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Abstract

Clinical reasoning (CR) is the cognitive process that therapists use to plan, direct,
perform and reflect on client care. Linked to intervention efficiency and quality,
CR is a core competency that occurs within an institutional context (legal, regula-
tory, administrative and organisational elements). Because this context can shape
how community therapists think about their clients’ care, its involvement in their CR
could have a major impact on the interventions delivered. However, little is known
about this involvement. Our study thus aimed to describe the elements of the institu-
tional context involved in community therapists’ CR. From March 2012 to June 2014,
we conducted an institutional ethnography (IE) inquiry in three Health and Social
Services Centres in Québec (Canada). We observed participants and conducted
semi-structured interviews with 10 occupational therapists. We also interviewed 12
secondary key informants (colleagues and managers) and collected administrative
documents (n = 50). We analysed data using the IE process. Of the 13 elements of the
institutional context identified, we found that four are almost constantly involved in
participants’ CR. These four elements, that is, institutional procedures, organisation's
basket of services, occupational therapists’ mandate and wait times for their services,
restrictively shape CR. Specifically, occupational therapists restrict their representa-
tion of the client's situation and exploration of potential solutions to what is possible
within the bounds of these four elements. In light of such restrictions on the way they
think about their clients’ care, therapists should pay close attention to the elements
of their own institutional context and how they are involved in their CR. Because of
its potentially important impact on the future of professions (e.g. further restrictions
on professionals’ role, reduced contribution to population health and well-being), this
involvement of the institutional context in CR concerns all professionals, be they cli-

nicians, educators, researchers or regulatory college officers.
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1 | INTRODUCTION

Defined as ‘the process that practitioners use to plan, direct, per-
form, and reflect on client care’ (Schell, 2009; p. 314), clinical rea-
soning (CR) is the basis of practice (Schell & Schell, 2008a) and
professional actions (Norman, 2005). Involving problem-solving and
decision-making (Lindsay & Norman, 1977), this complex and con-
text-dependent process has been linked to intervention efficiency
and quality (Schell & Schell, 2008b).

According to various theoretical models (e.g. Contandriopoulos,
Rey, Brousselle, & Champagne, 2012; Craik, Davis, & Polatajko,
2013; Pfadenhauer et al., 2017), health and social interventions
occur within and are influenced by contexts, that is, practice set-
ting (practice context) and society (societal context). These contexts
are intertwined and multidimensional, and include cultural, social,
physical and institutional dimensions (Craik et al., 2013). Among
these four dimensions, the institutional (Table 1) exerts an im-
plicit and diffuse influence on professionals’ choice of intervention
(Carrier, Levasseur, Bédard, & Desrosiers, 2012), which is different
from (Davidoff, 2019) and greater than that exerted by the personal
context (Barris, 1987), that is, therapist's individual characteristics
(e.g. values and perceived self-efficacy; Carrier, Levasseur, Bédard,
& Desrosiers, 2010). More broadly, the institutional dimension is
a lever frequently used by decision-makers to optimise healthcare
(Powell, Davies, Bannister, & Macrae, 2009) through legislative and
regulatory reforms (legal and regulatory elements), new policies
(administrative elements), and service delivery and financing mo-
dalities (organisational elements). Although the institutional dimen-
sion is a source of organisational power (Poland, Lehoux, Holmes,
& Andrews, 2005), professionals can also modulate it to influence
practice (Cooper, 2012).

In recent vyears, the institutional dimension has evolved
(Mackey, 2014), notably in the community (homecare) setting
(Demers & Pelchat, 2012/2013), which has become a major pri-
ority for healthcare systems worldwide (Lamarche, Pineault, &
Brunelle, 2007). In Québec (Canada), resource allocation to home-
care programmes has expanded rapidly, and this trend is likely to
continue (Hébert, 2012). Importantly, this allocation has recently
been coupled with productivity targets (Act respecting Health
Services & Social Services, s. 182.1 ff.), that is, specific annual in-
tervention volume associated with each type of client and profes-
sional. In addition to productivity targets, therapists must satisfy
increased professional obligations, such as changes in shared
protected acts or new professional competencies. Considering
productivity targets and professional obligations, professionals
may experience ethical tensions that affect their CR (Freeman,
McWilliam, MacKinnon, DelLuca, & Rappolt, 2009).

