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Activity:
Occupational Therapy’s Treatment Method
Claudia Kay Allen, MA, OTR, FAOTA

Difficulties in explaining the value of using activity as a treatment method have been with
us from the beginning (Fields, 1911). During a testimonial dinner in tribute to Eleanor Clarke
Slagle, Dr. Adolph Meyer (1937) struggled to explain the value of activity. He said, “I should
like to voice adequately what so many of my patients have gained through Mrs. Slagle and
her pupils and what it means for the sufferers, but also for the healthy . . . those with ‘time
on their hands’ ” (p. 6). Fifty years later, his explanation has a familiar ring, keeping the patients
busy. Keeping the patients busy is a misleading phrase because it makes therapeutic activity
sound easier to do and less important to the patient than it really is. A more accurate assessment of the value of therapeutic activities is required.
My goal is to provide a philosophical framework that can be used to explain and evaluate the use of activity as a treatment method for disabled people. The framework is analogous
to a skeleton, offered with the expectation that muscles, nerves, and vital organs will need to
be added later. The framework consists of a vocabulary with definitions and typologies to categorize terms.
As much as possible, the development of the framework adheres to several professional
ideas. I use common dictionary definitions of terms while attempting to avoid the pitfall of
talking just common sense. I cite social science references that suggest a philosophical
approach to the study of activity, but try to avoid obfuscating jargon. A strict adherence to
original social science references is not essential or even beneficial. The detection of tautologies and the special needs of occupational therapy’s patient populations justify departures
from the original sources. I am pursuing the ideal of creating a foundation for occupational
therapy’s unique view of activity with the notion that this foundation must correspond to
the realities of clinical practice, including empirical investigation with control groups. Ideally, a philosophical foundation should fuse the splintered efforts currently existing between
competing theories and produce a more efficient use of limited creative resources.
This lecture has a motto, borrowed from a research group that I have been working with
in developing the typologies, which is “Things that appear simple, tend to get complicated,
Originally published 1987 in American Journal of Occupational Therapy, 41, 563–575.
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before they get simple again” (personal communication with M. Brinson, L. Cargill,
M. A. Mayer, and E. L. Stone, February 1987). Two techniques to assist the reader through the
complicated part will be followed. First, most of the line drawings that can be used to illustrate the cognitive levels can be found in a book I published in 1985; two new ones appear
here. Second, an analogy to locations in the clinic will be used: During the last year, while
therapists have been out working in their communities, I have been reorganizing the occupational therapy clinic. I have thrown some things away and brought in some new things.
Mostly, I have relocated a lot of familiar supplies and tools, so it will be hard to find things for
a while. Finally, I am not going to offer any guarantees about whether or not the reorganization of the clinic was worth the effort; we will have to wait and see how it works in practice.

Therapeutic Activity
The only branch of the social sciences that has used the concept of activity as a central focus
of study is Soviet psychology. During the last few years, a lot of conceptual material has been
translated into English, providing a rich resource of 60 years worth of conceptual experience
and critical analysis. These translations allow us to profit from the Soviets’ experience. Soviet
psychology offers two approaches to the study of activity. One was developed by Vygotsky,
and the other by Leontyev (Wertsch, 1979).
In recent years, a problem with Leontyev’s theory of activity has been discovered
(Kozulin, 1986). Leontyev used activity in two ways: as an explanatory principle and as a
focus of study. This two-way usage is a familiar problem in 20th-century psychology, and
what happens is the formation of a tautology. In effect, tautologies make people go around
in theoretical circles. Earlier in this century, Vygotsky suggested a way out of the circle that
has recently been rediscovered. Vygotsky suggested the need for an information processing
system that serves as a mediator between the focus of study and the explanatory principles
(Kozulin, 1986). I will use all three of Vygotsky’s elements to develop a definition of therapeutic activity. Then I will turn to Leontyev’s hierarchy to explain activity analysis.

