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Abstract 
Background. Within professional and practice knowledge there are many assump-
tions about disability that underpin occupational therapy philosophy. Purpose. 
The objectives of this paper are to (a) critically examine how disability has been con-
structed in mainstream society by introducing perspectives from contemporary dis-
ability studies theories, and (b) apply a critically reflexive lens informed by disability 
studies perspectives to occupational therapy practice. Key Issues. Drawing upon 
critical disability perspectives, notions of “nondisabled” versus “disabled”; metanar-
ratives of disability; built environments and social structures; and social and attitu-
dinal constructions of disability and identity are examined. Key issues pertaining to 
rehabilitation, norms, client-centred practice, language, and education within oc-
cupational therapy are discussed. Implications. This critically reflexive examination 
has revealed the ways in which occupational therapy and society at large are em-
bedded in discourses that may reinforce negative connotations around disability. A 
renewed understanding of disability may challenge current practices.

Abrégé
Description. Les connaissances professionnelles et les connaissances sur la pratique 
en ergothérapie sont basées sur de nombreuses suppositions sur le handicap, qui 
sous-tendent la philosophie de l’ergothérapie. But. Les objectifs de cet article sont  (a) 
d’examiner de manière critique comment le handicap a été construit dans la société 
en général, en présentant les perspectives de théories contemporaines sur le handi-
cap et (b) de porter un regard critique et réflexif sur la pratique de l’ergothérapie, qui 
est éclairé par les perspectives des études sur le handicap. Questions clés. À partir 
des perspectives critiques sur le handicap, les auteurs examinent les notions suivantes :  
« non handicapé » par opposition à « handicapé »; méta-narrations sur le handicap; 
environnements construits et structures sociales; et constructions sociales et com-
portementales du handicap et de l’identité. Les questions clés associées à la réadap-
tation, aux normes, à la pratique centrée sur le client, au langage et à l’enseignement 
en ergothérapie font l’objet d’une discussion. Conséquences. Cet examen critique 
et réflexif a permis de mettre en relief le fait que l’ergothérapie et la société au sens 
large sont enfouies dans des discours qui sont susceptibles de renforcer les conno-
tations négatives sur le handicap. Une façon renouvelée de concevoir le handicap 
pourrait entraîner une remise en question des pratiques actuelles.
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One of the primary goals of occupational therapy is to enable occupational 
engagement among people with disabilities. Within professional practice 
knowledge, there are many explicit and implicit assumptions about dis-

ability that underpin occupational therapy philosophy and define disability in a 
particular way. Disability is a foundational construct that lies beneath the surface 
of occupational therapy practices and tends not to be questioned by professionals 
in the discipline. Occupational therapy scholars such as Karen Whalley Hammell 
(2006) and Gary Kielhofner (2004) write about disability studies, asking occu-
pational therapists to consider the critiques of rehabilitation in relation to occu-
pational therapy practice. Applying this work to practice, I have embarked on a 
critically reflexive journey using a disability studies lens to begin to critique some 
of the implicit and explicit assumptions and pre-understandings in occupational 
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tices in occupational therapy. The objectives of this paper are 
(a) to critically examine how disability has been constructed in 
mainstream society by introducing perspectives from contem-
porary disability studies theories, and (b) to apply a critically 
reflexive lens to occupational therapy practice. 

Emerging Perspectives  
on Disability

“Much, but perhaps not all, of what can be socially constructed 
can be socially (and not just intellectually) deconstructed, 
given the means and the will.” (Wendell, 1996, p. 45).

An emerging body of disability studies literature, critical 
theories of disability, and feminist disability literature discuss 
the notion of disability as socially constructed. This has been 
influential in the disability movement and on the develop-
ment of new perspectives on disability (Marks, 1999). Social 
constructionist perspectives theorize disability as a social phe-
nomenon, a product of societal constraints (Burr, 2003; Oliver, 
1996; Shakespeare, 2006). 

The social model of disability, made popular by the 
Union of Physically Impaired Against Segregation (UPIAS), 
distinguishes the notion of disability from impairment, such 
that people are “disabled” by social and attitudinal barriers 
while “impairment” is the biological limitation specific to the 
individual (Oliver, 1996; Shakespeare, 2006). The terms “dis-
abled” and “impairment” and their corresponding definitions 
will be used in this paper to maintain the integrity of the schol-
arly work from which this paper draws. From this perspective, 
people are viewed as disabled only in settings and situations in 
which they are oppressed by societal structures and practices 
(Oliver, 1996; Shakespeare, 2006). This is contrary to the prem-
ise of the medical model, which has traditionally underpinned 
rehabilitation theory and practice (Hammell, 2006).  

