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Abstract. This case study investigated an intervention that enabledan individual with Posttraumatic Stress Disorder (PTSD),
Dissociative Identity Disorder (DID), and satanic ritual abuse to return to work after discharge from psychiatric inpatient treatment.
The Occupational Questionnaire [88] revealed past difficulties in organization, awareness of time, communication, cooperation,
frustration tolerance, competition, stress management, goal setting, and amnesia resulting in incomplete tasks and sporadic
attendance at work. The Role Checklist [72] identified alters valuing work and employed in the past. The Modified Interest
Checklist [70] identified running as an interest that 24 alters shared. Based on the initial evaluations, three times a week treadmill
running was used as an intervention that built work skills (as measured by the Clerical Work Sample of the Valpar Component
Work Sample Series [97]) necessary to sustain gainful employment upon discharge. After intervention, this individualimproved in
awareness of time, stress management, and goal setting abilities and was less amnestic as per the Occupational Questionnaire [88]
and four additional alters expressed an interest in work according to the Modified Interest Checklist [70].
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1. Introduction

1.1. Posttraumatic stress disorder(PTSD) and work

People with PTSD often have difficulty returning
to work (after the trauma if the trauma was a singu-
lar event) [9,47] or sustaining gainful employment in
general (if the trauma occurred over a prolonged pe-
riod). Burton, Polatin, and Gatchel’s study [12] ex-
plored the effects of mental health factors on employ-
ment outcome over time on individuals who completed
a multidisciplinary functional restoration program for
the treatment of symptoms induced by trauma report-
ed subjects with anxiety disorders were significantly
less likely than individuals without to return to em-
ployment after the first-year follow-up. Jaquet et al.’s
study [49] on time off work and return to work after
trauma reported the average time off work was 34.7
weeks and 45.2% (out of 50) of the subjects did not

return to work within the year following the trauma.
Studies by Michaels et al. [64–67] found clients’ work
status one year post trauma was dependent on mental
health outcome secondary to PTSD symptoms (includ-
ing substance misuse). Yet, if people did not return to
work after a traumatic event, psychosocial symptoms
increased [58].

Various interventions have been utilized in the treat-
ment of people with PTSD to help them return to
work. Critical incident stress debriefing was initial-
ly developed for emergency personnel with PTSD and
has been described by various authors [3,15,18,68,69].
This intervention has been reported to have decreased
long-term destructive behavior [4] and has been imple-
mented for sufferers of PTSD in over 25 major disas-
ters [45]. Ochberg [73] and Mayou and Farmer [61]
described vocational rehabilitation programs for peo-
ple with PTSD. Additional interventions effective in
return to work in this population were cognitive be-
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havior [16,63,91], prolonged exposure [94], exposure
therapy [30], imagery rescripting [39], debriefing [37,
98], early intervention [59], eye movement desensitiza-
tion [75,104], stress inoculation techniques [62], group
treatment [76], home programs [103], and complemen-
tary and alternative medicine [42] including acupunc-
ture, chiropractic and herbal medicines, and holistic
treatments.

1.2. Dissociative identity disorder

According to the DSM-IV-TR [1] and summarized
below, Dissociative Identity Disorder (DID) is a dis-
sociative disorder in which an individual has at least
two separate identities/personalities each with its own
characteristic defenses, ego structure, and way of relat-
ing to the world. These identities or alters, alternate to
dominate control of the individual’s behavior. Because
some alters may be unaware of each other, the individu-
al loses the ability to recall certain daily events and per-
sonal information that cannot be attributed to normal
forgetfulness. Because of this sporadic amnesia, indi-
viduals with DID tend to have difficulty keeping track
of time and often report losing hours, days, or weeks
of time. Each alter may have its own name, identity,
consciousness, personal history, and self-image. They
may be different genders and ages, and therefore, have
different sets of knowledge and levels of functioning.
Different alters have been reported to have different
physiological functioning as well. Specific alters may
emerge under certain circumstances. There is often
internal conflict and competition regarding which alter
will take control of the body at any given time. As-
sociated features include a diagnosis or symptoms of
PTSD and severe sexual and physical childhood abuse.
Individuals with DID tend to have unusual abilities to
control pain. Repeated abuse reinforces the defense of
dissociation [23]. This allows abusive memories to be
stored in different memory banks that eventually split
off from one another to form alters with different per-
sonalities to handle the abuse [82]. This way, no one
individual has to remember all of the abuse. Instead,
it is dispersed through many, some being amnesic as
protection against anxiety.