Despite the potential influence of a constantly changing
(Mackey, 2014) and increasingly complex healthcare context
(Sturmberg, O’Halloran, & Martin, 2012), the precise involve-
ment of healthcare's institutional dimension in CR has not been
studied (Schell, Unsworth, & Schell, 2008). Although some ev-

idence indicates that this dimension affects elements closely

What is known about this topic

e Through laws, regulations, policies and service organisa-
tion, decision-makers use the institutional context as a
lever to optimise community healthcare.

e The institutional context exerts an implicit and diffuse
influence on professionals’ choice of intervention and
other elements closely linked to their CR.

e CRis the basis of practice and professional actions and,
therefore, affects the quality and relevance of care.

What this paper adds

e Institutional elements are involved throughout commu-
nity therapists’ CR.

e Administrative and organisational elements are con-
stantly considered in CR, whereas legal and regulatory
elements are less involved.

e Through their involvement in problem-solving, four ele-
ments, that is, procedures, basket of services, mandate
and wait times, affect the scope of both services offered
and professional practice.

linked to CR, such as the desire for productivity (Rudge, 2013)
and clinical and administrative actions (Comtois, Paris, Poder, &
Chaussé, 2013), little is known about the explicit links between
this dimension and CR. It is essential to understand how external
forces shape professionals’ cognitive reasoning, courses of action
considered (Davidoff, 2019) and practice (Cooper, 2012) because
of serious potential impacts on patients. Externally shaped pro-
fessional practice can lead to discrimination, social exclusion and
marginalisation, social and health inequities (Poland et al., 2005),
and occupational injustice (Durocher, Rappolt, & Gibson, 2013).
Furthermore, knowing more about contextual elements and their
involvement may help tailor more effective quality improvement
efforts that will increase the relevance of care (Davidoff, 2019).
This study thus aimed to describe elements of the institutional
dimension and their involvement in the CR of community occupa-

tional therapists throughout their practice.

2 | METHODS
2.1 | Design

This study was part of a larger study exploring how community occu-
pational therapists activate measurement and accountability in their
everyday practice. We used a qualitative institutional ethnography
(IE) research design from a constructivist perspective, starting from
the actual work of people (Campbell & Gregor, 2002), here, com-

munity occupational therapists. We chose |E because, based on the
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Social Theory of Knowledge (Campbell, 2006; Campbell & Gregor,
2002; Smith, 1987, 2005), it aims to determine how peoples’ every-
day work (here, practice) is shaped by external forces through the
use of documents. This requires a two-phase approach (Campbell &
Gregor, 2002).

First, we had to describe what occupational therapists do,
cognitively (CR) and physically. The entry point of an IE study is
the standpoint of key informants, here, occupational therapists.
Taking their standpoint and describing their work were made
easier because the first author practiced as a community occu-
pational therapist for 10 years, which increased our sensitivity to
their everyday lives (Campbell & Gregor, 2002; Smith, 2006). From
their standpoint and work description, we identified institutional
elements involved in their CR. We operationalised CR as what
participants described when asked what they were thinking while
doing their job. Findings from the first phase, that is, description
of community occupational therapists’ CR, institutional elements
involved in their CR and how they are involved are the subject of
this paper.

Second, to meet the objectives of the larger study, we explicated
how the actions described (CR) were coordinated using a variety
of analytical strategies. These detailed methods (Carrier, Freeman,
Levasseur, & Desrosiers, 2014) and results from the larger study
(Carrier, Freeman, Levasseur, & Desrosiers, 2015; Carrier, Levasseur,
Freeman, & Desrosiers, 2016) have been published elsewhere and

TABLE 1 Definition of key concepts

Concept Definition

Context The practice context is the level at which professional
and client interact (e.g. clinical setting).

The societal context is the overall level of healthcare
organisation (e.g. government, provincial health and
social services department). Practice and societal
contexts are multidimensional environments within
which professionals’ interventions take place. These
dimensions can be physical, social, cultural and
institutional.

Institutional
dimension

‘Structures that promote social order and govern
society’ overall and locally, economically, politically
and legally (Polatajko et al., 2013, p. 52).

Here, ‘structures’ or ‘institution’ does not refer to
a specific organisation; rather, it is a complex of
social relations which are textually mediated and
replicated across multiple local sites and times
(Smith, 2001).

The institutional dimension includes legal, regulatory,
administrative and organisational elements.

Institutional
elements

Legal: Relating to legislation, jurisprudence and
contracts.