Disability: A Focus of Study
The focus of this study is analogous to the first thing one sees upon entering the occupational
therapy clinic. In this instance, it was a table that showed the wear and tear of ongoing
debates and questions in occupational therapy: What is the difference between diversional
and therapeutic activities? Should the art or science of practice be emphasized? Should entry
level education stress technical or theoretical concepts? What should be done about the split
between theory and practice? All of these questions can be traced to the acceptance of an
assumption that there is a difference between applied and pure sciences, with pure sciences
having higher academic status. Within the analogy, I have sent the old table and the associated questions to a museum; the assumption of a division between applied and pure sciences
is obsolete. This decision is based on the philosophy of science espoused by Toulmin (1972),
who described similar problem-solving processes in the applied and pure sciences. The traditional academic division between applied and pure science has misled academicians into
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seeking a theory based on pure science that addresses normal human activity. I think it is time
to free occupational therapy from the yoke of this artificial division so that therapists can
focus their attention on refining the quality of services delivered to disabled people.
Disability is the selected focus of study, analogous to bringing a new table into the clinic.
A disability is the state or quality of being unable to function normally due to physical and/or
cognitive loss, including prenatal loss. As defined by the federal government, disability is an
“inability to engage in any substantial gainful activity by reason of a medically determinable
physical or mental impairment which can be expected to last, or has lasted for a continuous
period of not less than 12 months” (Dorland’s, 1981, p. 384). A disability is a sequela to a disease or a disorder. A disease is “any deviation from or interruption of the normal structure or
function of any part, organ, or symptom (or combination thereof) of the body that is manifested by a characteristic set of symptoms and signs whose etiology, pathology, and prognosis may be known or unknown” (Dorland’s, 1981, p. 385). Information required by therapists
to evaluate and treat the disability falls into the following categories:
• Limitations—Capabilities that have been taken away by a disease process.
• Assets—Capabilities that have been untouched by a disease process.
• Capacity—Present abilities plus the power to receive and develop new abilities. The new
ability may be physical (neuromuscular) or cognitive (sensorimotor): (a) the physical
“power or ability to hold, retain or contain” and (b) the “mental ability to receive,
accomplish . . . or understand” (Dorland’s, 1981, p. 213).
• Competence—The ability to produce a satisfactory result, as determined by prevailing
social and historical conditions. Competence to manage one’s own affairs is a legal
determination.
• Prognosis—The expected change in severity as a consequence of medical treatment and/or
the natural course of the disease.
• Community support—Adjustments made for disabled people by care givers to ensure safe
and productive living within available social and historical conditions.
Therapists evaluate and treat disabilities. While the need to evaluate a lack of ability
is readily explainable, the treatment of a lack of ability is harder to explain. Treatment is
“the management and care of a patient for the purposes of combating disease or disorder”
(Dorland’s, 1981, p. 1388). The difficulty resides in explaining how disabilities can be combated. The medical dictionary can help clarify the deficiency. Occupational therapy is defined
as “the use of any occupation for remedial purposes” (Dorland’s, 1981, p. 1358). A remedy is
“anything that cures, palliates, or prevents disease” (Dorland’s, 1981, p. 1141). Palliative is
“affording relief, but not cure” (Dorland’s, 1981, p. 1389). While it is true that therapists are
able to offer some remedies, there are many disabilities that are not remediable. A term that
describes services provided for remediable and unremediable conditions, with criteria for terminating services, is required; compensation is recommended.
Compensatory treatment makes up for a deficit. Compensatory treatment may make up
for a defect that is a consequence of a disease or disorder by making a change in capacity or
community support. In the past, most treatment has been aimed at changing capacity by
restoring functions or teaching new skills. By changing the patient’s capacity, treatment uses
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the patient’s assets to counteract the disease process. A change in the patient’s capacity is a
remedy, and remedies are treatment objectives that are consistent with acute medical care.
The acute medical model has been so pervasive that it is often difficult for therapists to see
other changes as a form of treatment. In addition, acute care remedies must be achievable
within a short time. When services are extended beyond acute care, additional treatment
objectives are required.
As patients make the transition into the community, therapists make recommendations
about the type of community support required by residual limitations, with particular concern about hazardous functioning. Changes in capacity that require prolonged training or
training in specific settings are part of community support. A number of changing social and
historical conditions suggest a need for further development of community support services:
the increasing number of elderly people with disabilities; the improved medical interventions
that keep people alive but leave them with unremediable limitations; the shorter lengths of
acute hospital stays with remediable and unremediable limitations at the time of discharge;
the support for occupational therapy services delivered in the home; and the growing number of self-help groups. With community support, the change is initiated and sustained for
the patient by care givers. By changing the community support, the treatment process evaluates the patient’s limitations and recommends physical adjustments in the environment
and designs training procedures. Community support aims at preventing complications, accidents, and injuries that are a risk to people living with a disability and at training people in
living effectively in a specific setting.
With compensatory treatment, the ideal role of the therapist is to evaluate the disability
with accuracy and precision in order to identify areas where a change in capacity or community support can be realistically achieved. Once the compensations have been made, there
is no need to continue to provide occupational therapy services even though residual limitations continue to exist. Social responsibilities mandate that a line be drawn between those
residual limitations that can be compensated for and those that cannot. Drawing the line will
not be easy, because the process is apt to force confrontations with permanent or prolonged
loss of abilities. A change in the state of the disability, for better or worse, is an indication for
reevaluation for additional potential compensatory treatments. The unique treatment offered
by occupational therapists is compensation for physical and cognitive disabilities.

Activity: The Explanatory Principle
Activity is the selected explanatory principle. Disability is understood within the context of
doing an activity. Activity refers to the units of life that orient people to the world of objects
(Leontyev, 1981). Human functioning is the process of engaging in purposeful motor actions
within a context of material objects and people. The world of objects needs to be adjusted for
or by people with a disability so that they can use their remaining functional abilities. Common adjustments are as follows:
• The range of activity is expanded by creating special tables, chairs, sidewalks, and doors
for the physically disabled;
398

1987 Eleanor Clarke Slagle Lecture

•

Protection from getting lost is provided by locking doors or escorting the cognitively
disabled;
• Once seated, the thoughts/movements required to manipulate material objects can be
adjusted;
• And finally, when a product has been produced, the standards of performance can be
adjusted to account for the disability.
Information required to clarify functioning in a world of material objects and people falls into
the following categories:
1. Definitions—Words and categories that form a typology for determining the boundaries
of functional activities that disabled people can do in the world of material objects and
people.
Several typologies will be suggested and should be evaluated according to
a) Their exhaustiveness (Do the terms cover everything that might be done?) and
b) Their mutual exclusiveness (Can distinctions between the terms be made?).
2. Descriptions—Statements or pictures that clarify the outward appearance of the way peo3.

ple with a disability do activities.
Interpretations—Clarifications of what is not immediately apparent (such as potential haz-

ards in driving with a disability). Therapists evaluate the underlying reasons for (physical and/or cognitive) difficulties in doing activities that most people take for granted. The
evaluation is an interpretation of the difficulty, which is explained to the patient, their
loved ones, and other professionals.
4. Expositions—Detailed accounts of multiple relationships between definitions, descriptions,
and interpretations required by therapists for the precise use of the information.
The ideal role of the therapist is to analyze the activity with accuracy and precision and identify areas where adjustments, necessitated by the limitations of the disability, can be made.
The following section on activity analysis will expand on making adjustments.