A multidisciplinary intervention approach is usual-
ly taken with individuals with DID during an inpa-
tient psychiatric hospitalization. Occupational therapy
(OT) rehabilitation services were recommended most
often [2,8,10,25,26,34,35,46,52,53,84,86,87]. Recom-
mendations were frequently made for art therapy [8,
17,36,37,52,53] and also vocational counseling [8,20,

83]. Others have reported the use of music and move-
ment therapy [51–53]. Intervention for DID usually
begins with forming a good rapport so trust can occur
and the individual will allow different alters to meet the
OT, and contract for a therapeutic alliance. Assessment
by observation happens over time for determination of
each alter’s individual level of function and function
within the system [84,35,74,79,87,102]. This assess-
ment would include each alter’s performance skills and
patterns, client factors, and areas of occupation. A
map is then usually made of the different alters and
includes some of their identifying information. Fur-
ther intervention involves encouraging all of the alters
to share their memories of abuse in order to reduce
the need for separateness and so integration can take
place with the knowledge that none of the alters will be
eliminated, but integrated into the whole [35,74,79,84,
85,102]. This process can be arduous and take many
years because of denial, lack of trust, guilt, damaged
self-esteem, and a tendency to split off and dissociate
painful feelings brought about by extreme abuse [53].
People with DID who have not integrated are usually
not group tolerant and have difficulty participating in
group projects [74]. Instead, they require one-to-one
attention with an OT [79,102]. Intervention goals have
included developing a trusting rapport, increasing in-
ternal cooperation, facilitating memory recall [35,74,
79,84,87,102],and vocational counseling [8,83]. Prob-
lem solving has been used to promote cooperation in
the sharing of time during daily activities [74].

Different modalities have been used to treat DID.
Fike [31] utilized a national survey to discover the
types of modalities used most often by OTs. They
were: developmental techniques for child alters, leisure
and recreational activities, self-awareness and projec-
tive techniques, training in activities of daily living,
and role management. Journal writing [20], psycho-
education [20], and talent groups [83] have also been
used. Others have used tasks [35,79,84,87,102]. Giv-
en the different identified modalities, the second most
frequently selected by OTs in the treatment of DID was
physical activity (secondary to expressive arts) [79].

If a physical activity is used, the physical activity
chosen should be congruent with as many alters’ level
of function as possible to allow for the greatest amount
of participation in the activity [79] because when ex-
ternal information was processed by many alters, inter-
nal communication increased [102]. Once many alters
are involved, the activity should enhance cooperation,
communication, and later, integration among alters [25,
26,79,86]; serve as an ongoing evaluation tool [87];
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foster goal setting [79], reduce stress [102], provide
empowerment through task completion mastery [102],
increase frustration tolerance [102], and physically ex-
press emotions [102].

Waid [102] emphasized the importance of using an
activity to create a repetitive consistent routine to pro-
vide a sense of security, boundaries, and structure to
contain anger, fear, and overwhelming feelings. A rou-
tine used in this way helps provide external organi-
zation that facilitates internal organization and stabil-
ity [102]. By directing the individual to a task, orga-
nization occurs unconsciously as well as consciously.
Increased organization through attention to task facili-
tates a concrete bond to the present instead of dissoci-
ation. Waid also pointed out that abuse often begins at
a young age before language and a personality develop
and can be an assault to any or all of the child’s sensory
channels from which there is no escape. Under these
conditions, the child’s nervous system is set for fight or
flight, but motor action is inhibited because the infant
cannot move [92]. In intervening with an adult individ-
ual who suffered early abuse, talk therapies may not be
fully effective because there are no words for the early
abuse and resultant emotions suffered. Thus, a physical
activity that utilizes kinesthetic-proprioceptive, tactile,
auditory, visual, gustatory, and olfactory input can help
the individual release pent up motor energy that may
have been stored since the time of abuse. Engaging
in selected, controlled, sensory-based tasks can change
helplessness into personal empowerment. Waid stated
that activities in the treatment of DID should be ap-
propriately chosen to provide a stable base on which
a person with DID can construct an internal bridge
between alters to foster the communication of events,
emotions, thoughts, and mobility throughout the sys-
tem as a whole. While activities have been used to
develop organization and a more integrated self, the
vocational rehabilitation of people with DID remains a
challenge [21,79,81].