Traditionally, the medical model situates disability and 
impairment within the individual, using the biological impair-
ment as the starting point for treatment (Williams, 2001). In 
rehabilitation professions, the focus of assessment and inter-
vention has often been on the client’s functional limitations, 
how these limitations affect activities of daily living, and how 
one might overcome his or her functional deficits in order to 
attain goals that allow one to function as close to normal as 
possible (Hammell, 2006, Williams). As an occupational ther-
apist practicing in a pediatric setting, I often questioned why 
children with disabilities were receiving rehabilitation services 
to work towards a highly subjective “norm” that they had never 
known to exist, ignoring their unique life contexts. By reflect-
ing on the differences between the biomedical model and the 
social model, I was able to understand this tension whereas 
previously it felt like a discomfort that I could not explain. 

Although many occupational therapy theories, for exam-
ple the Canadian Model of Occupational Performance and 
Engagement (Polatajko, Townsend, & Craik, 2007), encourage 
therapists to look beyond the individual and examine social, 
institutional, and environmental factors, in practice this may 
not always be the case when one is working within settings 
with limited resources and specific institutional policies and 
mandates. As a therapist, I often struggled with these tensions 

therapy theory and practice. In my own practice as an occu-
pational therapist in school health, I wrestled with tensions 
such as these, for example, with respect to handwriting and 
the expectations of normalcy (outlined by the funding agen-
cies and the school systems). As I completed my progress notes 
at the end of my sessions, observing my own “abnormal” pen-
cil grasp and my far from perfect penmanship, I felt a sense of 
unease, guilt, and almost inadequacy. Moments such as these 
initiated my critically reflexive journey and incited me to begin 
to rethink notions of disability within occupational therapy 
and within my own professional practice. Using critical reflex-
ivity, this paper begins to question taken-for-granted notions 
of disability in order to consider how we may begin to rethink 
our assumptions about disability within occupational therapy 
theory and practice.

Critical Reflexivity
“Reflexive action changes the form of the self: a reflexive prac-
tice never returns the self to the point of origin” (Sandywell, 
1996, p. xiv).

Reflexivity invites one to “turn one’s reflexive gaze on dis-
course—turning language back on itself to see the work it does 
in constituting the world” (Davies et al., 2004, p. 361). In this 
process, one begins to think critically about the world we take 
for granted. The process of reflection involves thinking about 
one’s practice during (reflecting in action) or after (reflecting 
on action) an incident has occurred (Taylor & White, 2000). 
Reflexivity involves these aspects of reflection, in addition to 
the act of interrogating one’s situatedness in society, history, 
culture, and how this may shape one’s values, morals, and 
judgments at both individual and social levels. Kinsella and 
Whiteford (2009) suggest reflexivity surpasses reflection by 
introducing a critical dimension to question the conditions 
under which knowledge claims are accepted and constructed. 
Kinsella and Whiteford recently called for critical epistemolog-
ical discussions within the discipline of occupational therapy 
in order to advance disciplinary knowledge, suggesting that it 
is more than a call. It is a responsibility. Epistemic reflexivity 
moves beyond the individual toward the social and begins to 
turn one’s reflexive gaze on the social conditions under which 
knowledge is produced within the discipline (Bourdieu & 
Wacquant, 1992).  

Critical perspectives have the potential to open new pos-
sibilities and new ways of seeing (Simon, 1992). To be critical 
is to put current ideology up to question (common values and 
assumptions), to challenge conventional social structures, and 
to initiate social action (Crotty, 2007). A critical perspective 
allows us to gain awareness of power relationships within soci-
ety and reveals the forces of hegemony and injustice (Crotty, 
2007). 

The term “critical reflexivity” will be used in this paper to 
further emphasize the necessity to examine discourse through 
a critical lens and to consider the possibility of praxis, as Freire 
(2007) defines it: reflection and action in order to transform the 
world around us. Critical reflexivity not only asks one to ques-
tion current ideology, it also encourages one to enact change. 
Critical reflexivity invites new conversations with respect to 
conceptions of disability and begins to challenge current prac-
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and symbols (such as the built environment, medical model, 
and popular media) reinforce, reproduce, and maintain these 
categories, making it difficult to cross or break down barriers. 
He suggests that dichotomizing ability and disability creates 
a fear of becoming disabled, which further marginalizes and 
oppresses people with impairments. 

Rather than accepting the nondisabled versus disabled 
dichotomy, some scholars take a more dynamic approach to 
ability and disability. From this perspective, people are viewed 
as only temporarily nondisabled, and at some point in a major-
ity of people’s lives, they may find themselves in a disability 
category (Davidson, 2006; Wendell, 1996). Wendell (2006) 
argues that if society accepted the notion that at some point 
everyone would become disabled to some degree, they would 
be more inclined to advocate for a society that provides the 
necessary resources for people of all abilities to contribute as 
full citizens.

Siebers (2006) writes that the prospect of becoming dis-
abled creates fear within society, secondary to how disability 
has been constructed; the disabled body represents the image 
of Other. This is one reason that disability has become medi-
calized; something that medical science must treat and control 
(Siebers, 2006). People with disabilities and impairments are 
often portrayed as unhealthy even though many of them could 
be described as “without illness” (Wendell, 1996). Overall, the 
medicalization of impairments locates disability within the 
individual; taking responsibility away from society and placing 
it onto the person deemed “diseased” (Morris, 2001; Siebers, 
2006; Wendell, 1996). Siebers draws attention to the merits 
of social constructionism, highlighting disability as the effect 
of an oppressive environment and advocating for advances in 
social justice rather than medicine and rehabilitation alone. 

