
Evolving areas of knowledge 

Table 16.1 Types/modes of clinical reasoning in occupational therapy and other related constructs 

Mode of 
thinking 

Narrative 
reasoning 

Scientific 
reasoning 

Diagnostic 
reasoning 

Procedural 
reasoning 
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Description (and examples of 
researchers who coined/use 
this term) 

The use of storytelling and creation to 
explore therapy. Used when therapists 
work in a more phenomenological practice 
sphere where the emphasis is on the 
meaning of the client's illness and illness 
experience (Mattingly & Fleming 1994) 

The process of hypothesis generation and 
testing that generally is referred to as 
hypothetico-deductive reasoning. Used to 
make a diagnosis of the client's medical 
condition. Although more concerned with 
identifying the client's occupational 
problems rather than the medical 
diagnosis, therapists do draw on the ideas 
of scientific reasoning when reasoning 
procedurally (Schell & Cervero 1993) 

Used to identify underlying impairments or 
occupational performance issues, define 
desired outcomes, set goals, develop 
intervention/solutions (Rogers & Holm 
1991) 

The thinking associated with the procedural 
aspects of therapy, such as the evaluations 
and interventions to be used with the client, 
and how the client is performing. 
Procedural reasoning represents the more 
scientific components of practice, which 

Clinical example 

Robyn enters the hospital's allied health staff lunch room and 
flops into a chair. Her colleagues, Dana, Matty and Pip, are 
already there. Pip observes that Robyn looks exhausted. Robyn 
replies: 
'l've just been working with the new lad. He's only four, but he 
spent the whole session wailing for his mum. The puppets caught 
his attention for a few minutes and I made a start but that was about 
it. His leg muscles are so tight, but l'm sure the [tendon release) 
surgery will make a huge difference in the long run . . .  1 just need to 
find whatwill turn on the light andget him interested and motivated. 
l'm going to try and call his mum later and get some more 
information from her . .  .' 

Saran reports on her initial assessment of 73-year-old Peter at the 
team meeting. 
'I assessed the new client, Peter, yesterday in terms of ability to 
complete persona! ADLs. 1 found him to be independent w!th verbal 
supervision for an tasks such as toileting, showering, dressing 
and grooming. He plans to return to his home without any support 
and use public transport to get to the shops, visit his doctor and do 
his banking. Given what I observed yesterday, 1 doubt he will be 
independent in ail these activities by next week. 1 will 
commence an IADL assessment today, and intervention will aim at 
tacilitating his independence and also putting local community 
supports in place.' 

Brian has been working in acute care for only a few rnonths and has 
used a hypothesis testing approach (Unsworth 1999) to determine 
the underlying cognitive impairments that are limiting his client's 
ability to rnake a cup of tea. 
'He presents as really confused, and so I was very cautious in putting 
everything out on the bench and I didn't have the water in the 
kettle any hotter than tap water. He started by breaking open the 
teabag and tipping the tea into the cup. Then he tipped in hait the 
sugar from the sugar pot, played around with this for a while and then 
filled the cup with milk. Before the session, 1 was wondering what 
was going on and whether he had some cornplex perceptual 
problems. But over the session it became clear that he has ideationaJ 
apraxia. This hypothesis fits with the fact that he has left brain 
damage as a result of the stroke and has quite severe receptive 
aphasia as well.' 

Alex works on a stroke ward. His new client has cognitive and 
perceptual problems. 
'So I did a dressing assessment with Mr P this morning and the 
hypotheses were just flying around my head. He has so many 
cognitive and perceptual problems but hardly any physical ones . . .  
so I just watched him and tried a few things as we went. He looks as 
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Table 16.1 Types/modes of clinical reasoning in occupational therapy and other related constructs-cont'd 

Mode of 
thinking 

Interactive 
reasoning 

Conditional 
reasoning 

Description (and examples of 
researchers who coined/use 
this term) 

include systematic data collection, 
hypothesis formation and testing (Mattingly 
& Fleming 1994) 

