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Occupational Therapy Frames Of
Reference

Understanding Occupational Therapy Frames of
Reference

Occupational therapy is a dynamic and holistic profession that helps people of all ages
participate in the activities they want and need to do. Central to effective practice are the
theoretical structures known as occupational therapy frames of reference.  These
frameworks provide a lens through which therapists assess, interpret, and intervene in a
client's occupational performance. Rather than being rigid rules, they are flexible guides
that shape clinical reasoning, ensure evidence-based care, and tailor interventions to
individual needs. Understanding these frames is essential for both students and seasoned
practitioners seeking to deepen their impact.

A frame of reference in occupational therapy integrates theory with practice. It outlines
the therapist's assumptions about human function, dysfunction, and the change process.
It includes a set of principles that direct evaluation and intervention. For example, a
biomechanical  frame  of  reference  focuses  on  physical  capacity,  while  a  cognitive-
behavioral  frame targets thoughts and emotions.  By applying the appropriate frame,
therapists can systematically address barriers to participation. This article explores the
most widely used frames, their practical applications, and how they collectively enhance
the quality of care.

What Are Occupational Therapy Frames of
Reference?

An  occupational  therapy  frame of  reference  is  a  specific  set  of  ideas  derived  from
research and clinical experience that guides the therapist's analysis of a client's situation.
It  includes  a  theoretical  base,  a  function-dysfunction  continuum,  principles  for
intervention, and evaluation methods. Unlike models of practice, which are broader and
more conceptual, frames of reference are more concrete and directly inform treatment
strategies. They answer the "how" of therapy—how to assess, how to set goals, and how
to intervene.

For instance, the sensory integration frame of reference assumes that the ability to
process and integrate sensory information is foundational for motor planning, behavior,
and learning. Dysfunction arises from sensory processing difficulties. Intervention involves
providing controlled sensory experiences to promote adaptive responses. On the other
hand, the rehabilitative frame of reference focuses on compensating for lost function
through  adaptive  equipment  and  environmental  modifications.  It  does  not  aim  to  cure
impairment  but  to  maximize  independence  despite  it.  Each  frame  offers  a  distinct
pathway  to  achieve  occupational  participation.



Frames of reference are not static; they evolve with new research. They are also often
combined. A therapist working with a stroke survivor might integrate the biomechanical
frame to address range of  motion and the rehabilitative frame to teach one-handed
techniques for dressing. This blending is known as an eclectic approach, but it requires
deep knowledge of each frame to avoid contradictory strategies.

Key Differences Between Frames of Reference and
Models of Practice

A common point of confusion in occupational therapy education is distinguishing frames
of reference from models of practice. Models, such as the Person-Environment-Occupation
(PEO) model or the Model of Human Occupation (MOHO), provide a broad conceptual map
of the factors influencing occupation. They do not prescribe specific assessment tools or
interventions.  Instead,  they  offer  a  framework  for  understanding  the  interplay  between
person, activity, and context.

In  contrast,  a  frame  of  reference  is  more  prescriptive.  It  provides  specific  evaluation
protocols and intervention techniques. For example, MOHO might be used to understand
why a client with depression is not engaging in social roles, but the cognitive-behavioral
frame of  reference would then guide the therapeutic  strategies to address distorted
thinking  patterns.  Together,  models  and  frames  create  a  comprehensive  approach:
models give the "what" and the "why," while frames give the "how." In clinical practice,
therapists often use a model to conceptualize the case and then select one or more
frames to structure the hands-on work.

Common Occupational Therapy Frames of Reference

While many frames exist, several are foundational to occupational therapy practice. Below
are key examples, each described with its core assumptions and typical applications.

Biomechanical Frame of Reference

This  is  one  of  the  oldest  and  most  intuitive  frames.  It  assumes  that  occupational
performance is dependent on physical  factors such as strength, endurance, range of
motion,  and  stability.  Dysfunction  occurs  when  these  components  are  impaired.
Intervention focuses on restorative or compensatory techniques: exercises to improve
muscle strength, stretching to increase flexibility, or activity modification to reduce joint
stress. It is widely used in orthopedic rehabilitation, hand therapy, and work hardening
programs. Therapists measure outcomes with goniometers, dynamometers, and timed
performance tests.

Rehabilitative Frame of Reference

Also known as the compensatory frame, this approach is used when a client's impairment
is  not  expected to improve significantly.  The goal  is  to  maximize independence through
adaptation of the task, environment, or use of assistive technology. The therapist teaches
alternative  methods such as  one-handed techniques,  suggests  ergonomic  modifications,
or prescribes dressing aids. It is particularly valuable in chronic conditions, spinal cord
injury,  and  progressive  neurological  diseases.  The  focus  is  on  participation,  not
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remediation of the underlying deficit.

Sensory Integration Frame of Reference

Developed by Dr. A. Jean Ayres, this frame addresses how the nervous system organizes
sensory information from the body and environment for use in everyday life. Dysfunction
manifests  as  over-  or  under-responsiveness  to  sensory  input,  poor  praxis  (motor
planning), or difficulties with postural balance. Intervention involves providing a "sensory
diet" and guided activities such as swinging, brushing, or deep pressure to facilitate
adaptive responses. It  is widely applied in pediatric practice for children with autism
spectrum disorder, ADHD, or sensory processing disorder.