Regulatory: Relating to regulations adopted in
accordance with enabling legislation.

Administrative: Relating to healthcare policies and
guidelines.

Organisational: Relating to the organisation of
work and services, such as schedules, waiting lists,
caseloads, etc.

Adapted from Carrier, et al. (2014).
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will not be discussed here. Ethical approval was obtained from the
Research Ethics Committee of the healthcare organisation involved
[MP-CSSS-ESTRIE-11-11/AUTHORY]. All participants gave their free,
informed, written consent.

2.2 | Participants and data collection

Managers of four of seven home-care programmes in the province
of Québec agreed to participate in the study. Using purposeful sam-
pling, we selected three settings with different numbers of occu-
pational therapists and locations (urban and rural). We wanted to
increase contextual heterogeneity to capture the essence of the
external forces involved. By email and telephone, we contacted the
17 community occupational therapists working as clinicians in these
home-care programmes and 10 agreed to participate in the study.
Although convenient, this sampling technique produced a variety
of participant characteristics (e.g. years of experience, gender, pro-
gramme of affiliation).

In the first two home-care programmes, we observed occu-
pational therapists’ work during home visits and at the office
(n = 39 days). We conducted 206 on-the-spot informal interviews
(totalling 16 hr 29 min) and seven formal interviews (8 hr 4 min).
Interviews were recorded and transcribed. The aim was to doc-
ument participants’ CR underlying observed actions requiring a
document (e.g. referral form) or indicative of the possible involve-
ment of the institutional dimension (e.g. reference to an adminis-
trative guideline; Smith, 2001). We asked questions such as What
leads you to do [x action]?; What other elements guide you in doing
[x action]?

The occupational therapists contacted 12 secondary informants
(colleagues and managers) from programmes 1 and 2 whom they
identified as having relevant information about institutional ele-
ments; they all agreed to participate. We interviewed them informally
(on-the-spot; n = 18) and formally (n = 4). We also conducted formal
interviews with participants from the third home-care programme
(n = 3; 4 hr 2 min). Informal and formal interviews were recorded
and transcribed. We retrieved all organisational documents (n = 50)
used (observations) or referred to (interviews). All community occu-
pational therapists completed a self-administered sociodemographic
questionnaire. We collected data on programme 1 in March 2012,
programme 2 from May 2012 to March 2013 and programme 3 from
April to June 2014. Using Word©, we transcribed observation logs
and integrated them in chronological order with transcripts from on-
the-spot interviews with occupational therapists (actions observed,

underlying CR) and documents involved.

2.3 | Data analysis

During and between each data collection period, the first au-
thor analysed the data using the IE first phase analysis process

(Campbell & Gregor, 2002). Specifically, we grouped participants’
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similar actions from integrated observations and on-the-spot in-
terviews into sequences of actions (e.g. work involving the refer-
ral form) and labelled them using their own words (e.g. treating
the referral). We used a logbook to develop links between se-
quences, leading to a description of stages in the practice pro-
cess (e.g. Stage 1: From treating the referral to accepting the
client). To support linkage development, we also used mapping
(Campbell & Gregor, 2002; Turner, 2006) and questions such as
What cognitive actions does this occupational therapist explicitly
or implicitly describe? How are these actions connected to those
of other occupational therapists? What institutional elements (as
defined in Table 1) does this key informant describe? How is CR
related to these elements? (McCoy, 2006). Through data integra-
tion, mapping and questions, we identified institutional elements
and their involvement in CR across the practice process. The log-
book guided subsequent data collection through changes to the
informal interview guide, customising formal interview guides
and selecting key informants (Campbell & Gregor, 2002). We de-
veloped the description of institutional elements using data from
interviews (all informants) and, when relevant, documents. As
suggested by Campbell and Gregor (2002), we discussed analyses

extensively within the research team.
3 | FINDINGS

3.1 | Participants

The occupational therapist participants included eight women
and two men; the majority had more than 5 years of experience in
community services (n = 7) and worked together in one urban set-
ting (n = 6). The others were members of small rural teams of two
or three community occupational therapists. Four participants
worked in various home-care department programmes, while six
were involved in one or two specific programmes (short-term ser-
vices, palliative care, mental health, evaluation team, support for
older adults, physical disability, mobility programmes assessment).
Secondary informants included one case manager, two physical
therapists, two clinical supervisors, two mid-level and one high-
level managers, two technical support staff and two other occu-

pational therapists.