Concerned with how the therapist interacts 
with the client. Referred to as the 
underground practice by Mattingly and 
Fleming, since the therapists they studied 
were able to describe what they had done 
with the client but generally not their 
interactions. Therapists use interactive 
reasoning to engage the client in therapy, 
 nd consider the best approach to 
communicate with the client, to understand 
the client as a persan, understand the 
client's problems from the client's point of 
view, individualize therapy, convey a sense 
of acceptance/trust/hope to the client, 
break tension through the use of humour, 
build a shared languagë of actions and 
meanings, and monitor how the 
treatment session is going (Mattingly & 
Fleming 1994) 

Takes into account the whole of the client's 
condition, as the therapist considers the 
êlient's temporal coritexts (past, present 
and future) and their persona!, cultural and 
social contexts. Hence,, this type of 
reasoning is used when trying to 
understand what is meaningful to the client 
in their world by imagining what their lite 
was like before the illness or disability, 
what it is like now and what it could be like 
in the future (Mattingly & Fleming 1994),, 

Clinical example 

if he has a unilateral neglect and some short-term memory 
problems, as well as complex perceptual problems .... but l've got to 
check for homonymous hemianopia too. So l'm just trying to work out 
which standardized assessments to do . . .  maybe the RPAB 
[Rivermead Perceptual Assessment Battery] or LOTCA [Lowenstein 
Occupational Therapy Cognitive Assessment] and the BIT 
[Behavioural Inattention Test] . . .  but I probably don't have enough 
time for all three, so maybe just the LOTCA and some confrontation 
testing to check for neglect versus homonymous hemianopia 
versus both.' 

Dana describes to her fieldwork student some of her interactive 
reasoning as she gets to know her clients during an initial interview. 
As Dana will get to know these clients over several months, she 
reasons that she has this time to use the initial interview to 'go deep'. 
'So what I do is just start off with the initial interview structure 
but explore any directions the client's responses take me in. 1 don't 
want to limit this opportunity to get to know the client by 
sticking to the form, as the sooner I can get my head around 
understanding VJho,this person is and what makes themJick, 
the better the therapy plans we make will be. 1 try to keep it light 
and friendly so the client feels at ease and that it's an open and 
sharing environment. If there is an opportunity to share a joke I will 
. . .  or if the client becomes upset or distressed, then I take time 
to support them through this and slowly we move on. 1 guess what 
l'm aiming for is to get the clients to see me as someone who is going 
to be useful in their recovery and someone they can trust.' 

Maryella is reflecting on a session with Joseph, a 5-year-old boy with 
developmental delay. She started by interviewing Joseph and then 
undertook Ayres Clinical Observation to examine his motôr ski lis'. She 
completed this assessment about 12 months ago as well. 
'So I did this asse,ssment last_ye r and I haven't seen Joseph for over .1 

6 months since his family moved away for his Dad's work. Now 
they're back so l'm just checking on where Joseph is up ,to with 
school and socially, and how he feels about coming home and so on. 
So we've had a chat and I can really tell he's made a lot of 
good gains. He's a bit anxious about starting back at his old school, 
so l've been reassuring him about that and now l'm just using Ayres 
Clinical 9bs assessment to run through his current performance. 
He's made some nice gains over the time he's been away; he has 
more core trunk stability and I can really see changes compared 
with the last time I saw him in terms of balance, righting reactions 
and even fine motor coordination. 1 think we can work on some more 
advanced goals now with him, such as .. .' 

(Continued) 
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Evolving areas of knowledge 

Table 16.1 Types/modes of clinical reasoning in occupatlonal therapy and other related constructs-cont'd 

Mode of 
thinking 

Ethical 
reasoning 

Generalization 
reasoning 

Pragmatic 
reasoning/ 
management 
reasoning 
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Description (and examples of 
researchers who coined/use 
this term) 

The thinking that accompanies analysis of a 
moral dilemma where one moral conviction 
or action conflicts with another, and then 
generating possible solutions and selecting 
action to be taken (Rogers 1983, Barnitt & 
Partridge 1997) 

Within the forms of procedural, interactive, 
conditional and pragmatic reasoning, 
therapists use generalization reasoning to 
draw on past experience or knowledge 
to assist them in making sense of a 
current situation or client circumstance. 
The kind of reasoning in force when a 
therapist thinks about a particular issue or 
scenario with a client, then reflects on their 
general experiences or knowledge (i.e. 
making generalizations) related to the 
situation, and then refocuses the 
reasoning back on the client 
(Unsworth 2005) 

