitation, as in Aberdeen, but also some mental health.  I left to undertake 
a Scottish Remedial Research Training Fellowship funded by the Chief 
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Scientist Organisation (CSO) for one year.  My research project subsequently 
published, was an inter-rater reliability study of the Revised Elderly Person’s 
Disability Scale (REPDS). 
 
From this I undertook another study, a quasi-experimental, non-equivalent 
control group design exploring the functional outcome for the very elderly 
(aged 75 years and over) when admitted for cataract extraction.  This CSO 
funded study led to me completing my M.Phil. 
 
I returned to practice as a Senior Occupational Therapist working in a physical 
health care day hospital for older people, with sessional work in the 
Rheumatology clinic.   
 
I applied and accepted a full-time lecturing post at Queen Margaret University 
in 1998, becoming part-time at the end of 2001 when my son was born.   
 
How I view myself as a researcher 
 
My research experience until the PEO Model, had all been quantitative 
research, using both parametric and non-parametric statistical analysis.  I 
enjoyed it.  The statistical ‘mind set’ was methodical, set within distinct 
parameters which determined either an association of significance or a pre-
post change.  Clarity, situated within distinct boundaries felt obvious, 
containable and reasonably straightforward. 
 
The decision to undertake a generic qualitative research design when 
exploring the PEO Model was, of course, generated by the research question, 
but also from a personal desire to understand and expose myself to 
qualitative research.  The experience, guided by a former occupational 
therapy colleague, offered some insight in to qualitative research and I began 
to see myself as an enthusiastic novice related to this form of enquiry. 
 
This enthusiasm was harnessed by my co-author, Jenna Breckenridge, on the 
final practice analysis article.  I originally wrote the first draft of this article as a 
quantitative piece of work.  Jenna wondered if this was the only way the 
article could be written.  I considered this, and of course came to the 
conclusion that we could analyse the clouds qualitatively.  The purposeful 
decision to qualitatively analyse the word clouds, to write in the first person 
and to follow Jenna’s suggestion that I write poetry about the clouds (which I 
declined), began to nudge me forward in terms of confidence in understanding 
and engaging with qualitative research. 
 
When I reflect on the creation and implementation of this critical appraisal, my 
perspective is to see a blend and fusion of the research experiences I have 
enjoyed thus far.  I see the step-wise, methodical ‘structure’ of a research 
process in terms of the gap analysis and quadrant linear design, allied to the 
qualitative introspective thinking which has extended my understanding of the 
creativity and rigour of possibilities linked to qualitative research. 
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Shifting positions and challenging personal assumptions 
 
The research papers and critical appraisal undertaken have all been 
conducted over a 5-year period.  The process of undertaking the research, 
shaped also by my history, experiences and culture have all influenced the 
eventual analysis and interpretation of data as part of this critical appraisal.   
 
Throughout this period I have kept a reflective journal.  I have taken some 
extracts and examples from this journal, illustrated in the table below, to 
highlight some of the shifting positions and personal assumptions challenged, 
which may have impacted on the critical appraisal.  I have purposefully 
selected examples that are likely to have resonance in seeking to understand 
the introspective analysis. 
 
Table 1: Examples of shifting positions and personal assumptions linked to 
the development of the critical appraisal. 
 

Shifting Positions 
 

Personal Assumptions Critical Reflections 

Introspection as a data 
collection tool moving 
me from a position of 
researcher, to a position 
of being researched 

 Extract from journal, 
12.03.15: 
“Feeling uneasy and a 
little uncomfortable at 
the prospect of my own 
thoughts and ideas so 
exposed in forming a 
major part of the critical 
appraisal and 
introspection.  What if 
I’m wrong, misguided or 
upset someone?” 
 
The shifting meaning 
and sense of 
accountability switching 
from in ‘control’ as the 
researcher responsible 
and undertaking the 
research, to a position 
of being researched was 
challenging.  The extract 
suggests an emotional 
response to the 
recognition of being 
researched, 
demonstrating 
engagement and also a 
sense of concern, 
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potentially toward the 
commitment to ensure 
rigour and trust of the 
findings. 
 