Cognitive Behavioral Frame of Reference

This frame integrates principles from cognitive and behavioral psychology. It assumes
that thoughts, feelings, and behaviors are interconnected, and that dysfunctional patterns
can be changed through cognitive restructuring and behavioral activation. In occupational
therapy, it is used to help clients with mental health conditions like depression, anxiety, or
obsessive-compulsive disorder. Therapists might work on identifying automatic negative
thoughts related to daily tasks, then use graded activity scheduling to rebuild routines.
The frame also supports habit formation and relapse prevention.

Neurodevelopmental Frame of Reference

Based on the work of Bobath and others, this frame is used primarily with individuals who
have central nervous system damage, such as cerebral palsy or stroke. It emphasizes the
inhibition  of  abnormal  reflexes  and  facilitation  of  normal  movement  patterns  through
handling techniques and positioning. The therapist guides the client through movements
that encourage postural control, weight bearing, and bilateral coordination. While some
research  questions  its  efficacy  compared  to  motor  learning  approaches,  it  remains
influential  in  many  clinical  settings.

Person-Environment-Occupation (PEO) Frame of Reference

Though originally a model, the PEO has been elaborated into a frame of reference by
some authors. It posits that occupational performance is the dynamic interaction between
person,  environment,  and occupation.  When one or  more elements are mismatched,
dysfunction occurs.  Intervention targets any of  the three components:  modifying the
environment, changing the occupation, or enhancing the person's skills. It is highly client-
centered and applicable across all  ages and settings. The therapist uses the PEO to
identify points of "fit" and "misfit," then collaboratively plans changes.

Cognitive Rehabilitation Frame of Reference

This frame is specific to acquired brain injury, dementia, and other cognitive impairments.
It  includes strategies for attention, memory, executive function, and problem-solving.
Intervention  may  involve  direct  retraining  (e.g.,  computer-based  exercises)  or
compensatory strategies (e.g., checklists, alarms, routine restructuring). The frame draws
from  neuropsychology  and  emphasizes  functional  outcomes  like  safe  medication
management  or  meal  preparation.



How to Choose the Right Frame of Reference

Selecting an appropriate occupational therapy frame of reference requires careful clinical
reasoning. The therapist must consider the client's diagnosis, goals, personal values, and
environmental context. No single frame is universally superior. The choice depends on the
nature  of  the  occupational  deficit  and  the  evidence  available  for  that  population.  For
example, a child with handwriting difficulties might benefit from the biomechanical frame
if  the  issue is  poor  grip  strength,  or  from sensory  integration  if  underlying sensory
processing affects fine motor control.

Experience and expertise also matter. A therapist comfortable with multiple frames can
flexibly  shift  approaches  as  the  client's  needs  evolve.  Early  in  rehabilitation,  a  more
restorative  frame  might  be  appropriate;  later,  a  compensatory  frame  may  become
necessary. The client's readiness and motivation also play a role. Cognitive-behavioral
strategies  require  insight  and  willingness  to  change  thinking  patterns,  while
biomechanical  approaches  are  more  direct  and  physical.

One best practice is to begin with a comprehensive occupational profile using a model like
MOHO or  PEO.  Then,  based  on  the  areas  of  dysfunction  identified,  the  therapist  selects
frames  that  target  those  specific  domains.  Documentation  should  clearly  justify  the
chosen  frame  and  link  it  to  intervention  methods.  This  transparency  improves
communication  with  other  healthcare  professionals  and  supports  reimbursement  for
services.

Application in Clinical Practice

In  real-world  settings,  occupational  therapy  frames  of  reference  are  not  applied  in
isolation.  They  are  embedded  within  the  broader  occupational  therapy  process:
evaluation,  intervention  planning,  implementation,  and  outcome  measurement.  For
instance, a therapist working in a skilled nursing facility with a resident who has had a hip
replacement  might  use  the  biomechanical  frame  to  teach  safe  movements  while
respecting surgical precautions, and the rehabilitative frame to recommend a reacher for
picking up items from the floor. Documentation would note the frames used and how they
informed specific exercises or home modifications.

Another  example  is  in  pediatric  school-based  practice.  A  child  with  difficulty  focusing  in
class may be assessed through a sensory integration lens. The therapist observes the
child's response to noise, light, and movement. Interventions might include a weighted
lap pad for calming or a movement break schedule. The goal is to improve classroom
participation, not just behavior. The frame guides the interpretation of behavior as an
expression  of  sensory  needs,  which  changes  the  intervention  from  disciplinary  to
supportive.

Research continues to refine these frames. New evidence emerges, and some frames are
merged or replaced. The neurodevelopmental frame, for example, has been challenged
by motor learning and task-oriented approaches. Therapists must stay current through
continuing education and peer-reviewed literature. Critical thinking is essential: a frame
should be used because it works for the client, not because it is familiar or convenient.
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Conclusion

Occupational therapy frames of reference are indispensable tools that bridge theory
and practice. They provide structure for assessment, a rationale for intervention, and a
common  language  for  communication  among  professionals.  By  understanding  the
biomechanical,  rehabilitative,  sensory  integration,  cognitive-behavioral,
neurodevelopmental, PEO, and cognitive rehabilitation frames, therapists can tailor care
to the unique needs of each client. The best practitioners are those who can thoughtfully
select  and  integrate  frames,  adapting  them as  evidence  and  circumstances  evolve.
Ultimately, these frameworks empower therapists to enhance occupational participation,
helping individuals live full, meaningful lives regardless of their challenges.