3.2 | Involvement of institutional dimension in
clinical reasoning across practice process

We identified three practice process stages: (a) From treating the
referral to accepting the client; (b) From assessing to intervening
and (c) From following up to closing the file. In the CR underlying
these stages, participants considered three legal, two regulatory,
four administrative and four organisational elements. Integrating

data from interviews and documents, we describe these 13

institutional elements in Table 2. We found that administrative and
organisational elements are more frequently involved than legal
and regulatory elements. Below, we describe the almost constant
involvement of four elements in participants’ CR across their prac-
tice process; two are administrative (A): institutional procedures
and organisation's service offer (basket), and two are organisational
(O): occupational therapists’ mandate and wait times for services.
We also show how these elements restrictively shape the way com-

munity occupational therapists think about their clients’ care.

3.3 | Stage 1: From treating the referral to
accepting the client

The first decision occupational therapists make is whether to accept,
redirect or refuse a referral. From the referral form, occupational
therapists first juggle personal safety and autonomy, the organisa-
tion's service offer (A) and the delay in accessing services (O). As
illustrated below, an occupational therapist wonders what to do with
a referral for hygiene problems following surgery because her or-
ganisation no longer offers occupational therapists’ assessment of

autonomy and safety for these situations:

| was told that | did not respond to [hygiene problems
following surgery]. Am | putting my client in danger by
refusing to go [to her home]? It’s all very well having ad-
ministrative rules. What makes me circumvent them is
the length of [wait time], it’s [the person’s] safety.

(0T2)

This juggling also involves referral procedures (A) and service of-
fers from other partners (e.g. rehabilitation centre, community organ-
isations; A). For example, this participant wonders if he should accept
the referral, given the lack of occupational therapy services from a

partner organisation:

There have already been disagreements [with] the [men-
tal rehabilitation center], they don't have an occupa-
tional therapist. Each time there's a user who needs one:
Isitorisn't it us?

(OT1)

When other team members are involved, occupational therapists
consider their mandate (e.g. short-term vs. palliative care; O), their
teammates’ mandates (O; Table 2) and the reason for referral. For ex-
ample, if the reason is a shared activity (e.g. mobility) in which their
involvement does not appear to add value, the referral will not be ac-
cepted, as illustrated here: ‘As long as the physio goes there, he can make
arrangements for a transfer bench’ (OT8).

If determined to be eligible, occupational therapists prioritise the
referral using a priority grid; to do so, they consider the reason for
referral, organisation's service offer (A) and institutional procedures

(A). The priority grid helps participants determine the urgency of the
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TABLE 2 Description of institutional dimension elements involved in community occupational therapists’ clinical reasoning throughout

the practice process

Informed by

Involvement in CR?

OT SKI D Elements

LEGAL elements: clauses from various laws

Description

1 2 3

Clauses regarding

° ° o Clients’ rights

° ° ° e Organisations’
missions

° e Occupational

health and safety

Rights of health and social system users as
defined in the LSSSS and the CcQ

Role of each organisation as defined in the
LSSSS, including type of services to offer

Occupational health and safety protection
rights of employees as defined in the LSST

REGULATORY elements: regulations (inside and outside the professional regulatory body)

° ° ° Government Conditions to meet for funding (money or
programme criteria equipment and assistive devices), according
to each programme
° ° Professional clauses Code of ethics and regulations for file ° ° ° °
reporting
ADMINISTRATIVE elements
° ° Budget Cost of an intervention linked to the home- ° ° °
care organisation's financial resources
° ° Continuity of services  Care pathways for a given client ° ° ° ° ° °
° ° ° Institutional Home-care organisation or healthcare ° ° ° ° ° ° °
procedures system rules to follow in a given situation
° ° ° Service offer Services offered by the organisation and ° ° ° ° ° ° °
partners
ORGANISATIONAL elements
° ° Availability of Ability or inability to appeal to other health ° ° °
colleagues and social workers due to their absence
(e.g. annual vacation)
° ° ° Mandate of the Expectations regarding assessment and ° ° ° ° ° ° ° °
occupational intervention, depending on site, programme
therapist and other and schedule
health and social
workers
° ° Team and system Work processes of a team within homecare ° ° ° ° ° °
functioning modes or with institutional partners
° ° ° Wait times Time to access services, linked to availability e ° ° ° ° ° °