Purpose: The Mediating Process
The advantages of describing an information processing system is an advance in twentiethcentury psychology, and the work of Piaget is frequently cited in the occupational therapy literature. The difficulty that therapists encounter with most of the descriptions of
an information processing system is that language is the identified mediator of thought.
Therapists observe voluntary motor actions which may not require much thought, such
as chewing food. An information processing system that guides voluntary motor actions
is needed.
Within the clinical analogy, the information processing system is similar to bringing a
disabled person into the clinic and giving the patient an activity to perform. The therapist
gives directions, observes performance, and asks questions while trying to evaluate the
patient’s disability. The directions given introduce sensory cues. The performance observed
is a voluntary motor action. The questions asked can clarify the patient’s thoughts that
guide the activity (see Figure 35.1).
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Figure 35.1. Information processing system.
Note. Purpose is inferred from the degree of sensorimotor thought processed during a state of function. Different
functional states can be evaluated by observing the sensory cues used to guide motor actions.

Thoughts guide human activities. Information is processed for a reason. When humans
do an activity it is for a purpose. All functional activities contain some degree of purpose,
except in the comatose patient. Comatose patients can be guided through passive range of
motion, and their reflexes can be elicited, yet these actions are initiated and sustained by the
therapist. Voluntary motor actions that are initiated and/or sustained by conscious human
beings are purposeful. In occupational therapy, purpose can be inferred from the degree of
sensorimotor thought processed during a period of functioning. Different states of function
can be evaluated by observing the sensory cues used to guide motor actions during a particular time period.
Therapists observe many motoric purposes for doing an activity, such as moving
because it feels good, or repeating an action because it is interesting. What is needed is a
description of the degree of thought used to guide the different functional states. I have
developed a scale of six cognitive levels to describe the qualitative differences between functional states. The cognitive levels are an ordinal description of functional states as delineated by the sensorimotor associations used to guide voluntary motor actions (Allen, 1982,
1985; Allen & Allen, 1987). These levels are used as guidelines for predicting the patient’s
ability to do familiar activities and to learn new ones and for determining the amount of
care giver assistance needed. An overview of the levels follows. I’ll start at the top with normal functional activity and show how purposes can be progressively removed by a disease
process.
At Level 6, symbolic cues are used to formulate plans, producing reflection on performance. Purpose is a premeditated, reflective state, using symbols to anticipate and plan the
future. Pauses to think, to consider several hypothetical possibilities, and to select a preferred course of action are observed (Allen, 1985, figure 2.18). Future events are anticipated,
behavior is organized, and satisfactory results are produced independently (Allen, 1985, figure 2.20, figure 2.21). Verbal and written directions can be followed and the demonstration
of a care giver or supervisor is not required (Allen, 1985, figure 3.2). Anticipation is the term
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used to describe the functional importance of symbols and signs. Unsatisfactory results can
be foreseen and prevented, and meaningless activities can be avoided. Theoretically, Level
6 is designed to describe the capabilities of normal adults (80% of a control sample). Most
of the social science information processing literature assumes that human beings are functioning at Level 6.
At Level 5, the relationships between material objects are associated with exploratory
actions producing experimentation with the physical properties of objects. Purpose is an
experimental state, testing the effects that motor actions have on material objects. The
process is characterized by overt trial and error, using inductive reasoning to understand cause
and effect. Learning by doing or by being shown what to do are the terms used to describe overt
trial-and-error processes that generalize to other activities and environments (Allen, 1985, figure 2.15). Performance is not organized to plan for or anticipate future events (Allen, 1985,
figure 2.16). Situations that require planning, organization, and deductive reasoning are not
done effectively (Allen, 1985, figure 2.17); supervisory assistance to anticipate safety hazards
is advised.
At Level 4, visible cues are associated with goal-directed actions, producing compliance
with an established procedure. Purpose is a compliant state, following known procedures
or procedures established by others to achieve a short-term goal. Purpose can also be a noncompliant state, refusing to follow established procedures. Established daily routines can
be followed, but the reliance on visual cues can produce misinterpretations of reality (Allen,
1985, figure 2.10). Inattention to visible details can, but not always (figure 2.11). As Figure
35.2 shows, inattention to the invisible properties of objects, such as heat, electricity, and
chemical reactions, produces a lack of attention to hazards that necessitates daily, onsite supervision (see also Allen, 1985, figure 2). A limited capacity for learning is present
(learning to put glue bottles away),
but learning does not generalize
to other environments or activities
(putting the glue away in the
room across the hall or putting away
in general) (Allen, 1985, figure 3).
Training is the term used to describe
a limited capacity for learning that
is situation specific; training does
not generalize to other activities or
environments (see Figure 35.3).
Trained actions must be repeated
many times, and many reminders
are usually required before consistency is achieved.
At Level 3, tactile cues are assoFigure 35.2. Unnoticed safety hazards.
ciated with manual actions, produc- Note. Hazards that may not be noticed by the person with Level 4
ing an interesting result. Purpose is cognitive deficits can lead to accidents or injuries.
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a chance state of interest in an
immediate action. Actions are frequently repetitive and often seem
inappropriate, pointless, or destructive to others (Allen, 1985, figure
2.6). Therapists must guide the
patient’s actions if a project is to be
made (Allen, 1985, figure 3.6). At
the end of the project, the patient
may express surprise in seeing
that he or she has made something.
Long-term repetitive training is the
term used to describe the ability to
acquire a limited awareness of routine activities that are initiated, sustained, and/or terminated by care
givers. Twenty-four-hour supervision is advised.
Figure 35.3. A specific setting for training.
At Level 2, proprioceptive cues
Note. For persons with Level 4 cognitive deficits, training is situaare related to postural actions to
tion specific and does not generalize to other settings.
produce a sense of comfort or discomfort. The purpose is to produce or maintain a state of physical comfort. Postural actions
can take on bizarre qualities (Allen, 1985, figure 2.4). Material objects in the external environment are largely ignored, but cooperation in doing some gross motor activities can usually be elicited (Allen, 1985, figure 2.5). Discernment is the term used to describe a limited
ability to perceive the external environment and to recognize the external as separate or different from the self. Instructions in the use of neuromuscular functions are poorly followed
and may be actively resisted. Twenty-four-hour nursing care is advised.
At Level 1, the person is conscious, but hardly aware of anything. Some cooperation
with vital tasks, such as eating and drinking, can be obtained by using sharp commands.
The command seems to have a subliminal registration that can be associated with an automatic action, and the purpose obtained is a temporal change in the state of arousal. Arousal
is the term used to describe a limited ability to respond to external cues. Without external
cues from care givers, the person stares into space, or, if agitated, engages in random
actions. The distinction between the self and the external environment is blurred (Allen,
1982, 1985; Allen & Allen, 1987). Training is usually impossible or impractical and 24-hour
nursing care is necessary.
The thoughts that guide purposeful actions are formed by associating a sensory cue with
a motor action. The quality of thought is described by the mediating sensorimotor associations, and the assessment is an inference, drawn by the therapist, about what is going on in
the patient’s mind. The severity of the disability is observed while the person is in the process
of doing an activity.
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To evaluate the cognitive complexity of an activity, the same sensory cues and motor
actions are used. Activity with mosiac tiles provides a good illustration: Manual actions and
tactile cues are used to place tiles in a disorderly fashion at Level 3; compliance with visual
cues and goal-directed actions required to do a checkerboard pattern occurs at Level 4; experimentation with colors and spacing can be explored to produce a diagonal pattern at Level 5;
and a design of one’s own can be imagined and planned at Level 6 (Allen, 1985, figure 3.12).
The same patterns are apparent in a kind of needlepoint called “bargello” and in stringing
beads (Allen, 1985, figure 10.8). Qualitative differences in the cognitive complexity of the
activity can be objectively described and this information can be used to select activities that
are appropriate for the individual’s current cognitive ability.
If your patients are all functioning at Level 6, the notion that voluntary motor actions
are mediated by sensorimotor associations is not critically important to the delivery of
your services. But you should be aware of some terms that often indicate the presence of
an undetected cognitive disability: uncooperative, resistive, dependent, passive, manipulative,
engaging in secondary gain, intrusive, egocentric, unrealistic, unmotivated, or not ready for rehabilitation. These terms all connotate a tendency to blame the patient for the presence of a
cognitive disability. Obviously, this is unfair. What the patient will and will not do is based
on the patient’s ability to associate the sensory cues and motor actions that form a purpose.
To put it simply, it is not that they won’t; they can’t. Therapists need to evaluate for a possible cognitive disability, and when a disability is detected, the difference between “won’t”
and “can’t” needs to be explained to other care givers and the patient’s family.
A definition of therapeutic activities can be suggested by combining the elements of disability, activity, and purpose. Therapeutic activities are used to evaluate and compensate for
disabilities while recognizing the patient’s functional purpose and reducing difficulties
encountered in the activity.