There is an expectation that people with disabilities must 
receive rehabilitation in order to reintegrate into society. Often 
times in rehabilitation services, including occupational ther-
apy, people are given objects or devices such as wheelchairs, 
prostheses, or splints, which are seen as means to empower 
people. However, Siebers (2006) notes that this can occur 
without consideration of the reality of living with such devices. 
This is not to imply that assistive devices are not useful or that 
occupational therapists have gone wrong in any way, but that it 
is important to reflect on the meaning of such devices and the 
message they imply with respect to becoming closer to normal 
with respect to occupational patterns. 

Looking back on my own practice experiences, I think 
about the many devices or adaptations that I prescribed to 
children in school and question what implicit messages might 
have been enacted for the child I was working with, his or her 
classmates and others within his or her social networks. One 
particular incident comes to mind; I was working with a teen-
ager on handwriting. This client, very concerned, asked me, 
after we had completed a handwriting assessment requested on 
the referral, if he would be able to attend university or college 
if he did not have good handwriting. The client was proficient 
in keyboarding yet there was not enough funding within his 
private school to purchase a computer to make written com-
munication easier for him. His handwriting was not “perfect,” 
but looking at my own notes in front of me (which were barely 

when receiving referrals focused on remediating impairment 
versus looking at the broader contextual issues that could also 
potentially contribute to inhibiting clients’ participation in 
occupations. Despite shifts in occupational therapy philoso-
phy toward a more holistic model of care, at times it feels that 
we, as therapists, are still overshadowed by dominant power 
structures strongly embedded in the systems we work within.

Merits of the social model notwithstanding, there are 
some critiques worth mentioning, particularly from feminist 
perspectives. Feminist scholars, such as Crow (1996), Morris 
(2001), and Wendell (1996), discuss disability as constructed 
by society; however, they argue that the individual experi-
ence of impairment must be acknowledged. They critique the 
social model as being narrow in its focus, not acknowledging 
the impairment experience and the realities of the struggles 
individuals may face at times, such as pain, illness, and suf-
fering. Feminist perspectives advocate for social and cultural 
change to eliminate a large part of disability within society. 
However, they also recognize that there may be experiences of 
one’s impairment that cannot be “fixed” and call for the impli-
cations of one’s impairment to be recognized alongside disabil-
ity (Crow, 1996; Wendell, 1996). This insight is important to 
consider in occupational therapy, creating a dialectic between 
the individual and the social, recognizing that the social model 
has a lot to offer the profession, yet realizing that it is always 
important to recognize individual experience.

In summary, these emerging perspectives on disability 
offer opportunities for occupational therapists to examine 
their current practices from new and relevant perspectives in 
order to continue to reinvent practice in a socially responsible 
way. Using these perspectives as a frame, constructions of dis-
ability will be discussed more deeply throughout the paper.

Constructions of Disability in 
Today’s Mainstream Society

Drawing upon literature from several disability studies per-
spectives, a review of how disability has been constructed in 
dominant discourse will be discussed focusing on (a) con-
structions of “nondisabled” versus “disabled,” (b) predominant 
metanarratives and representations of disability, (c) built envi-
ronments and social structures, and (d) social and attitudinal 
constructions in light of disability and identity. 

“Nondisabled” versus “Disabled”
Society and culture have constructed the notion of “nondis-
abled” versus “disabled,” or “normal” versus “abnormal” as a 
means to make sense of our world and understand the disabled 
body (Davis, 1995, 2006; Linton, 1998; Marks, 1999). These 
categories are not fixed, as disability is culturally, socially, and 
historically situated. For example, Wendell (1996) discusses the 
pace of life as a factor that contributes to the social construc-
tion of disability. She suggests that as the pace and demands of 
society increase over time, there comes a time when more peo-
ple are excluded from the “nondisabled” category as they can 
no longer meet expectations of normal performance (Wen-
dell, 1996). Marks contends that social structures, practices, 
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overcoming the impairment, giving the false impression that 
one can defeat disability (Wendell, 2006) and also reinforcing 
negative connotations of disability. 

Morris (2001) articulates the tensions between avoiding 
and embracing the experience of impairment as is, asserting 
that it is “dangerous because to articulate any negative feelings 
about our experience of our bodies may be to play into the 
hands of those who feel that our lives are not worth living” (p. 
9). She goes on to say, “We are forced into situations of denying 
the experience of our bodies, of trying to conform to the out-
side world’s view of what it is to be a full human being” (Mor-
ris, 2001, p. 10). Morris raises concerns that “if we don’t express 
the experience of our bodies, others will do it for us. If we don’t 
confront what we need as a result of illness, pain, and chronic 
conditions that inhibit our lives, then health services and sup-
port services will continue to be run in ways that disempower 
us” (p. 11). Wendell (1996, 2006) argues that allowing the non-
disabled world to decide how disability is represented and who 
can be identified as “disabled” creates unequal power relations 
and excludes the voices of people with disabilities, which in 
turn may negatively affect their lives socially, economically, 
and psychologically.

