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The Association of Canadian Occupational Therapy Regulatory
Organizations (ACOTRO), the Association of Canadian Occu-
pational Therapy University Programs (ACOTUP), the Canadian
Association of Occupational Therapists (CAOT), the Canadian
Occupational Therapy Foundation (COTF), and the Occupa-
tional Therapy Professional Alliance of Canada (PAC) agree
that occupational therapy as a profession seeks to enable all
people to participate to their fullest potential in the activities
of everyday living. To do so requires taking into account social
and cultural differences, particularly how those affect therapy
encounters.

The five organizations strongly encourage practice, research,
education and theory development in occupational therapy
that attend to the full range of social and cultural diversity,
critically examining biases embedded in the profession, power
relations between clients and therapists, power relations within
the profession, and connections between individual experiences
and broader social structures.

Recommendations for Occupational Therapy

Practitioners

1. Occupational therapists engage in continuing education,
if needed, to fully understand how social and cultural
diversity (including and beyond ethnicity) influence
occupation, health and wellbeing for individuals, families
and communities.

2. Minimally, therapists focus on self-awareness, knowledge
about diverse groups, and respect for others, to optimize
their work with clients, colleagues and students who
differ from themselves.

3. Occupational therapists need to develop critical
awareness of how difference’is affected by and in turn
affects social power relations; change toward greater
equity requires attention to power structures, as well as
individual and professional biases and assumptions.

. Therapists attend to how diversity is experienced and
addressed among professional colleagues, to ensure the
inclusion of ‘minority’ therapists, students, and therapy
assistants.

5. Occupational therapists who are using innovative
approaches to address issues of diversity share those
innovations for broader learning.

Recommendations for Educators and
Researchers

1.

Educators, preceptors and mentors in occupational
therapy should critically examine the approaches to
diversity being conveyed to learners, to ensure they
attend to biases embedded in the profession and

in professional education, power relations between
clients and therapists and within the profession, and
connections between individual experiences and
broader social power relations.

. Educators and researchers should critically examine

whether the effects of social, political and economic
power relations are being reduced to ‘cultural differences!

. Educators and researchers expand attention to diversity

beyond ethnicity to examine the occupational impacts
of differences in social class, race, gender identity, sexual
orientation, religion, disability, etc,, and the impacts of
intersecting social identities.

Researchers increase their focus on the experiences of
clients, therapists, and students from marginalized social
and cultural groups.

. Scholars and educators continue to develop research

and theory concerning cultural safety, cultural humility
and critical reflexivity within and for occupational
therapy. Scholarly work employing cultural competence
or cultural relevance approaches should acknowledge
their identified limitations and enhance attention to
power structures.

Recommendations for Organizational
Initiatives

1.

Promote continued research and theory development
within the profession concerning cultural safety, cultural
humility and critical reflexivity with particular attention to
practice implications.

. Document existing social and cultural diversity within the

profession, to better understand inclusion/exclusion, and
possible recruitment/retention needs.

.Incorporate systematic attention to social and cultural

diversity, including attention to power relations, into
national accreditation standards for educational
programs.
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4. Ensure continuing education is available to therapists,
moving toward critical awareness of social and cultural
power relations, but recognizing a range of pre-existing
knowledge, experiences and understandings.

Background

1. Diversity refers to human differences that are noticed
and deemed to matter within specific social structures
e.g. gender, social class, caste, age, religion, ethnicity,
sexual identity, race, disability (WFOT, 2009). All of these
elements co-exist and intersect. Culture refers to shared
ideas, beliefs, systems of concepts and meanings, values,
knowledge, ways of being, customs, that arise over

time through the shared experiences of a social group
(Hunt, 2001). It includes implicit and often unconscious
assumptions, beliefs, unwritten rules, and taken-for-
granted notions of what is normal. Culture is not

limited to groups defined by ethnicity, and is constantly
changing (Trentham et al,, 2007).

2.The 2007 Canadian Joint Position Statement on Diversity
called for local and national discussions about the
impact of social and cultural diversity in occupational
therapy, and the consequences of differing approaches
to working with diversity. In 2009 the World Federation
of Occupational Therapy published Guiding Principles on
Diversity & Culture, again urging the profession to engage
in discussion and debate about diversity. Since 2007
there have been close to 400 publications on diversity in
occupational therapy, suggesting the discussion is well
under way. Unfortunately, most of that literature reduces
diversity to ethnicity.

.Four main approaches have emerged in the occupational
therapy literature, using different concepts, terms and
language: cultural competence, cultural relevance,
cultural safety, and cultural humility with critical
reflexivity (key references below). They differ in their
attention to diversity beyond ethnicity and cultural
difference, in where they situate the ‘problem’and thus
the 'solution, and in their attention to power relations
within and beyond therapeutic encounters. These
approaches have differing practice implications.

Cultural competence - clearly the dominant approach
in the profession, it tends to identify the ‘problem’

as being the way clients from minority groups pose
challenges to practice. Competence relies on attitudes,
knowledge and skills to work effectively with clients
unlike oneself. Some authors also emphasize therapist
self-awareness concerning their own biases and
assumptions.