Hierarchy for Activity Analysis
With a general definition of therapeutic activities in place, our attention can shift to developing the concept of activity as an explanatory principle. Activity as an explanatory principle is analogous to a reorganization of the supplies kept in the occupational therapy
clinic. Over the years there has been a fair amount of disagreement about the supplies that
ought to be kept in the clinic: crafts, prevocational equipment, activities of daily living,
splints. There have been many recommendations to get rid of this or that activity. When
it comes to activity analysis I will not recommend getting rid of anything, but I did reorganize the place.
Leontyev’s (1978) hierarchy of activity analysis will be used, with modifications required
to explain results produced by people with disabilities. Three levels of activity analysis are
suggested: activities, actions, and operations. First, I will give an overview of Leontyev’s hierarchy to provide a general impression; and, then, I will go back and define the terms for occupational therapy. Leontyev’s levels are helpful in delineating how various occupational
therapy theories have focused on different aspects of activity.
403

A P ROFESSIONAL L EGACY

At the top of the hierarchy, activities tell us why something is done and give us the associated motivational concepts of personal sense and meaning. Occupational behavior/human
occupation focuses on this level of analysis. Actions tell us what is done and give us the associated results. Sensory integration and cognitive disabilities focus on this level of analysis.
Operations tell us how, when, and where something is done and give us the associated means
and conditions. Physical disabilities focus on this level of analysis. Operations and actions are
separated for theoretical and research purposes, but in real life, they are usually combined;
task refers to their combination (Cole & Cole, 1979; Leontyev, 1978; Lyons, 1983; Wertsch,
1979, 1985).
Authors of papers, books, and research proposals have a tendency to emphasize one
level of analysis over another. Authors need a selected emphasis because the subject matter of human activity is too vast to be managed all at once. When engaged in knowledge
development, a selected focus of study is essential. Authors of research designs, treatment
techniques, and theories must be granted the freedom to do an in-depth study at one level
of analysis. Clinicians, on the other hand, cannot be granted that freedom because, in practice, clinicians must have answers to all of the questions posed by the levels of analysis: the
how, when, where of operations; the what of actions; and the why of activities. Clinicians frequently draw from the work of several authors in identifying potential answers to those
questions.
Occupational therapists start service delivery by evaluating the operations that the patient
can and cannot do. Therefore, I have turned the Soviet psychology hierarchy upside down and
have added key adjectives to modify the nouns. I am now talking about feasible operations, satisfactory results (the term results has replaced the term actions), and desirable activities. These
changes have been made to clarify occupational therapy concerns.