This raises questions for occupational therapy practitio-
ners, for example: How often do professional opinions (implic-
itly or explicitly) supersede the opinions of clients in clinical 
decision making? Do contemporary occupational therapy the-
ory and practice privilege professional voices by design? Does 
the profession of occupational therapy inadvertently encour-
age “overcoming” disability or “disability heroism,” which may 
unknowingly reinforce negative connotations of disability? 
These questions are difficult to consider as a therapist. Initially, 
for me, thinking about such questions invoked feelings of hos-
tility and resistance, as they go against everything I feel I stand 
for as an occupational therapist. Yet, after deeper critical reflec-
tion, I began to realize that these questions are important to 
reflect on. Although we practice within client-centred models, 
we may be constrained by institutional structures and policies 
to act in the most client-centred way. We have been socialized 
in a society that has historically privileged the opinions of “pro-
fessionals,” which could potentially influence how decisions 
are made in practice and how disability is constructed. Notions 
of “overcoming” disability are inherently present within reha-
bilitation practices, which is problematic when thinking about 
perpetuation of negative connotations of disability. As hard as 
it is to question the foundations of our profession, it is with 
these questions and answers that we can begin to work towards 
becoming more socially responsible practitioners. 

Built Environment and Social Structures
The built environment inevitably shapes the notion of disabil-
ity as its structures inherently able or disable participation. 
Designers and architects are often nondisabled males who 
fail to consider accessibility of bodies that are different from 
the paradigmatic norm (young, male, fit/ideally shaped, and 
nondisabled) (Wendell, 1996). Aesthetics are are given prior-
ity over accessibility, and it is frequently assumed that bodies 
will conform to structures instead of structures conforming to 
bodies (Marks, 1999; Wendell, 1996). On the other hand, when 

legible in comparison) I found it hard to justify putting the 
client through such distress for something that seemed so triv-
ial in the moment. Allowing him to see my handwriting and 
talking about my experience in postsecondary school, he was 
surprised and relieved that he still would be able to pursue his 
dreams despite what his handwriting looked like. This critical 
incident incited me to question norms set by society, specifi-
cally within education and occupational therapy contexts. 

Finally, some scholars, for example Lennard Davis (1995, 
2006), believe that there should be more emphasis on the con-
struction of normalcy versus the construction of disability. 
Davis calls our attention to the fact that the concept of a “norm” 
implies that the majority of the population falls under the arch 
of a standard bell-shaped curve and those with disabilities are 
deviations to the norm. It is important to consider the context 
in which such norms have been constructed, as they are also 
situated in a particular historical and temporal period. I can 
recall an instance in practice when I conducted a gross-motor 
assessment with a child in kindergarten. The assessment sug-
gested that the child was well below expectations of same-aged 
peers; however, the child’s teacher reported that the child’s per-
formance was comparable to others in the class. After clinical 
observation of the child in class and at recess, I agreed with 
the teacher. There could be a variety of explanations for this, 
but, most important, I began to question whether such norms 
matched this specific context and, if perhaps, broader social 
factors were in play for this new generation. 

The notion of normality has become, in Davis’ view, 
hegemonic, such that the predominant view of the dominant 
group is seen as “natural” and universal for all, although it 
may actually be seen as a form of oppression for those outside 
of that dominant group. In addition, the notion of disability 
has also become, in Hammell’s (2006) view, hegemonic as it 
“equates impairment with helplessness, dependency, loss, trag-
edy, incompetence, inadequacy and deviancy” (p. 76). Davis 
(2006) asserts that developing a consciousness of disability 
issues involves the task of reversing the hegemony of normality 
and taking on alternative ways of thinking about “the abnor-
mal.” This is a challenging task, but one that may be beneficial 
for occupational therapists to consider in theory and practice. 