of human and physical resources and

prioritisation ranks

4Involvement of each institutional element in participants’ CR was determined for each sequence of actions that were part of the practice process
stage: (1) From treating the referral to accepting the client (three sequences of actions), (2) From assessing to intervening (three sequences of actions)
and (3) From following up to closing the file (two sequences of actions). If a dot is present, it means the institutional element was considered by the
participants in that sequence of actions. If the element is bolded, it means it was involved in more than 87.5% of community occupational therapists’
CR; CcQ: Code civil du Québec/ Civil Code of Québec; LSSSS: Loi sur les services de santé et les services sociaux/ Act respecting Health Services and
Social Services; LSST: Loi sur la santé et la sécurité au travail/ Act respecting Occupational Health and Safety; OT: occupational therapist participants;

SKI: secondary key informants; D: documents.

referral and recommended take-over time: Priority 1 is unavoidable
risk (e.g. fire hazard)—within 48 hr; Priority 2 is imminent risk (e.g.
risk of developing a sore)—within a week; Priority 3 is probable risk
(e.g. possible caregiver burnout)—whenever possible; and Priority 4

is optional or preventive services—whenever possible.

Before accepting a new client, occupational therapists consider
their workload and the priority level referrals on the waiting list (O)
associated with their mandate (O). On the one hand, institutional
procedures (A; Table 2) might delay the acceptance of higher priority

cases, as shown here:
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A [priority 2 request] in a private home dealing with insect

pests. The institution has issued a directive that there will

be no home visits for a month. [stays on the waiting list]
(Observation OTé)

On the other hand, time available (O) might accelerate the accep-
tance of lower priority cases, as follows:

Tells me she's going to schedule a ‘quickie’ - a lower priority

case usually going under the pile. This one, she'll take any-

how because she wants to do a home visit this afternoon.
(Observation OT6)

Once accepted, and using mostly the information on the referral
form, community occupational therapists start to create their mental
representation of the client's occupational situation. This enables them
to visualise possible solutions and courses of action and anticipate as-

sessment and intervention.

3.4 | Stage 2: From assessing to intervening

Although community occupational therapists typically assess and
intervene at their clients’ homes, they might also do assessments
at the office. They choose this option to avoid home visits outside
their regular work hours (mandate [O]; Table 2) when their presence
does not add value: ‘It's not during my work hours at all, it really has to
be clear that it's required and that | cannot do it any other way’ (OT3).
Occupational therapists then choose to evaluate the client through
team members (e.g. home-care workers): ‘It's an indirect [assessment].
We rely on what our colleagues say. If they all tell me the same thing, |
don't have any reason to think I'll see something else by going there’ (OT3).

When assessing and intervening at clients’ homes, occupational
therapists consider their organisation's service offer as well as that
of partners (A). This leads them to question what they should do in
terms of assessment. The next excerpt illustrates an occupational
therapist wondering if she is restricting the scope of her evaluation
too much because of her organisation's basket of services:

Should | do more? Really dig for all the needs, even if they
aren’t mentioned by the case manager? Look at leisure
activities, occupation? | never did that since we are re-
stricted because we're a [homecare program]. It was de-
cided that we just do ADL and IADL. We focus more on ‘Is
staying at home compromised or not?’ | never got into the
leisure aspect but should I? That’s what | wonder about,
about occupation in general, the whole person.

(0T2)

To avoid duplication, occupational therapists’ scope of investiga-
tion is also influenced by their mandate (O; Table 2) and that of their
team members (O). Depending on the programme (e.g. short-term ser-

vices, mental health), the mandate may be consulting with the team.

Occupational therapists are then not supposed to intervene over the
long term, as illustrated here:

I'm a consultant. | get requests from my colleagues, who
have already done the [standardized institutional] as-
sessment, and | respond to the request, | stabilize the sit-
uation, do my short-term interventions and close the file.

(OT¢)

When choosing their intervention plan, occupational therapists
consider the same elements as during the assessment, such as their
limited mandate (O). Here, coming back from a home visit where sev-
eral complex needs were unearthed and a long-term follow-up ap-
peared necessary, the occupational therapist repeats several times:
‘My hands are tied, we're wasting time’ (Observation OT2). When asked
what she meant by ‘My hands are tied’, the participant replied: ‘My
hands are tied because I'm supposed to do short-term things. Short-term
means | go in and get out [of the home]’ (OT2). The mandate of other pro-
fessionals (O) also influences their choice of intervention plan. For ex-
ample, when a physical therapist is involved, occupational therapists
typically adjust their intervention: ‘I'll try not to duplicate what [the phys-
ical therapist] has done’ (OT3). However, the therapists juggle multiple
other elements: institutional procedures (e.g. for loaning equipment;
A), organisation's service offer (A) as it relates to the client's specific
programme (e.g. electric bed can be loaned for palliative but not short-
term care) and expected delay in accessing those services (O).