Feasible Operations
Operations identify the specific circumstances: the means of carrying out the action and the
condition in which the action is done (Leontyev, 1978). At the level of operations, the focus
is on the steps required to produce a product. The materials, instruments, and tools used are
considered, including the adapted equipment required by the disabled patient. The level of
operations is the most specific level of activity analysis.
Experienced therapists have a huge amount of knowledge about the operations of disabled people, but this knowledge is not documented in the occupational therapy literature.
This gap in the literature may explain the continued requirements for fieldwork experiences,
and a major obstacle to filling in this gap resides in developing a typology to organize the
information. During the last year, some progress in the development of a typology has been
made (personal communication with M. Brinson, L. Cargill, M. A. Mayer, and E. L. Stone,
November 1986).
Feasible operations answer three kinds of questions: how, when, and where. The question of how includes answers for how much pressure, strength, coordination, frequency, fluid
measure, liquid measure, and number of objects required to do the activity. The question of
when includes timing decisions about duration, sequence, and endurance. The question of
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where provides answers for range of motion, part/whole arrangements, sorting and bundling
by classifying objects, and directionality, as in sanding with the grain of the wood.
Therapists evaluate the functional severity of disabilities while the patient is in the
process of performing an operation. With physical disabilities, the patient may not have the
neuromuscular strength, range of motion, or coordination to do the operation successfully.
With cognitive disabilities, the patient may not form the sensorimotor judgments required
to determine how much, how long, or where to put something. Therapists evaluate the
patient’s assets and limitations through observations of operations with the ultimate objective of identifying feasible operations. Feasible operations delineate the neuromuscular and
sensorimotor characteristics of the activity in which successful performance can occur.
A review of the occupational therapy literature did not reveal any typologies resembling
the categories for feasible operations; it can therefore be concluded that this is a new
approach to activity analysis. The original reason for developing the typology was to
increase the accuracy of interpreting the process of doing an operation. What is emerging
is a different approach to evaluation. The identification of feasible operations starts by
analyzing the activity and then looking to see if the patient can do it. Most occupational therapy evaluations work the other way around: first the therapist evaluates the patient; and,
then, the therapist looks for an activity. While the outcome of a different approach is still
uncertain, two optimistic objectives are being considered: one, to increase the reliability and
validity of the therapist’s interpretations of feasible operations, and two, to develop a shorter,
and therefore more efficient, comprehensive evaluation checklist of potential operations.

Satisfactory Results
Once feasible operations have been identified, those operations can be organized into satisfactory results. A number of departures from Leontyev’s description of actions are necessitated by the focus on disability and the identification of purpose as a mediator. As mentioned
above, a distinction will be made between the patient’s purpose for doing an action and the
results of that action. To do this, a typology of efficient actions developed by Kotarbinski
(1965) will be used to define results.
Purposeful actions produce a result. The effects of motor actions are events, and it is these
events that therapists use to determine competence. The effect, or result, is always a change
in something or a state of something. The advantage of focusing on results is that results can
be objectively described and used to develop standards of performance. Historically, the separation between standards of performance and the value judgments of the therapist has been
difficult to make. Therapists need standards of performance that can be used in any geographical area, and across diagnostic categories, to describe a disabled person’s ability to produce a satisfactory result.
Four types of results have been defined by Kotarbinski (1965): constructive, destructive,
preservative, and preventative. Constructive and destructive results are permanent in the
sense that an object is changed from the initial stage to the final stage. Constructive and
destructive results are observed after the patient has completed the process of making something or doing something.
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A constructive result adds a property to an object, and a destructive result subtracts a
property from an object. Constructive results include attaching objects (nailing, tying, gluing, and sewing), covering surfaces (spreading, wiping, painting, staining, and soaping),
and combining objects (blending and stirring). The term destructive is a departure from
common usage, but the clear differentiation between terms provided by subtracting a property justifies the departure. Destructive results include removing surface elements (sanding,
filing, and polishing), reducing size (slicing, cutting, and shaving), altering form or shape
(pressing, hitting, punching, and rolling). Most arts and crafts, as well as the activities of
daily living and prevocational tasks, produce constructive or destructive results. Standards
of performance in producing satisfactory results in these areas would help therapists make
recommendations concerning the patient’s ability to function in settings outside of the
occupational therapy clinic.
There is a relationship between feasible operations and satisfactory results that can be
illustrated as follows: Unsatisfactory sanding may be explained by problems with pressure,
strength, rate, duration, endurance, or directionality. During an assessment process, the
therapist’s goal is to pinpoint the problem so that the operational barrier can be removed
if possible.
At the time of discharge, therapists are often asked to predict the patient’s ability
to function in various community settings. Most of the concerns about a disabled person’s ability to function in the community center around preventative and preservative
results. Preventative and preservative results protect an object from unwanted change.
Preventative and preservative results identify the basic requirements for safe living in the
community.
Preventative results avoid a change in the property of an object from the beginning to
the end of a period of time. Potential injuries to the self that need to be prevented include
cuts, burns, falls, malnutrition, obesity, electric shocks, poisoning, medical complications,
noncompliance with treatment, and allergic reactions. Potential damages to objects include
spoilage, infestation, thefts, loss of money, the giving away of objects, hoarding, loss of an
object of great value, or damages caused by stains, breakage, and fires. Annoyances to oneself
and others include getting lost, misplacing objects, forgetting messages, leaving a mess, being
involved in minor traffic accidents or violations, preparing food poorly, having body odors
or an odd/dirty appearance, and getting bruises.
Preservative results maintain the properties of objects. Physical safety includes maintaining body temperature, weight, fluids, cleanliness, and emergency communications. Security from harm includes protecting furniture, clothing, utilities, appliances, and other
housewares.
Preservative and preventative results require the anticipation of a need to protect or
shield material objects and people from undesirable changes. Anticipation occurs at cognitive Level 6, but anticipation does not occur at the lower cognitive levels. A disabled person’s
inability to anticipate undesirable changes may be a major factor in discharge planning. Disabled people who do not recognize the need to engage in preventative and preservative results
require protection in the community.
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The contrast between the actions associated with constructive and destructive results,
versus preventative and preservative results, is striking. The differences probably explain the
difficulties therapists have in generalizing from clinical observations, where accidents,
injuries, and damage must be minimized, to community functioning. Some of the gap might
be bridged by focusing the therapist’s observations on the patient’s anticipation of, the
response to, minor errors and mistakes that can be observed in clinical settings. A patient’s
purpose can produce an intentional or unintentional result; observations of responses to
unintentional results may be helpful in predicting community functioning.
An overview of some distinctions between terms may be helpful. This classification
of results is restricted to a process of changing an object or the state of that object. The
agent of the action is a patient. The patient’s purpose may produce intentional or unintentional results. The term product is used to describe the physical object; a product begins
to exist when the result has been achieved. Prior to the achievement of the result, physical objects are referred to as materials. Instruments, tools, and supplies are external substances used during the process of transmitting power or pressure (Kotarbinski, 1965). The
analysis of the efficient use of materials, instruments, or tools occurs at the level of operations. The intended product serves as a standard for evaluating the quality of the finished product.
In our clinics, the sample of the project can serve as a standard of performance. The sample is the intended result. To use the sample as a standard, the expectation that the disabled
person produce a replica must be explicitly stated. This may be achieved by asking the patient
if he or she can make the project look like the sample. The directions given and the questions
asked during the process of producing the result influence the quality of the final product.
Defining the problem that will explain unsatisfactory results cannot be done accurately
by looking at the results. Usually, there are several possible explanations for an unsatisfactory
result. Accuracy is derived from observing the process of doing the activity at the level of operations. Questions asked and directions given by therapists are directed toward evaluating the
problem and removing operational barriers. The therapist’s perspective tends to emphasize
operations. In contrast, family members, employers, and other health professionals tend to
emphasize results. Therapists explain unsatisfactory results to other care givers by precisely
defining the underlying operations that produced the results.