Metanarratives of Disability: Whose Voice  
is Represented?
Although disability is frequently perceived as something to 
be feared and avoided, it is often represented differently, in a 
way that reinforces the need to become as close to “normal” 
as possible. Disability is often portrayed in popular media as 
appearing a particular way and is constructed by “nondis-
abled” individuals. Most often disability is represented by the 
image of “a young man in a wheelchair who is fit, never ill, 
and whose needs concern a physically accessible environment” 
(Morris, 2001, p. 9). Hutchinson and Kleiber (2000) view this 
image as one of heroic masculinity, implying that with “aggres-
sive action and stoic perseverance in the face of overwhelming 
challenge” (p. 43), one can regain identity lost through the dis-
ability experience. These “disabled heroes” are readily accepted 
by nondisabled society because they speak to the possibility of 
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labeled as disabled in society is often stigmatizing and oppres-
sive) (Wendell, 1996). For many people with disabilities, their 
identities are constructed within a society in which they have 
often been excluded because they have been seen as deviants 
from the “norm” (Swain & Cameron, 1999). For this reason, 
many people avoid a social identity of being disabled or having 
a disability, and this can translate into a form of self-oppression 
(Swain & Cameron, 1999). Goffman (1968), an American soci-
ologist, writes about both “inborn stigma” (for those born with 
disabilities) and “acquired stigma” (for those who acquire  dis-
abilities later in life). Goffman explains that those who are born 
with disabilities are either taught what to expect from society 
early on or are protected from society’s notions of normality 
and normal identity. Those who acquire disability later in life 
must re-negotiate their identities. In both cases identities can 
be “spoiled” by stigmatization, and people with visible or non-
visible disabilities attempt to manage their spoiled identities 
through different strategies when encountering social interac-
tions. For example, those with visible disabilities may focus on 
recovering their identities as “normal” and those with nonvis-
ible disabilities may focus on whether or not they choose to 
disclose the extent of their disabilities (Goffman, 1968). 

Even though many people would rather avoid the social 
stigma that is attached to having a disability, in many cases 
without such diagnosis or identity one may not receive many 
of the services needed (Wendell, 1996). Without such services, 
people with disabilities may not be able to participate in and 
contribute to society as they rightfully should be able to. I wit-
nessed this tension often in practice as parents wrestled with 
the pros and cons of receiving a diagnosis for their child. The 
pressure to obtain a diagnosis was great because without one 
the opportunity for services diminished. In addition, parents 
wrestled with decisions of whether or not to reveal the diag-
nosis to his or her child in fear of “labeling” them and separat-
ing them from their peers. Reflecting on my experience as a 
therapist, tensions arise when a child does not understand why 
he or she needs to see an occupational therapist at school and 
their classmates do not. This can result in confusion and frus-
tration and, in some cases, resistance. This contributes to the 
complexity of constructing identities for persons living with 
disabilities. 

Finally, children with disabilities may have different 
experiences forming identities. Literature has shown that chil-
dren tend to focus on “sameness” with other children, which 
may be attributed to the avoidance of the negative experiences 
of being excluded by their peers and broader society (Con-
nors & Stalker, 2007). Connors and Stalker assert “impair-
ment effects, barriers to doing, and barriers to being” (p. 31) 
play a role in constructing a disabled childhood and identity, 
which may affect self-confidence and self-worth for the future. 
A dominant societal discourse illustrates childhood disability 
as personal tragedy and a place of extreme vulnerability, char-
ity, and lack of agency. These images may be reproduced with 
each social encounter that a child with a disability engages in 
(Priestly, 1999). Priestly suggests that children’s experiences of 
dominant images of disability contribute to a child’s identity 
development and to the construction of disability as a social 
concept. 

accessible environments are designed they often lack aesthetic 
appeal, instead drawing attention to difference both by visual 
and auditory make-up (for example, alarms sound when lifts 
take people up and down stairs in public places). In these 
cases, “they reinforce associations of disability as something 
which cannot be harmoniously included into the ‘able’ world” 
(Marks, 1999, p. 85). Creating “accessible” environments is 
seen as an accommodation rather than an act that facilitates 
the rights of others. In practice, as an occupational therapist 
in school health, I was called upon as a consultant when the 
school board was planning to make accessible rooms and 
washrooms. In these instances I worked with architects and 
school board representatives to suggest different options and 
adaptations to the environment. In the majority of these cases, 
the end result would be deemed “accessible” on paper; how-
ever, in reality it was not truly accessible. In the end, many of 
the subtle nuances (for example, sensor-activated lights, taps, 
dryers, etc.) were neglected, likely on the basis of cost and con-
venience. These “accommodations” did not make life for the 
children I worked with any more accessible. They continued to 
need assistance to use the toilet in the “accessible” washroom 
at school even though with the right design they would not be 
disabled in such an environment. More important, the chil-
dren or others with disabilities were not always consulted with 
respect to their needs. These environments were considered 
accessible from a nondisabled perspective.  

It has been suggested that restructuring our built world 
and implementing the concepts endorsed by universal design 
will assist in deconstructing the notion of disability (Marks, 
1999; Wendell, 1996). Universal design involves architecture 
to provide access to the built environment for people of all 
abilities (Davidson, 2006). Although universal design prom-
ises access to all, it is important to consider that some designs 
will permit access for some users but act as barriers to oth-
ers (Marks, 1999). In this sense, we cannot construct a per-
fect world, but we can do our best to design environments to 
deconstruct disability for the greatest number of people with 
diverse characteristics. In addition, Wendell (1996) recognizes 
that “disability cannot be deconstructed by consulting a few 
token disabled representatives” (p. 46.), as the experience of 
disability varies across impairments and the notion of normal-
ity is highly embedded in our culture, making it difficult to 
discern what the “problem” is —the person or society. Taking a 
more critical look at for whom our environment is built reveals 
embedded assumptions of who our culture and society deems 
as citizens (Marks, 1999). It is also equally important to look 
critically at social attitudes in deconstructing disability as the 
built environment is only one component of the complex cre-
ation of disability.