1.3. Satanic ritual abuse

Although very controversial [29,77] and in most cas-
es unproven by substantial evidence [55,56,78,101],
a phenomena referred to as satanic ritual abuse [101]
arose in the years between 1980 and approximately
1995 [14,50] in the United States and later in Norway
and New Zealand [71] although its existence can be
traced throughout history [32]. Satanic ritual abuse re-
ferred to the physical, emotional, and sexual abuse of
children through underground satanic rituals for adult

sexual gratification, the propagation of pornography,
and/or the selling of drugs [28]. A satanic blood cult
was a closed community of blood relatives that used sa-
tanic worship to install fear in their members while sell-
ing and engaging in child pornography and drugs [11].
Leaders were professional people [43], well connected
in their community [22], but whose secret remained
unknown to their colleagues and unreported by govern-
mental agents [11]. Yet, testimony of children [28,41,
101], controversial confessions [28], documentation of
therapists [5,19,22,41,55,77,96,98] and adult recall of
childhood events [28,41] related horrible acts of abuse
that resulted in symptoms of dissociation, drug abuse,
self mutilation, depression, anxiety, and sleep disor-
ders, among others [39]. A survey of 12,000 cases of
satanic ritual abuse revealed most of these individuals
were diagnosed with PTSD and DID [7]. Symptoms
of co-occurring satanic ritual abuse and DID included
PTSD, dissociation, survival guilt, bizarre self-abuse,
indoctrinated beliefs, and substance abuse [100]. Be-
cause of skepticism [29,77], by 2003, satanic ritual
abuse was thought by many to have been an episode
of moral panic [101]. Some believed reports of abuse
were due to improper interviewing of children [13]
and/or false memories [41,89]. Currently, people refer
to satanic ritual abuse as sadistic abuse [85], organized
abuse [5], ritual or ritualistic abuse [48], or child sex
rings [56]. The word “satanic” has been removed be-
cause the satanic rituals in satanic ritual abuse were
thought to be used to control and frighten members and
for sexual gratification [55,57] instead of devil worship
as may be the case in other types of satanic cults. Some
believed the aspect of Satan was introduced as a cover
for conventional child abuse [93].

Whether or not the actual abusive events took place
as reported may remain uncertain at this time. At one
point in his career, Freud [33] stated whether or not an
adult’s childhood memories of sexual abuse accurately
reflected reality was not as important as the memories
themselves because they were part of the individual’s
psyche, and therefore affected their conscious and un-
conscious processes. Many clients sought psychoso-
cial treatment for the relief of symptoms that, in many
cases, greatly impaired their ability to work and func-
tion in society due to what they believed was abuse.
Treatment for people with satanic ritual abuse is sim-
ilar to PTSD and DID; however, there is an absence
of substantial literature on return to work and satanic
ritual abuse.
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1.4. Running as a therapeutic intervention

Ochberg [73] in his return to work intervention mod-
el used physical exercise as a coping skill for peo-
ple with PTSD. Exercise has been used as a treatment
modality with individuals diagnosed with other psychi-
atric disorders [90]. The activity of running satisfies
all of Waid’s suggested requirements of a task activity
for people with DID [102]. Yet, an extensive literature
review revealed a lack of publications to date docu-
menting the use of running to improve work skills in
individuals with PTSD, DID, or satanic ritual abuse.
The purpose of this study was to investigate the use of
treadmill running with an individual with PTSD, DID,
and satanic cult involvement to develop work skills
sufficient enough to sustain gainful employment after
discharge from a psychiatric inpatient unit.

2. Case history

O. was approximately 26 years old when first treated
on an inpatient psychiatric unit of mixed age and diag-
noses. This was her first psychiatric hospitalization. At
the time of admission, she was a single Caucasian and
street-homeless with no friends. She had a two-year in-
consistent relationship with an outpatient therapist who
referred her to inpatient treatment. Upon arrival, O.
was emaciated, disheveled, and had sustained cuts and
burns on her forearms, legs, and back. O. explained she
had been in some bad places. Her chief complaint was
she had lost track of time, did not know what was hap-
pening, and could not function anymore. She appeared
overwhelmed, fearful, anxious, exhausted, fragile, and
depressed.