A significant number of community occupational therapy inter-
ventions take place without the client being present, in the office
or elsewhere, and the institutional elements involved depend on
the nature of the interventions. For example, adapting an assistive
device requires knowledge of institutional procedures (A) regarding
possible assistance from technical support staff.

3.5 | Stage 3: From following up to closing the file

When following up with clients, community occupational therapists’
CR is very similar to that when accepting a client. They actively
search for information, shaping their representation of their clients’
occupational situation, which, in turn, organises their subsequent ac-
tions. This search for and transmission of information to the appro-
priate individuals is modulated by other team members’ availability
and mandates (O). Here, the occupational therapist wants to share
important information but must consider the impossibility of sched-
uling a team meeting rapidly: ‘[The pivot social worker] coordinates;
she told me a [meeting] was scheduled in two weeks. It's impossible to
get them quickly’ (OT6).

Occupational therapists decide to close a file for a variety of rea-
sons: change in the client's situation (e.g. move to residential care),
successful intervention, objectives impossible to achieve, limita-
tions in the occupational therapist's mandate (sometimes relative to
the mandate of other professionals; O) and institutional procedure

for closing files (A). According to this procedure, the file should be
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closed as soon as the referral is completed: ‘[Clinical coordinator] says:
No, no, they have to be closed. The request is completed, you close your
request. If there's another request, they'll do [it]. Because otherwise our
files stay open’ (OT4).

How this institutional procedure is involved in occupational ther-

apists’ decision to close the file is illustrated here:

For that client, steps are underway to assign a walker
and, on the recommendation of my immediate superior, |
decided to close the file, although the intervention is on-
going because we are at the stage of getting a prescrip-
tion [which] can be very laborious, very long, because it’s
a prescription from a specialist. For the few months or
perhaps a year that it could take... In these cases, we de-
cided to close the file and have a new request when the
file is about to be completed.

(OT7)

When discharge is sudden (change in the situation), administrative
termination is decided immediately. In other instances, community oc-
cupational therapists choose to suspend follow-up without administra-
tive termination. This is the option when, for example, there is a chance
that the client might return home after hospitalisation, as illustrated

here:

My intervention is not really [participant hesitates], it's
not finished, it’s in abeyance. Because he is hospitalized
and his wife won’t take him back. But it’s a psychological
conjugal violence situation. If she [weakens] and ends up
saying: ‘I'll take him back’, we'll restart the process. It’s
less complicated if | don’t close it.

(OT3)

The occupational therapist might also delay administrative termi-

nation for a few weeks when the client's situation is complex, as here:

There are some files where it’s always more complicated
but leaving them open all the time for that reason, no. My
interventions are done, one or two weeks, | warn them,
and if there are no other needs, | close the file, | don't
leave it open just in case, sometimes.

(OT4)

Such decisions (suspension and delay) are the solution occupa-
tional therapists use to prevent pop-ups. Pop-ups are immediate new
requests from clients whose files have been prematurely closed be-
cause of institutional procedures. These suspended and delayed files
are considered inactive and reviewed by a superior: ‘Told me that a su-
perior had called to ask why an inactive request was in her caseload. |[...]
it's not an oversight, it's a file where there could be a pop-up’ (Observation
OT6). These decisions to suspend or delay administrative termination
are motivated by the desire to reduce paperwork: ‘There are some spe-

cific contexts in which | will leave the file open [...] they come up again every

Health and Jﬁ
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two or three months, and it's tiresome to keep closing and opening the file.
[...] it's work for nothing’ (OT8). These decisions also allow a client to keep

the same occupational therapist in the event of a pop-up.

4 | DISCUSSION

The CR of community occupational therapists involves legal, regula-
tory, administrative and organisational elements. Institutional pro-
cedures and service offer (administrative elements), mandate and
wait times (organisational elements) are the four most common.
Providing substantial empirical confirmation for the theory that con-
texts are important, these findings document for the first time the
involvement of the institutional dimension in the CR of one group of
Québec community occupational therapists.