Disability and Identity: Social and  
Attitudinal Constructions
It has been suggested that the notion of disability, and accep-
tance of disability, affects a person’s perception of self and 
identity (Wendell, 1996). Perceptions of self can be both posi-
tive (identifying with others with disabilities to contribute 
to understanding one’s own experience) and negative (being 
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tion strategies towards environmental factors (physical, social, 
and institutional), they still tend to focus at an individual level. 
A critical disability studies perspective calls for interventions 
directed at socio-cultural and socio-political levels. Thera-
pists’ participation at this level would require renaming the 
role of occupational therapists and becoming a profession that 
focuses on social justice (Galheigo, 2005; Townsend & Whit-
eford, 2005). A broader understanding of disability, one that 
is explicitly focused on social justice and socio-cultural and 
socio-political issues may help occupational therapists carve 
out and articulate their niche amongst other health care profes-
sionals and align with the aims of therapists to be truly client-
centred, “that is, practice where day-by-day actions are driven 
by a vision of changing systems to serve better those who expe-
rience occupational injustices” (Townsend & Whiteford, 2005, 
p. 112). This would call for advocacy by the professional body 
for a fundamental change in what are considered to be “tradi-
tional rehabilitation settings” in occupational therapy. 

Client-centred practice is another concept that may 
require reconceptualization in light of a critically reflexive 
examination of disability. At first glance it would appear that 
client-centred practice would be the answer to the existing 
tensions between biomedical/rehabilitation perspectives and 
critical disabilities studies perspectives; yet, to an extent this 
may be misleading (Hubbard, 2004). Client-centred practice, 
as defined in our current system, locates the disability within 
the individual and places the individual at the centre of the 
model. A disability studies perspective, on the other hand, 
calls for accountability at a societal level and locates disabil-
ity within society. It is important for the profession to reflect 
on and acknowledge the ways in which an unreflective adop-
tion of the ideal of client-centred practice may unintention-
ally reinforce power structures and potentially contribute to 
forms of oppression (Hammell, 2006). As a profession, per-
haps it is time to rethink and elaborate our understandings of 
client-centred practice in a way that expands beyond a focus 
on the individual and that considers broader social struc-
tures. In addition, it is important to critically reflect, both at 
individual and epistemic levels, on notions of power as pro-
fessionals. In a recent study conducted by Mortenson and 
Dyck (2006), power relations in practice were evident at both 
interpersonal and institutional levels; however, institutional 
structures seemed to be more influential with respect to how 
occupational therapists enacted their practice. It is important 
to recognize, as Mortenson and Dyck suggest, that the health 
care system may be organized in a manner that denies true 
client-centred practice, a practice that seeks to share power 
between therapists and clients. Mortenson and Dyck call for 
more critical reflection on how client-centred practice has 
been constructed within institutional organizations. Such 
reflection could potentially allow therapists to become more 
aware of the implications of power relations in the context of 
client-centred practice from a perspective that acknowledges 
the ways in which disability may be socially constructed, per-
haps even (unintentionally) by therapists themselves. This 
may lead therapists in a direction of advocacy for institutional 
and educational change, which may appear to be daunting at 
first glance. However, in order to see change we must begin to 

In summary, discussing notions of “nondisabled” ver-
sus “disabled,” predominant metanarratives and representa-
tions of disability, built environments and social structures, 
and social and attitudinal constructions in light of disability 
and identity are just the tip of the iceberg when attempting to 
examine mainstream constructions of disability in relation to 
occupational therapy. Applying some of these ideas to current 
theories and practices will create opportunities for dialogue as 
a profession with respect to the foundations of our discipline. 

Discussion
 “Voices bespeak conditions of embodiment that most of us 
would rather forget our own vulnerability to. Listening is 
hard, but it is also a fundamental moral act; to realize the best 
potential in postmodern times requires an ethics of listening” 
(Frank, 1995, p. 25).

In light of what has been discussed thus far, it is evident 
that critical reflexivity offers generative insights with respect to 
the examination of conceptions of disability within the occu-
pational therapy profession. This discussion raises issues for 
the profession to consider with respect to constructions of dis-
ability and normalcy, both of which are embedded within the 
notion of rehabilitation. 