During her eight month inpatient stay, she disclosed
the following history. O. was born into a satanic blood
cult and chosen to be a leader. Being groomed to be a
leader in the cult meant she underwent various methods
from birth to purposefully split her psyche into multiple
self-states or alters. Some alters were trained to be cult
involved and others to survive in the real world. Most
of her alters had amnesia with respect to each other,
meaning they did not know the others existed and did
not remember things they did. One of the methods the
cult used to developa split psyche in O. was to constant-
ly create inconsistent experiences for her. This type of
training penetrated every aspect of her life including
actions, emotions, and relationships and became an in-
ternalized process. One time it was good to defecate in
the toilet; the next time she was severely beaten for it.

She was never given the same food or the same amount
of food at any particular time. She never slept in the
same place or had things of her own. Most of the time
she was discouraged from forming bonds with people,
yet, when she was allowed to make a friend at age five
she was instructed to cut off her friend’s thumb and in-
gest it. Other methods of splitting O.’s psyche consist-
ed of starvation, isolation, drugging, and subjecting to
extreme temperatures, deception, and sexual, physical,
and emotional abuse executed at the whim of her elders
without cause and effect or predictability. She never
knew who her parents were, but this was not an issue
for her. She felt lucky and special to be chosen to be a
leader.

O. suffered severe chronic repetitive trauma [44] be-
ginning at an early age and continuing through adult-
hood through an abusive satanic cult, resulting in the
development of a complex defensive structure of dis-
tinct personality states rendering the diagnosis of DID.
O. also developed symptoms of PTSD. She became
distressed after finding drawings of traumatic events
that one of her alters frequently drew at night from past
memories and hid under her bed. It seemed as if O.’s
traumatic memories had been distributed between alters
so no one particular alter would be incapacitated by the
totality of her abuse, so the realization of another’s oth-
erwise amnesic memories led O. to re-experience the
event. O. suffered from flashbacks and nightmares (re-
sulting in difficulty sleeping), keeping her in a state of
hyper-vigilance. She avoided painful feelings that re-
sulted from her trauma through dissociating or switch-
ing alters and detaching from others outside herself.
Because of her inability to form secure attachments
to people, O. experienced difficulty bonding with and
loving others.

O. received four months of inpatient psychiatric
treatment from a multidisciplinary perspective in order
to stabilize her so she did not harm herself and so she
could begin to function more effectively on the unit
through transferring her way of being with authority
figures in the cult to a healthier environment of the
unit. This initial part of her inpatient treatment consist-
ed of encouraging the different personality states/alters
to emerge and tell their stories, while keeping peace
with the body. Over 55 distinct alters became apparent.
Some were supportive of each other, but some were
not. Some fought violently (hurting the body) with
each other because they disagreed or fought to take
dominance of the body so they could be heard and pro-
duce motor action. As O. developed more conscious
awareness of the others, their opinions, and the stories
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they contained, more and more alters were created in
defense, resulting in further disintegration of O.’s ego.
At this point, O. needed the staff to contain, hold, and
manage all of her split off alters. The staff did this
through creating an echogram map of the names of O.’s
alters and their relationships to each other. At the end
of her fourth month of treatment, O. was stable enough
to receive an OT assessment.

O.’s OT initial assessment included four evaluations
the: Occupational Questionnaire (OQ) [88], Valpar
Clerical Work Sample (CWS) [97], Role Checklist
(RC) [24,27,72], and the Modified Interest Checklist
(MIC) [59,70,80]. The latter two evaluations were ad-
ministered to all of O.’s alters that were willing to par-
ticipate (10 and 31 respectively). The OQ, because of
its length, and the CWS were only administered to O.
The OQ revealed that O. had a two year work history
as an administrative assistant with the same company
up until a few weeks prior to her psychiatric inpatient
admission. O.’s strength at work was her intelligence
and her overall endearing nature, yet she had difficul-
ties in organization,awareness of time, communication,
cooperation, frustration tolerance, competition, stress
management, goal setting, and memory that resulted
in several incomplete tasks and sporadic attendance at
work. The RC identified which alters currently valued
work, which wanted to work in the future, and which
had participated in O.’s administrative job in the past.
O. was able to type 25 words per minute with 11 errors
according to the CWS. The MIC identified running as
an interest that 24 alters shared.