The findings also provide support for Carrier et al. (2012) conten-
tion that the practice context exerts an implicit and diffuse influence
on community occupational therapists’ CR. The present study indi-
cates precisely which elements of the context are involved and how
they are involved. Institutional elements appear to be involved in the
problem-solving process (representation of the situation and potential
solutions) and also modulate the decision-making process (evaluation
and choice of solutions). This study did not seek to determine whether
the influence of the practice context is greater than that of the ther-
apists’ personal context, as suggested by Barris (1987), or if the per-
sonal context mitigates the institutional dimension's influence on CR.
However, it did reveal that some administrative (procedures and ser-
vice offer) and organisational (occupational therapists’ mandate and
wait times) elements were pervasively and frequently involved.

Our results show that the way community occupational ther-
apists think about their clients’ care is particularly shaped by four
institutional elements, namely long wait times, limited mandate, re-
strictive institutional procedures and basket of services. Throughout
the practice process, occupational therapists decide whether and
how to intervene according not to their clients’ needs but to existing
institutional imperatives. Even more alarming, participants consider
these institutional imperatives while forming their mental represen-
tation of the client's situation (problem-solving phase of CR), and not
just when evaluating and choosing possible solutions (decision-mak-
ing phase of CR). Thus, potentially appropriate interventions might
not be considered, not because they are inadequate or unavailable
(evaluation and choice of solutions), but because they are not even
considered to begin with. This scenario is important for two reasons.

First, it could significantly reduce the range of interventions of-
fered to clients to meet their needs and thus impact their choice, re-
stricting their legal right to community healthcare (Carrier, Levasseur,
& Mullins, 2010). If they are not even informed about possible appro-
priate interventions because professionals never consider them in their
CR, clients and their caregivers are deprived of their power: they can-
not even advocate for the appropriate services and remain with unmet
needs. In a community context, unmet needs can lead to hospitalisa-
tions, residential care or increased burden on caregivers (Tousignant,
Dubuc, Hébert, & Coulombe, 2007), all of which run counter to the



CARRIER ET AL.

1216 Health and
=L wiey- R

ageing-in-place movement. Through their unseen and pervasive ef-
fects on CR and professional practice, institutional imperatives can
also result in discrimination, social exclusion, health inequities (Poland
et al., 2005) and occupational injustice (Durocher et al., 2013).

Second, this scenario might progressively and insidiously restrict
the scope of community occupational therapy services in Québec
(Carrier, Levasseur, & Mullins, 2010; Hébert, Maheux, & Potvin,
2002), as has been noted in community social work (e.g. Benoit
& Perron, 2019) and community practice across the globe (e.g.
Rostgaard, 2012; Vabg, 2012). Such a limitation raises questions re-
garding service quality (Carrier, Levasseur, & Mullins, 2010) and the
relevance of care (Davidoff, 2019) for community occupational ther-
apists and other professionals. The normative dimension of quality
is determined by compliance with professional standards of practice
(Donabedian, 1980). These standards are the basis of professional
systems: they act as a public safeguard and foster the relevance of
care. Given current financial challenges facing healthcare systems
worldwide (WHO, 2010), safety and relevance are explicitly identi-
fied as key objectives (Commissaire a la santé et au bien-étre, 2016).
Over the long term, a significant restriction on the scope of practice
could lead to practices that no longer meet professional standards,
directly impacting the quality and relevance of services and jeop-
ardising the financial sustainability of health systems.

Since institutional elements are frequently involved in profes-
sionals’ CR, the basis of practice (Schell & Schell, 2008a; 2008b),
this also raises questions about the future and autonomy of pro-
fessions and the actual power of their regulatory colleges/associa-
tions in shaping their practice. Professional practice is supposed to
be determined by professionals themselves, through professional
laws and regulations implemented by regulatory colleges and as-
sociations. However, legal and regulatory elements were rarely
involved in our participants’ CR. These elements may need to be
supported by coherent administrative and organisational elements
aligned with professional evidence-based practice and values, such
as client-centeredness (see Implications for Practice). Considering
current efforts to optimise healthcare and associated measure-
ment and accountability requirements in Québec (Ministére de la
Santé et des Services sociaux, 2017; LSSSS, s. 182.1 ff.) and else-
where (Gray, Berta, Deber, & Lum, 2014; Oomkens, Hoogenboom,
& Knijin, 2016; Rostgaard, 2012; Vabg, 2012), professional regula-
tory colleges/associations should be aware of potential threats to
the public interest and the quality of professional services, and also
consider how best to support therapists in their everyday work.