Rehabilitation tends to focus strongly on impairments 
and remediating or “accommodating” for such impairments. 
Kielhofner (2004) draws our attention to three significant ten-
sions between rehabilitation and disability studies perspectives 
that occupational therapists are encouraged to consider: (1) 
“Rehabilitation practices reinforce the idea that the disability is 
the disabled person’s problem”; (2) “The rehabilitation profes-
sional is cast as the expert on the disabled person’s condition, 
the implication being that the essence or meaning of disability 
is to be located in the objective descriptions of disability pro-
duced in professional classificatory and explanatory systems”; 
and (3) “Rehabilitation efforts enforce a version of normalcy 
that pressures disabled persons to fit in by appearing and 
functioning as much like nondisabled persons as possible” (p. 
241). In addition, the notion of normalcy and standardized/
nonstandardized norms is an issue to consider in occupational 
therapy. Hammell (2006) raises strong concerns regarding the 
constructions of norms within rehabilitation practices. Ham-
mell asks us to begin to think more critically about how we 
define norms such as “normal” posture, gait, and handwrit-
ing, to name a few, and how such norms reinforce professional 
power and further dichotomize the nondisabled and disabled. 
Evidence-based practice asks therapists to rely on normed 
assessment to evaluate client needs; however,we must consider 
the risks and dangers associated with planning interventions 
with the sole purpose of helping clients approximate norms 
and ask ourselves what ideologies are we perpetuating? Is this 
truly our intention? 

Although occupational therapists consider the person, 
occupation, and environment in context and are open to mak-
ing adaptations in all realms, therapists are often asked to focus 
on the person and his or her impairment, secondary to the 
demands of health care settings that prioritize the biomedi-
cal model. When occupational therapists direct their interven-
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professional identity, and it also became an “ah-ha” moment in 
which I began to understand some of the tensions that I felt as 
a therapist but could not name. Exposure to such literature and 
ideas during occupational therapy education may help to pre-
pare future therapists for tensions they may encounter in prac-
tice in addition to helping them to become more aware and 
reflexive practitioners with respect to the disability experience 
and their roles as advocates (Franits, 2005; Kielhofner, 2005). 
As Hubbard (2004) suggests, “Our future clinicians cannot see 
through a lens they do not know exists” (p. 188).

Beginning to rethink notions of disability must begin 
with the voices of individuals living with disability, disability 
activist groups, and centers of independent living. One way of 
initiating this discussion may be to introduce disability studies 
literature into the occupational therapy curriculum (Block et 
al., 2005; Hubbard, 2004). In this sense, students will begin to 
hear from disabled persons/groups and listen to their narratives 
in order to understand disability from diverse perspectives. 
This may potentially invoke critical reflexivity at a personal 
level and create dialogue that can begin to deconstruct precon-
ceived notions of disability, which have been deeply ingrained 
up until this point. Hubbard points out that curricula within 
the health professions has been developed “from the perspec-
tives of clinician, teacher, and practitioner and casts people 
with disabilities into the role of patient, client, or student” (p. 
187). This not only creates a dichotomy between persons with 
and without disabilities (Hubbard, 2004), but also reinforces 
and embeds notions of power, which casts those with disabili-
ties as being “powerless.” From an educational perspective, 
occupational therapy curriculum and fieldwork requirements 
may require more flexibility and modifications to ensure that 
people with disabilities can enroll in and successfully complete 
occupational therapy training with all of the same opportuni-
ties as their peers. This may help to break down dichotomies 
such as those between persons with and persons without dis-
abilities, service providers and the “othering” of service recipi-
ents, and professional knowledge and the lived experience of 
disability.

Linton (1998) critiques the applied fields of rehabilitation 
for their lack of attention to disabled peoples’ voices in their 
curricula. Linton asserts that “if rehabilitation professionals 
believe in self-determination for disabled people, they should 
practice what they teach by adhering to an active affirmative 
action program in their own departments; by adopting the 
books and essays of disabled people into their curricula; and 
by demanding that disabled people have an active voice in con-
ference planning and on the platform at conferences” (p. 141). 

To summarize, applying a critically reflexive lens 
informed by the perspectives of  contemporary disability stud-
ies has offered opportunities to critically examine notions of 
rehabilitation, client-centred practice, disciplinary language, 
independence, and education within occupational therapy. 
Further examination of these issues may offer generative 
understandings of core constructs that inform our practice as 
occupational therapists.

make change, even if the change begins at the micro-level and 
progresses to macro-level endeavors.

As a profession, we must also consider the language we 
adopt in our theories, models, and practice. The use of person 
first language has become routine, and it is likely unquestioned 
by most therapists, who are under the assumption that this is 
what people with disabilities want. Many disability scholars 
argue that such language further oppresses the individual, 
taking the onus off of society and placing it back onto to the 
person. Morris (2001) asserts that people with disabilities are 
“disabled” (i.e., by society), and the use of language in this way 
“describes the denial of our human rights, locates our experi-
ence of inequality as a civil rights issue, and, at the same time, 
creates a space to articulate our experience of our bodies” (p. 
2). This is not to say one way is better than the other, but to 
begin to think about what political stance we want to take as 
a profession and how that can be represented not only in our 
actions but also in our language. 