Concemed with the therapist's practice and 
persona! contexts. The practice context 
includes organizational, political 
environments and economic influences, 
such as resources and reimbursement. 
Persona! context includes the reasoning 
surrounding the therapist's own motivation, 
negotiation ski lis, repertoire of therapy ski lis, 
ability to read the practice culture, and what 
Têirnebohm (1991) described as life 

Clinical example 

Alan had a head injury and attends a day therapy programme as an 
outpatient. His therapist, Kate, reflects on the fact that Alan takes 
illegal drugs (Unsworth 2004b): 
'So Alan still lives in his parents' house, but he can't stay there 
much longer, and they want him out. Alan takes drugs and I find it a 
real dilemma. 1 have to help him find other housing, but he shares 
his drugs around, and l'm really worried that if I help him find a 
group home, then he could be putting other people at risk. 1 also 
feel really disappointed because he's made such amazing gains in 
therapy and he could do so much, but when he takes drugs he 
just loses an his cognition, basically. He just sits there and misses out 
on therapy, and it's a real shame. Sometimes I think the therapy 1 
provide is going to waste . . .  should I spend less time with him 
and more with my other clients who seem to make more gains? 1 try 
not to dwell on it but it's a bit disappointing, as if he didn't do drugs, 
then he could easily be living in a good home and making fantastic 
progress towards independent living and getting some part-time 
voluntary work. Anyway, it's his life and I try not to judge him. But 1 
have to think some more about what kind of place he can live in so he 
doesn't put others at risk as well.' 

Max works in a short-stay residential facility, helping adolescents 
with intellectual disability to become more independent. 
'So Kate is making some good gains with her goal of grooming, 
which includes managing her long hair and doing some basic make-
up. So often these kids have a kind of learned helplessness 
since their parents have often done everything for them. So with 
Kate, she asks for help all the time but really she can doit. So I think 
it's more about reassurance and just reinforcing what a great job 
she's doing. So that's what l'm focusing on with Kate in this session, 
supporting and reassuring her that she can do her hair and so on and 
that she's doing a great job.' 

Xui Sing works in community health with elderly clients living at 
home. 
'I really want to be able to provide my client, Mrs Beller, with an 
adjustable over-toilet frame, as I know her husband is having hip 
replacement surgery in 6 weeks and he's a lot bigger than her. Soif 1 
get an adjustable one, they can both use it. But our centre has just 
had a major policy change in equipment allocation, and I think I can 
only provide a seat that is a fixed height and suitable for her. Maybe 
they can afford to buy an adjustable one now, or maybe we'II have to 
worry about Mr Beller later when he has his surgery? 1'11 have to work 

(Continued) 



The evolving theory of clinical reasoning .CHAPTER 16 - 1 
Table 16.1 Types/modes of clinical reasoning in occupational therapy and other related constructs-cont'd 

Mode of 
thinking 

Embodiment 

Worldview 

Intuition 

Description (and examples of 
researchers who coined/use 
this term) 

knowledge and assumptions (Schell & 
Cervero 1993, Barris 1987, Neuhaus 1988, 
Fondiller et al 1990). 
Lyons and Crepeau (2001) labelled 
pragmatic (practice context) reasoning as 
management reasoning 

Our bodies, as well as our minds, gather a 
great deal of information as we work with 
clients. For example, we can smell if the 
client has not washed or if a wound is not 
healing well, and we use our sensation to 
feel the client's muscles and how their body 
moves. This is referred to as embodied 
knowledge and it is not always possible to 
put this knowledge into words. Although 
therapists have long recognized the 
importance of information from our bodies 
about our clients, the embodied nature of 
clinical reasoning is a relatively new area 
for research in occupational therapy 
(Schell & Harris 2008) 

Oefined in philosophy as 'a global outlook 
on life and the world' (Wolters 1989, p.15, 
Hooper 1997). Worldview is the influence of
the therapist's persona! context on clinical
reasoning. While some writers describe 
pragmatic reasoning as incorporating this 
persona! context (e.g. Schell & Cervero 
1993), others view this as a separate factor 
which has an impact on reasoning rather 
than being a separate form of reasoning (e. 
g. Unsworth 2004a) 

Defined as the 'knowledge of a tact or truth, 
as a whole; immediate possession of 
knowledge; and knowledge independent of 
the linear reasoning process' (Rew 1986, 
p.23). Within Cognitive Continuum Theory, 
Hammond (1996) posits that cognition can 

Clinical example 

out the best solution based on their needs now, their budget and 
what my centre can provide.'