Desirable Activities
One of the merits of Soviet psychology is the recognition that desirable activities are derived
from existing social conditions (Wertsch, 1979, 1985). Individual human activity is not simply a matter of personal choice and interest but is derived from a person’s status in society
and depends on social and historical conditions. For example, watching football as a leisure
time activity is not only based on a person’s interest in football but also depends on the availability of television sets and satellites. To extend this analogy, the availability of advanced
technology has caused computers to be used in occupational therapy treatments.
Disabilities seen by therapists are often associated with seemingly deep and dramatic
reductions in a person’s social condition. The psychological adjustment to disability must
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extend beyond the individual’s choices and interests; reorientation requires a restructuring
of the patient’s social relationships so that the patient can perform feasible operations and
produce satisfactory results. In essence, many of the disabled people seen by therapists need
assistance in objectively assessing their situation and determining a role within the available
social conditions.
Finding an acceptable role is facilitated when people generate their own desires. Desirable activities have two effects: They create a personal sense or recognition of the disability
in the patient and they reveal the social meaning of the implications of the disability to the
patient. Personal sense as perceived by the individual is created during the process of doing
an activity and after it is completed. Relevant cultural norms are added to a personal sense
and clarify the meaning of a disability (Leontyev, 1978).
For evaluation purposes, therapists distinguish between assets, limitations, capacity,
competence, and prognosis. These distinctions are often carried over into recommended
treatment methods. The development of the patient’s personal sense of the disability does
not seem to include these distinctions. Assets and limitations, for example, are combined
when patients learn to feed themselves while wearing a splint or move while in a wheelchair. It is more troublesome when cognitively disabled persons fail to recognize the presence of a disability. People functioning at Level 3 often fail to recognize a blatantly
unsatisfactory result, such as a picture that is upside down. At Level 4, the unsatisfactory
result may be recognized in a particular project, but the patient is unable to interpret the
social meaning of slow performance or the social implications of insisting on idiosyncratic
results. At Level 5, the social ramifications of ignoring established standards of performance
may not be anticipated.
Because therapists use activity as a treatment method, they are in a position to see the
social meaning of a disability and witness the formation of a personal sense of the disability.
The tragedy is apparent. The social meaning of a disability frequently is that activities usually
taken for granted are beyond the reach of the disabled person. The harsh reality is that the
usual range of desirable activities is severely limited. Few feasible operations may be available,
with few desirable activities. Those that are feasible may be rejected by patients, families, and
society. Therapists use a tremendous amount of ingenuity to find desirable activities. They
often succeed by looking for feasible operations and by making adjustments in the standards
for satisfactory results, in the hope of coming up with an activity both legal and desirable. For
these reasons, we cannot afford to discard any of our clinical supplies.