Based on these initial evaluations and after a physi-
cal stress test performed by the hospital’s physician, a
three-time-a-week treadmill running intervention was
implemented by the OT to develop O.’s problematic
work skills. The intervention took place on the hospi-
tal’s client treadmill during a fixed time when no one
else besides O. and her OT were in the room, creating a
consistently safe space for O. over a four month period.
O. had run races and had treadmill experience; there-
fore, instruction by the therapist on how to stretch and
run was not necessary. O. had 24 alters interested in
running/walking who performed well on the stress test,
and she reported running without tiring in the past. She
and the therapist set a pattern of running. Each alter
was asked to run for five minutes in a predetermined
order and to remain conscious throughout the two hour
run. After O. became used to running in this fashion,
some of her alters were able and willing to converse
with the OT during their five minutes of running. These
conversations built rapport and gave the OT a better un-

derstanding of each alter’s construct and purpose to O.
as a whole person. Not all of O.’s past running attempts
had been successful. She often did not complete races
secondary to her internal disorganization and compe-
tition among alters for the body. After each treatment
run and stretch, a period of processing the run occurred
between O. and her OT during which problems were
identified and worked through for the runs to follow.
On most days, O. looked forward to each run and she
even tried several times to sneak into the treadmill room
during the middle of the night. This running interven-
tion was repeated three times per week for four months
until her discharge from the unit after her eight month
treatment ended.

Prior to discharge and post intervention, O. was re-
assessed using the same evaluations. The post-OQ re-
vealed improvements in awareness of time, stress man-
agement, goal setting, and amnesia. The RC showed
that four additional alters became interested in work.
O.’s typing scores improved from 25 words per minute
with 11 errors (pre-intervention) to 40 words per minute
with 3 errors (post-intervention) on the CWS. Upon
discharge, O. was able to return to community living
and her job.

3. Discussion

O.’s deficits in organization, awareness of time, frus-
tration tolerance,memory, stress management,and goal
setting (identification, initiation, and completion of a
task or goal) are typical as reported in the literature
for individuals diagnosed with PTSD and DID, as was
her work performance (incomplete tasks and sporadic
attendance) prior to the treadmill running intervention.
O. was unable to utilize more standard pre-vocational
interventions such as practicing/engaging in occupa-
tional work hardening tasks that resembled her duties
on the job because her amnesia and internal conflicts
precluded the organization and follow through neces-
sary to engage in and complete these tasks. Repetitive
practice alone was ineffective. Instead, she required a
reorganization of her internal structure that allowed for
cooperation, communication, awareness, and tolerance
amongst her alters.

This reorganization of her internal structure may
have been enhanced through the task of running. As O.
ran, her running alters had to be aware of the passage of
time, since each alter could only run for five minutes.
Because five minutes is a relatively short interval of
time, each of the 24 alters had to be constantly vigilant
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of time in order not to miss his or her turn. If some-
one did miss a turn, another had to remind him or her,
thereby fostering communication and cooperation and
decreasing amnesia. When an alter finished running,
he or she had to set the treadmill’s speed and incline
to the appropriate setting for the next alter. This re-
quired the running alters to communicate with each oth-
er in order to obtain knowledge regarding each other’s
running pattern. It also entailed cooperation and de-
creased competitiveness between alters who preferred
to keep running rather than to switch when the time
was up. Running seemed to increase organization and
conscious awareness (as apposed to dissociative am-
nesia) amongst the alters, and therefore, of the overall
functioning of O. because each alter had to be aware
of the order of runners and where each fit into the or-
der. Because the alters enjoyed running and wanted to
compete with each other, they were motivated to pay
attention to time and order. A certain level of tolerance
was achieved by alters who had an overall goal for O.
to complete a certain number of miles within the two
hour time frame and alters who ran slowly or walked
instead of ran. Alters that did not know how to use the
treadmill had to be taught by another alter, enhancing
collaboration. Running in this fashion became a stress
management technique for O. because her body did not
seem to physically tire, but did seem to benefit from the
usual documented physical and emotional gains of ex-
ercise, such as overall stress reduction, cardiovascular
and respiratory benefits, and elevated mood/decreased
depression as noted by her medical doctor [95]. Run-
ning presented a way for O. to physically express emo-
tions too difficult to discuss or experience directly. Af-
ter the first week of running when the alters were fa-
miliar with the task, the OT would talk to each alter
while he or she was on the treadmill to increase rap-
port and build trust. The more trust existed between
O. and the OT, the more alters came out to the OT and
to themselves because they felt more comfortable and
less threatened that therapy would extinguish them. In-
stead, they felt they were encouraged to participate in
the occupation of runningand life in general. Each time
the two hour run was completed, and after stretching,
the OT processed the experience to help O. work out
any problems that arose. All alters were expected to be
present during this process, which usually lasted for an
hour. Problems were discussed and solved and goals
were set to improve future performance. Working in
this way taught O. the skills necessary for her to master
a lengthy task until completion and to show up at the
gymnasium consistently. It encouraged her to take bet-