 The introspective data 
would identify 
connections and be 
reconciled to 
occupational science. 

This was a clear 
personal assumption 
prior to the analysis of 
introspective data that 
was strongly held.  
During the initial stages 
of the analysis of data I 
felt shocked and 
amazed that what I 
thought I had been 
thinking in relation to my 
ideas connecting the 
‘framing’ of the findings 
of the prima facie case 
papers, were not in fact 
the case.  Whilst 
tangential links to 
occupational science 
could be made, this was 
not as clear and obvious 
as I had thought and, 
indeed, did not inform 
the interpretation of 
analysis as much as I 
had originally expected.  
This initial personal 
assumption around 
occupational science, I 
think, held back my 
ability to ‘hear’ and ‘see’ 
the data in the early 
stages of analysis. 

 The centrality of 
occupation to service 
delivery in physical 
health care settings. 

I think I have always 
assumed that what we 
do and how we practice 
in physical NHS settings 
reflects occupation.  I’m 
no longer sure that it 
does.  I felt comfortable 
and assured concerning 
my own practice in 
these settings, however 
I wonder, in comparison 
to discussions/literature 
from occupational 
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therapy and mental 
health settings if this is 
the case.  This shaking 
of my assumption leads 
me to believe there is a 
need to promote further 
discussion and research 
in relation to the place of 
occupation in service 
delivery in physical 
health settings. 

Knowledge linked to 
alcohol misuse in 
physical health settings 
seems to be of less 
interest connected to 
wider professional 
debate. I seem to 
transition from being 
passionate and 
confident in my subject, 
to less confident and 
assured in the topic 
itself. 

 Extract from journal, 
June 2013: 
“Hardly anyone turned 
up to my presentation 
on alcohol misuse at the 
COT conference.  Quite 
the opposite in terms of 
response in ENOTHE, 
Sweden.  Feeling 
disappointed and not 
sure if this is of value”. 
 
Sparse interest from the 
UK profession in alcohol 
education and impact on 
practice seemed to 
affect me.  As my 
experience and depth of 
understanding 
concerning the area of 
research grew, my 
confidence in the value 
of the topic of alcohol 
misuse seemed to 
diminish.  My 
confidence as a 
communicator of valued 
messages, ‘wobbled’.   
 
The introspective 
analysis, examining my 
ideas and thoughts in 
greater depth, linking 
these to appropriate 
literature and extending 
the discourse connected 
to education, alcohol 
misuse and physical 
health care settings has 
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breathed refreshed 
thinking and confidence 
both in terms of how I 
view the importance of 
alcohol misuse as a 
topic, and my 
researcher identity.  

 
 
Lingering questions and reflections on learning 
I have tried to place the findings presented as part of this critical appraisal as 
honestly as I can, situated within many of the recommended qualitative 
mechanisms that attempt to assure trustworthiness.   
 
I have learned that whilst undertaking qualitative analysis can be challenging, 
it has also proved to be an enlightening experience of theory I had only until 
recently read about.  In other words, my traditional understanding of what 
constitutes research, how it is created and interpreted has been 
deconstructed, altered and curved to embrace the creativity and diversity of 
ways in which knowledge can be generated.  
 
Nevertheless, lingering questions associated with my work remain.  For 
example; 
 

1. Is the representation of the centrality of occupation to service delivery 
free of the power, culture and external and internal drivers of the NHS? 

 
2. To what extent does ‘my voice’ truly represent the educational position 

linked to alcohol misuse learning and teaching, and how this impacts 
practice? 

 
3. If I am truly connected to the importance and value of the ‘person’, 

where is the service user voice here and what relevance/meaning 
would they take from this body of work? 

 
I hope I am privileged with the opportunity as part of post-doctoral work to 
explore aspects of these questions further. 

 