Treatment Hypothesis
Now it is time to see how all of these definitions look in practice, to begin to put some muscles on the bones of this skeleton and see what begins to emerge. If the terms are helpful, they
should clarify our explanation for using activity as a treatment method with populations for
whom treatment objectives are difficult to write.
For many years, therapists have used the remedial treatment hypothesis to explain the
effectiveness of their treatment methods—which is [that] doing an activity produces an
improvement in the patient’s ability to function. An improvement in the patient’s capacity
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was the required criterion for evaluating treatment effectiveness. Improved capacity is an
acute, medical model treatment hypothesis that reflects years of hospital-based services.
The need to expand the treatment hypothesis seems to be more essential in some areas
of practice than in others. Therapists working with hand injuries, for example, can rely on
the remedial hypothesis because hand injuries have a good prognosis for an improvement in
capacity. In addition, the simple cause-and-effect relationship between doing an activity and
improving functional ability is relatively easy to document when changes in muscles and
nerves are expected. When changes in capacity cannot be expected or cannot be explained
by engaging in therapeutic activities, additional treatment objectives are required.
In recent years, problems with the remedial treatment hypothesis have been identified;
one major difficulty lies in the need to recognize a poor prognosis. Another difficulty lies in
the need to recognize alternative explanations besides therapeutic activities for a good prognosis. Progress in addressing these problems has been made by adopting position papers
describing the roles and functions of occupational therapy in long-term care and with
severely disabled persons (Rogers, 1983; Sabari, 1983). Treatment dilemmas continue to exist
and will be examined to clarify the use of activity as a treatment method.
Three treatment dilemmas that require reformulation of treatment objectives can be
identified. First, some acute disease processes have a good prognosis but have alternative
explanations for improvement (i.e., medication effects, the natural healing process, and normal growth and development). Alternative explanations suggest that other factors, besides
activity, account for improvement in capacity (Allen, 1982, 1985). The nagging question,
implicit in the recognition of other causes of change is, if other factors produce the improvement in capabilities, why use activities as a treatment method? Diagnostic categories affected
by this question include primary affective disorders, anxiety disorders, substance abuse, all
pediatric conditions, head trauma, and cerebral vascular accidents. Studies of a change in
capacity with these populations require a control group of people who are not receiving treatment aimed at changing capacity.
Second, some disease processes (e.g., Alzheimer’s) that are characterized by a progressive
loss of capabilities require a recognition of the loss and a realistic statement of what can and
cannot be done. Third, the persistent limitations, such as those present with spinal cord
injuries and schizophrenic disorders, require a recognition of the lack of medical knowledge
to correct the disability and a realistic statement of what can and cannot be done to ease the
difficulty of living with the disability. Additionally, long-lasting disabilities require criteria for
terminating occupational therapy services. To demonstrate treatment effectiveness with these
three populations, which constitute the majority of the patients seen by therapists, greater
precision in explaining the importance of activity is required.

Alternative Explanations
The diagnostic category that I have selected to illustrate alternative explanations for improved
capabilities is primary affective disorder. The prognosis is a return to normal functioning
(Goodwin & Guze, 1985). The antidepressants improve the patient’s functional abilities, and
the degree of improvement can be described by using the cognitive levels as a repeated
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measure: Typically patients move from Level 4 (gravely disabled at admission) to Level 6 (a
return to a normal level of function at discharge). With acute depressive episodes, activities
can be used as an objective appraisal of medical interventions, answering such questions as,
Are the medications working? Is the patient ready to be discharged yet? Can a longer stay be
justified for utilization review? Can the patient protect her children from harm? Can the
patient go back to work yet? When observations of activities are used to answer these questions, the need for reliable and valid evaluations becomes intense. Alternative explanations
for changes in capacity suggest a need for precise evaluations.
The cognitive levels are being used as a repeated measure at different times of day and
with many different activities. A therapist may be asked to make qualitative comparisons
between polishing fingernails, sewing a pot holder, and typing a letter. The comparisons
require precise definitions of task equivalence, a degree of specification known only to therapists with years of experience. With the typologies for feasible operations and satisfactory
results, we hope to make the information available to new therapists. In doing so, we will
need to develop a degree of specification in our literature that has been lacking. Specification
has not been very popular in American occupational therapy; it is often ridiculed with labels
such as the “cookbook approach.” I think it is time to change that attitude. Accuracy, objectivity, and measures of change in capacity that may be influenced by other factors all require
specification. It is time to become more accountable for what we evaluate and more responsible for what we recommend. Further refinements in activity analysis may help us sharpen
our evaluation procedures and clarify the influence that other factors have on changes in
capacity and community support.

Lifelong Disability
The use of activity to treat people with lifelong disabilities requires another perspective. The
psychiatric diagnosis commonly associated with this prognosis is a schizophrenic disorder,
but the recognition of the longevity of the problem is relatively recent (Mechanic, 1986).
Because of the ambiguities and controversies surrounding the long-term care of patients with
schizophrenic disorders, the value of activity as a treatment method is not clearly defined. I
often find it helpful to examine the physical disabilities literature when rehabilitation for
mental disorders is unclear. In this case, I selected spinal cord injuries; moving back and forth
between physical and cognitive disabilities often helps gain perspective.
One statement in the spinal cord injury literature came as a surprise to me, namely, that
the rehabilitation of spinal cord injury focuses on ADL and mobility. Our professional ideal
suggests that therapists would go beyond the content of ADL. A further examination of the
spinal cord literature revealed the limitations in therapist’s current capacities to deal with this
disorder. A lot of information delineating an association between level of lesion and enervated muscles is available. Guidelines for probable associations between level of lesion and
ADL also exist (De Jong, Branch, & Corcoraw, 1984; Delgado, 1982; Rogers & Figone, 1979;
Wilson, McKenzie, & Barber, 1974). Guidelines for other activities do not exist. The literature
does not provide information that would help the therapist suggest other feasible operations
and satisfactory results.
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At this point, clinical experience seems to be essential to determine whether an operation is feasible for the patient with spinal cord injuries. That experience should be put to
work to develop a list of feasible operations associated with levels of lesion. With such a
list, therapists could evaluate any activity that might be desirable to a patient. In addition,
the list of feasible operations should guide the therapist in reducing, or even better, eliminating operational barriers that impede satisfactory results. Used in this manner, activity
analysis verifies the basic knowledge therapists need to facilitate engagement in desirable
activities.
In examining the adjustment to spinal cord injury, Trieschmann (1980) suggested that
the content of rehabilitation programs needs to be expanded to consider a “reason for getting out of bed in the morning.” She was able to clarify this further by identifying the following three areas of functioning associated with a successful life:
• The prevention of medical complications and the utilization of activity of daily living
and mobility skills.
• The maintenance of a stable living environment, including the social skills required to
put nondisabled people at ease.
• The engagement in productive activity which is flexibly defined as vocational, avocational, educational, or voluntary.
Interviews with people who have had the disability for a long time suggest that adjustment
is lifelong, but that the need for the presence of a therapist is not lifelong. Of interest to
therapists is the fact that the people with spinal cord injuries who are the most productive
do not express the loss in physical terms; the greatest loss is expressed as a loss in activity
(Trieschmann, 1980).
Similar views of functioning occurred when Trieschmann’s view of success was translated
into the Mission and Goal Statement (1986) for the Los Angeles County Community Support
System. Professionals, family members, and clients with severe and persistent mental disorders ratified the following summary of needs:
The abilities and disabilities of the population both require attention when identifying
needs. Problem areas for these individuals identify a need for services which prevent medical complications and promote the maintenance of a stable living environment. On the
other hand, strengths identify a need for programs that provide a personal sense of
belonging and a meaningful involvement in the community, that is, to find one’s niche
in life. (p. 2)