Wendell (1996) calls for notions of independence in 
rehabilitation practices to be challenged. Rehabilitation’s focus 
on independence inadvertently depicts dependence in a nega-
tive light, further reinforcing dichotomies between ability and 
disability. Some scholars draw attention to notions of inter-
dependence, recognizing the relational aspects of care and 
the reality that no one person is truly independent (Wendell, 
1996). Whiteford and Wilcock (2000) suggest that occupa-
tional therapy may benefit by adopting notions of interdepen-
dence both theoretically and pragmatically, taking into account 
the uniqueness of each client and his or her family. Hammell 
(2006) asserts that by not contesting disciplinary preoccupa-
tions on independence, we are inadvertently reinforcing ideol-
ogies of physical independence as opposed to interdependence 
and reciprocity, which may potentially be offensive to people 
with disabilities. 

Other scholars, such as Fine and Glendinning (2005), 
have explored notions of dependence, independence, interde-
pendence, care, and dependency. Although they acknowledge 
that the notion of interdependence deserves merit, they sug-
gest rethinking the meanings that underpin the terms “care” 
and “dependency,” recognizing the issues of power that perme-
ate both constructs as these terms inevitably will still be used 
in policy making and research initiatives. Both positions war-
rant further exploration within occupational therapy theory 
and practice in order to begin to challenge the predominance 
of independence within our practices as therapists. 

Perhaps the reason why many assumptions about disabil-
ity appear not to be questioned in occupational therapy stems 
from a lack of exposure to different perspectives outside of 
our profession and from the predominance of the biomedical 
discourse. Hammell (2006) observed that health care profes-
sionals have been socialized in a culture in which their ideas 
and beliefs “appear not only to be natural and self-evident 
but benevolent and beneficial” (p. 31). This is what makes the 
dominant ideology so dangerous. Without engaging in critical 
and epistemic reflexivity such ideas and beliefs remain pristine, 
unquestioned, and maintained. Reading about critical disabil-
ity studies and feminist critical disability studies is an eye-
opening experience. For me, it shook the foundations of my 
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Conclusion
“Those who authentically commit themselves to the people 
must re-examine themselves constantly” (Freire, 2007, p. 60).

Reflexivity, critical or epistemic, creates uncertainty, 
which is one reason why many object to its practice (Taylor 
& White, 2000). Taylor and White (2000) assert that denying 
uncertainty does not eliminate it; they call for professionals to 
confront uncertainty in practice in order to move forward. In 
this paper, questions and issues are raised that may create dis-
comfort for some and comfort for those already wrestling with 
these tensions. This paper was intended to do exactly that, to 
disturb some of the foundational notions of disability implicit 
and explicit in occupational therapy, and ultimately to invite 
occupational therapists to engage in discussions about these 
tensions for the advancement of our practices. A critically 
reflexive examination of notions of disability reveals how pow-
erful discourse is in naming reality and how such discourses 
may be oppressive. Bringing a disability studies lens to occu-
pational therapy literature may challenge current practices 
and merits further investigation. Naming disability in a man-
ner that is sensitive to humanity and the experience of persons 
with disability has the potential to inform models of theory 
and practice, which may enhance occupational therapy’s man-
date as a socially responsible discipline. It is acknowledged that 
this will not be an easy task as current practices are embed-
ded within powerful institutions and discourses. This critically 
reflexive examination has revealed the ways in which occupa-
tional therapy and society at large are embedded in discourses 
that may reinforce negative connotations of disability. With 
this in mind, new understandings may pose a challenge to 
occupational therapists and other health professionals as well 
as to people with disabilities who have also accepted the domi-
nant view. However, it is worth “making the familiar strange” 
to open the possibilities of making the strange familiar.

Key Messages
•	 Critical	reflexivity	invites	conversation	with	respect	to	

conceptions of disability within occupational therapy 
theory, practice, and education.

•	 Defining	disability	in	a	manner	that	is	sensitive	to	the	
experience of persons with disability has the potential 
to inform theory and practice, enhancing occupational 
therapy’s mandate as a socially responsible discipline.

•	 Bringing	 a	 disability	 studies	 lens	 to	 occupational	
therapy literature may challenge current practices and 
merits further investigation.
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This short captivating book describes the personal journey of 
Sandra MacKay diagnosed with paranoid schizophrenia at the 
age of 14 who is now in her forties.  She shares her history 
with us, describing the onset of illness and her symptoms and 
explaining how she was able to continue to “function” despite 
these symptoms for a while.  But at one point, the symptoms 
became unbearable, she could not hide them anymore and she 
was hospitalized. She talks about her hospitalization and how 

she resented her family during this period of her life. She also 
realizes how difficult that was for her family. 

We follow Sandra through adolescence and adulthood; 
from high school to college and from college to the work-
force. She talks about her different struggles with medication 
throughout her life and the different programs/therapies that 
helped her. She talks about her family and how supportive they 
were and how helpful and important this was to her.

Sandra’s story is particularly interesting because it con-
veys hope.  It is also inspiring as she was able to live a rather 
“normal” life, to work most of her life, and to have a happy 
marriage.  Although her life was not always easy and required 
many adaptations, it depicts a positive story.  I recommend this 
book to students, novice therapists, clients, and care givers as 
it not only helps us understand how schizophrenia may affect 
the lives of clients and their families but also because it is inspi-
rational and fosters some hope for recovery.  
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