Cultural relevance - sees the problem as the
embedding of Western cultural assumptions (such
as autonomy and independence) in the profession’s
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theories and practice frameworks, reducing relevance
to non-Western clients. Change rests on an open
interviewing approach that invites client values and
priorities to emerge.

Cultural safety - well-established in Australia and

New Zealand, it has taken hold in Canada regarding
Aboriginal health. Suggests what is often seen as ‘cultural
difference’is actually the result of colonialism and chronic
poverty. Focus is on social, economic and political power
relations, attention to power in therapeutic encounters,
and community collaborations. Client, therapist and the
profession itself are all subject to cultural influences.

Cultural humility & critical reflexivity — very new
concept in the profession. It sees all individual actions/
inactions in therapeutic encounters as influenced

by broader social power relations, but also holding

the potential to maintain or change power relations.
Requires constant questioning of how one’s own actions/
inactions are shaped by, contribute to, and/or challenge
social power structures. Therapist and profession are
understood to be as much affected by diversity as clients.

Other fields such as social work and education have
advanced valuable alternative approaches such as anti-
oppressive practice and emancipatory practice (Baines,
2011; Friere, 1970; Ranciere, 1991). These have not yet
been taken up in the occupational therapy literature.

4. The four approaches evident in occupational therapy

all demand self-awareness, knowledge about diverse
groups, and respect for others. They differ in where they
situate the ‘problem’and thus the 'solution/They do

not all appear equally applicable to aspects of diversity
beyond ethnicity. They do not all attend to how the
profession itself enacts culturally-biased assumptions;
how power between therapist and client is negotiated;
how power may be wielded within the profession; and
how therapy is affected by and in turn affects socially
structured power relations (Balcazar et al., 2009; Black &
Wells, 2007; Boggis, 2012; Kirmayer, 2012; Kumas-Tan et
al, 2007; Pooremamali, Persson & Eklund, 2011; Trentham
et al, 2007).

.Itis important to critically question how the approach to

diversity
- defines the ‘problem’(is ‘client difference’the main
concern?)

- allows identification of culturally-biased assumptions
built into theory and practice

- recognizes power relations between therapist and
client

- relates individual experiences (own and client’s) to
broader social power relations

- accounts for aspects of diversity beyond ethnicity



6. While most established, the dominant cultural
competence approach typically falls short in its lack
of attention to cultural assumptions in the profession
itself, and lack of attention to issues of power (Carpenter-
Song et al, 2007; Kumas-Tan et al.,, 2007). The reduction
of racism, poverty, colonialism, and ethnocentrism
to ‘cultural difference’is problematic. The other three
approaches attend to power between therapist and
client, and the cultural biases in the profession, but
only cultural safety and cultural humility make broader
social power structures central, with a goal of altering
participation in oppressive relations. Cultural safety
has been highly focused on Aboriginal health, and has
been critiqued for its focus on vulnerability rather than
strengths (Kirmayer, 2012).

7.There has been alarmingly little attention to poverty or
other aspects of social class, racism or ethnocentrism,
gender/gender identity, sexual orientation, religion,
or ableism (Beagan, 2013). In practice, discussions of
social and cultural diversity almost always get reduced
to ethnicity, and sometimes race. Yet other social
factors such as class have just as much impact on
people’s values, assumptions, resources, experiences,
opportunities, beliefs and so on. These factors are under-
explored in occupational therapy.

8. Inadequate attention has been paid to client experiences
of diversity in the therapy context. The vast majority
of existing literature examines educational efforts or
therapist and student experiences with diverse’ clients.
We know too little about how ‘culturally competent’
practice is experienced by clients (Martin, 2007). There is
equally scarce attention to the experiences of ‘minority’
therapists and students (Beagan & Chacala, 2012; Chacala
et al, 2013). This is of significant concern with rising
numbers of internationally-trained therapists (CIHI,
2012). Attention to these experiences should help clarify
where culturally-biased assumptions have been built
into occupational therapy theory and models of practice
(Hammell, 2006; 2011).

9. There are various ways of incorporating attention to
diversity within educational curricula, from single courses
to integration across courses. Educators should critically
examine the strengths and limitations of the approaches
they use, ensuring clarity regarding the rationale. Power
relations between educators and students, as well
as between researchers and participants, should be
taken into account, as they complicate socio-cultural
differences.

10. Developing aptitude for working effectively in the
context of social and cultural diversity is an ongoing,
lifelong process (e.g., Black & Wells, 2007; Mufioz, 2007,
Suarez-Balcazar & Rodakowski, 2007; Trentham et al.,

2007; WFQT, 2009). People start from different places, and
are never finished learning and developing. Recognizing
that this work can be difficult, and that language and
understandings are constantly evolving, the occupational
therapy profession in Canada must ensure opportunities
are available for individuals and institutions to continue
to learn, develop and grow, whatever their starting point.
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