By listening to people with long-term disabilities, some conclusions about the value of
activity can be drawn. Activity actualizes a person’s strengths. Using their remaining abilities
provides disabled people with a sense of belonging and establishes a meaningful involvement
in the community. Activity ensures a place in life for people with lifelong disabilities.
The examination of lifelong disabilities reaffirms the human need to engage in desirable
activities. Disabilities restrict the number of options, and the therapist’s special knowledge is
required to compensate by designing feasible operations with satisfactory results. Therapists
help locate a realistic place in life but once the location is established, direct services can be
discontinued.
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Up until now, the need for special assistance has been easily recognized with physical
disabilities, but harder to explain with cognitive disabilities. At the present time, Americans are spending a great deal of money on people with lifelong psychiatric disabilities.
These people fall into a cycle of being picked up by the police, brought to the psychiatric
hospital, sent to court, discharged to the street, picked up by a psychiatric emergency
team, taken to a medical unit, discharged to a board and care, taken to a community mental health center, supported by social security insurance, moved to the street, moved to a
warmer climate, picked up by the police, and so on. A stable placement for these people
could save both anguish and money. Satisfying these patients’ rights by maintaining stable placements for them should be an obligation for our democratic society (Dearth,
Labenski, Mott, & Pellegrini, 1986).
To get cognitively disabled people to agree to stay in a given setting, desirable activities
must be available. Occupational therapists can design activities that these people enjoy doing
because many of them will stay if they like what they are doing. Many of these people want
a job, but we know that many of them are functioning at Level 4 and cannot learn to meet
the standards of performance set by a free enterprise system (although they can be trained to
do a specific job). Supportive employment, a rehabilitation concept for people with developmental disabilities, might work for the psychiatric population. Supportive employment is
lifelong and takes place in a real job setting under supervision. The therapist’s knowledge of
all three levels of activity analysis would be extremely helpful in training people in supportive employment: The job will have to be desirable to keep the cognitively disabled person
there; the results will have to be satisfactory from the company’s perspective; and the therapist will have to design a training program that uses feasible operations.

Progressive Decline
The value of activity in disorders characterized by progressive decline in capabilities requires
a realistic appraisal of a tragic situation. With the dementias, such as Alzheimer’s disease, the
professional ideal is to help the patients use their remaining abilities for as long as possible.
Activities that retain their feasibility the longest are those that the patients engaged in most
frequently in the past; thus, a history of previous interests and participation is helpful. As the
dementia progresses, there is a corresponding reduction in the cognitive level and satisfactory results.
The timing of restricted access to activities that the patient enjoys poses difficult questions: When should the patient stop driving, stop living alone, stop taking walks around the
neighborhood, stop working in the kitchen, and stop using the bathroom alone, and when
should the patient go to a nursing home? The discontinuation of activities is based on an
assessment of potential hazards. When identifying undesirable results (i.e., results to be prevented) and desirable results (i.e., results to work for) a list of potential hazards and concerns
relevant to the patient’s preferred life-style must be prepared. A favored selection in our clinic
is the preparation of macaroni and cheese because we can observe patients’ ability to exercise
safety in handling boiling water and hot food as well as to correctly time the cooking process,
remember to turn off the stove, and to clean afterwards.
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Progressive decline illustrates a primary emphasis on desirable and undesirable
results. Compensatory treatment aims at recommending the associated community support required by the severity of the disability. The increased number of disabled people
in the population as a whole suggests an increased demand for this aspect of occupational
therapy services.

Suggested Treatment Hypothesis
I am summarizing this lecture by taking the philosophical concepts and making them simple once again. This is analogous to leaving the occupational therapy clinic and explaining
the value of activity to other professionals and the general public. From the examination of
the patient populations a refined treatment hypothesis can be suggested: Therapeutic activity compensates for disability by utilizing remaining capabilities to accomplish desirable
activities with satisfactory results.
Occupational therapy is a service delivered to disabled people. Service delivery supports
the use of remaining capabilities by minimizing operational barriers that, if left unattended,
would impede the achievement of satisfactory results. Inactivity, or unsupervised activity,
tends to exacerbate medical complications and produce additional injuries and/or disabilities not inherent in the underlying illness.
Desirable activities provide a sense of belonging and a meaningful involvement in the
community. It is true that activity is valued by all people, but activity is especially important
to disabled people because their opportunity to engage in successful activity is limited. That
is why occupational therapists have always used activity as a treatment method, and why we
will continue to do so.
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