4.1 | Implications for practice

Institutional elements that shape and are shaped by practice need to
be more explicitly and systematically considered by community ther-
apists (Cooper, 2012; Townsend, Polatajko, Craik, & Zweck, 2011).
To do this, we suggest two possible courses of action. First, clini-
cians and students need to make explicit institutional elements that

often implicitly influence their CR. Through this explicit awareness,

levers of action can be identified to reduce negative influences on
responses to clients’ needs. To unearth implicit influences, clinicians
and students can utilise reflexive practice and reflective tools (e.g.
Carrier, Levasseur, Bédard, & Desrosiers, 2015; Carrier & Prodinger,
2014). Educators, fieldwork supervisors and academics also play
a vital role in incorporating institutional elements more explicitly
in their teaching and sharing existing tools to foster explicitation.
Second, more research is needed to enhance understanding of how
contexts affect practice. Through the second-level analysis of the
present IE inquiry, we explored how community occupational thera-
pists activate measurement and accountability in their work. Our
results detail how standardisation (Carrier, Levasseur, et al., 2015)
and performance optimisation (Carrier et al., 2016) shape and limit
the scope of professional practice and hence the response to cli-
ents’ needs. Knowing more about these elements might help profes-
sional regulatory colleges/associations advocate for performance
indicators that sustain rather than conflict with professional values
(Townsend et al., 2011). For example, health indicators adapted to
the varying characteristics of healthcare organisations (Smith, 2010)
could be coherent with individuals’ experience of health and sup-

portive of client-centred healthcare (Sturmberg et al., 2012).

4.2 | Strengths and limitations

Our study adds to prior studies on therapists’ CR: it examines the
specific involvement of institutional elements in CR. We made meth-
odological choices that increased scientific rigor and produced rich
data through in-depth interviews and prolonged exposure in the field
(Campbell & Gregor, 2002). The first author's professional experience
in community occupational therapy increased sensitivity to the partic-
ipants’ perspective and gave us a deeper understanding of community
occupational therapists’ everyday work and how, through documents,
the institutional context shapes their actions. However, our precon-
ceptions might have influenced our findings. For example, we believe
that professional autonomy should be completely protected. We miti-
gated this risk by the use of memos, triangulation of researchers, and
discussions with IE methodological experts and organisational man-
agement researchers. The first author knew some of the participants,
which might have negatively impacted data collection (participants’
self-censorship, researchers’ observations biased). However, since
this acquaintance also meant that we were able to recruit participants
easily and develop a trusting relationship with each person, it might
also have been a positive influence (greater trust, richer data).

5 | CONCLUSION

Our study describes elements of the institutional dimension involved
in community occupational therapists’ CR and how they are in-
volved. Legal, regulatory, administrative and organisational elements
of this dimension shaped the therapists’ problem-solving (represen-

tation of the situation and potential solutions) and decision-making
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(evaluation and choice of solutions) processes. Administrative (insti-
tutional procedures and service offer) and organisational (mandate
and wait times) elements are pervasively and more frequently pre-
sent. They limit the scope of interventions and thus the scope of
practice.

Our findings suggest that clinicians should pay attention to the
institutional dimension of their contexts and its potential for facili-
tating or constraining the types of interventions offered to clients.
Similarly, students would benefit from curricula that examine the
institutional elements of contexts more explicitly. The significant
involvement of these institutional elements in therapists’ CR, the
basis of practice, could have an important effect on the future of
professions. Possible impacts might include further restrictions on
community therapists’ roles and, consequently, reduced contribu-
tion to population health and well-being. Therefore, involvement
of the institutional dimension in CR concerns all professionals, be
they clinicians, educators, researchers or regulatory college officers.
Ensuring the capacity to offer quality client-centred services, con-
sistent with professional values and the change agent role, requires
concerted and continuous efforts by stakeholders on various fronts.
These include the clinical setting (e.g. clinicians and managers ad-
vocating for institutional elements supporting quality client-centred
care), professional associations (e.g. informing politicians about im-
pacts of institutional elements), professional regulatory colleges (e.g.
drawing attention to restrictions on members’ ability to fulfil their
professional obligations) and academics (e.g. submitting proposals

to government commissions and using traditional and social media).
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