Helen describes how she knows when an autistic child begins to 
relax and settle into an activity. 
'Weil, if I describe a typical client, then I could tell you about 
Paul. So let's say l've started with a warm-up activity outside 
climbing the rope ladder and swinging on the bars, so it's a 
gross motor activity using major muscle groups. And that's really 
helpful, so that when he cornes inside I might then start with a large 
weighted floor puzzle. This kind of "heavy work", with lots of joint 
compression seems to help kids like Paul to relax. And as he's 
moving the puzzle, 1 can see his whole body kind of slows and I can 
place my hands over his back or at his hips, and feel the tension 
releasing and his muscles relaxing.' 

Asher describes his worldview. 
'Weil, 1 suppose my worldview makes me who I am, and I guess 
it colours everything I think and do. lt's about my faith and what
values I hold and my sense of right and wrong. Sometimes l'm aware
of it but mostly l'm not. 1 guess I have to think about what my 
worldview is, when l'm confronted with it being different from the 
client's. lt's times like these I really have to work at not making 
judgements about the client but try to see it from their point of 
view or try to accept that it's OK to have that particular worldview. 
When I have OT fieldwork students, they find this hard at times. 
Often you can't solve the dilemma for them, but at least you 
make them aware of what the problem is - in other words, 
you can at least look at it objectively for what the problem is, 
and also see that it's normal to have to work at understanding 
these issues and resolving or making peace with these 
differences.' 

Fiona reflects on the development of her intuition and its value in her 
practice. 
'When I first started in mental health, working with depressed clients, 
1 would have done A, B and C as I was taught and expected to do 
by others in the team. But now l'm 8 years on, and I do so many 
things differently based on that experience. And l'm really 

(Continued) 
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Evolving areas of knowledge 

Table 16.1 Types/modes of cllnical reasoning in occupational therapy and other related constructs-cont'd 

Mode of 
thinking 

Reflection 

Description (and examples of 
researchers who coined/use 
this term) 

Clinical example 

be ordered on a continuum from intuition to comfortable with what the A, B, C is, and I can see where it will 
analysis work and where it will need to be changed. And I just trust my 

intuition. When I was new at this job, 1 didn't have the same "feel" or 
gut instinct for clients that I have now. But now I can just sense 
when something isn't quite right or when the client is going 
downhill . . .  even if that isn't what they're telling me. And I trust 
this intuition.' 

lnvolves reviewing performance and 
examining it in detail by relating it to past 
knowledge and experiences and relating it 
to future action, to enhance understanding. 
There are several types of reflection, 
including reflection about past experiences 
(reflection on action), reflecting in the 
present (reflection in action) and looking 
forward or anticipatory reflection (reflection 
for action). Reflection is a bridge to link 
theory and practice (Schêin 1983, Alsop & 
Ryan 1996, McKay 2009) 

Akhmed describes the value in setting aside time for reflection in his 
practice. 
'Each week I try to put some time aside on Friday to go back over the 
week and identify the highlights and low points, and I reflect on 
what worked well and the problems . . .  both working with clients and 
with other staff. 1 don't keep a journal but some of my colleagues 
do. But I try to make some notes about events and feelings, and 
use this time to think about doing things differently or better. 
Then I also have professional supervision once a month, and I identify 
something from these "Friday reflections" to really go into more 
detail . . .  and I find these sessions really useful. My mentor 
really pushes me to think about the issue from so many different 
angles and I use her approach when l'm thinking back over the 
week on my own.' 

cultural and psychological sphere that is concerned working in the more phenomenolog.ical practice 