ter care of her body: to stretch before and after running,
to shower, and to become more aware of nutritional
needs. She was better able to work with different alters
(resembling teamwork) in order to accomplish her goal
of running for two hours.

The skills that O. used for running were necessary
for successful, consistent, completion of administrative
work tasks. Many of O.’s alters were capable of typ-
ing quickly and accurately and were computer literate.
Many had the necessary skills to form good relations
with co-workers and authority figures. Yet, O. could
not consistently use the strengths that many of her alters
possessed because she had so many alters and they did
not cooperate with each other but competed for time
in her body and they had different ideas of what to do.
Her overall work functioning was marked by disorga-
nization and an inability to complete assignments. The
running helped O. organize around a work task through
fostering cooperation amongst alters, frustration toler-
ance, and awareness of time and of one another. Run-
ning helped her gain control of the switching of alters,
so she could better utilize the strengths of a particular
alter during a specific situation. For example, an alter
who was very good at mathematics may be called upon
to help with an accounting spreadsheet, or an alter who
could present his or her self well at a board of director’s
meeting may be summoned to take minutes. Running
helped her to focus on a goal until completion. She
developed a certain amount of meta-cognition that en-
abled awareness of problems as they occurred and the
ability to problem solve in the moment instead of be-
coming overwhelmed and impulsively switching alters
to deal with stress. Her time management and stress
management skills improved.

O.’s administrative work task performance improved
as noted by her score on the clerical assessment of the
Valpar Component Work Sample Series [97] after run-
ning was used as an intervention to help O. properly
organize and follow through with tasks. This adminis-
trative competence is in keeping with Richert and Berg-
land’s [79] finding that most of their 20 patients with
DID were able to develop competent executive work
skills. The combination of creating a plan for running,
actualizing the plan, then immediately processing its
execution may have been factors that enabled O. to
return to work.

While this is only one case, this finding lends sup-
port for the clinical use of the MIC [70], RC [72], and
OQ [88] to identify an appropriate intervention for de-
veloping work skills in individuals who have sustained
traumatic experiences. O.’s case provides implications
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to increase the evidence base for knowledge of traumat-
ic symptoms and the deleterious effects on the ability to
work. This case provides evidence for the ability of a
very structurally (neurological brain organization) and
functionally impaired individual to be able to return to
work after a lengthy psychiatric hospitalization. This
intervention need not take place solely in an inpatient
unit or with severely impaired individuals. Interven-
tion may more easily be administered in an outpatient
setting or with the use of a community gymnasium be-
cause its effectiveness may have been, in part, related to
the amount of time spent in the activity (four months).
Running may be a viable technique to help other indi-
viduals with difficulties in dissociation, organization,
awareness of time, stress management, and goal set-
ting increase skills and engagement in the occupation
of work if it falls within an individual’s physical ability,
interest, and value system.

4. Summary

This case study investigated the use of running to
enhance work skills in an individual with PTSD, DID,
and satanic ritual abuse. This individual’s job was at
risk because of a lengthy absence secondary to an in-
patient hospital stay and a prior inability to complete
administrative work assignments and attend work on a
regular basis. A treadmill running protocol designed
specifically to meet the client’s interests, values, and
goal to return to work was administered by an OT in
an inpatient psychiatric unit. This client was able to
increase her organization and attention enough to sus-
tain administrative work tasks independently with con-
sistency after an OT intervention of treadmill running
three times per week for two hours at a time over a
period of four months coordinated with one-to-one OT
to help facilitate and process the planned task. The use
of treadmill running as a therapeutic activity for OT
intervention may have been associated with the ability
of this individual to return to work.
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